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ANNUAL  MEETING SIOUX  CITY,  IOWA 
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OFFICE  OF  THE  PRESIDENT 


AKRON,  IOWA 


January  2,  1948 


To  Members  of  the  Sioux  Valley  Medical  Society: 

The  purpose  of  this  letter  is  to  invite  you  to  the  annual  meeting  of  the  Sioux  Valley 
Medical  Society  to  be  held  January  27,  28,  and  29,  1948,  at  the  Martin  Hotel  in  Sioux 
City,  Iowa. 

All  graduates  of  accredited  medical  schools,  practicing  in  the  area,  consisting  of  South- 
west Minnesota,  Northeast  Nebraska,  South  Dakota,  and  Western  Iowa,  are  eligible 
to  membership  on  payment  of  the  annual  dues — $3.00. 

The  Society  has  a vital  function  to  perform  in  this  territory.  It  needs  you,  your  voice 
and  your  vote  in  its  deliberations.  Plan  to  attend  its  meetings  regularly. 

The  program  has  been  so  planned  that  it  will  interest  the  general  practitioner  as  well 
as  those  doctors  who  limit  their  work  to  special  fields.  The  following  names  appear 
on  the  program : 

R.  L.  Ferguson,  M.D.,  University  of  South  Dakota. 

E.  A.  Fullgrabe,  M.D.,  St.  Joseph’s  Hospital,  Sioux  City. 

Charles  B.  Pvestow,  M.D.,  University  of  Illinois. 

O.  S.  Orth,  M.D.,  University  of  Wisconsin. 

Henry  E.  Michelson,  M.D.,  University  of  Minnesota. 

Hugo  L.  Blair,  M.D.,  Mayo  Clinic. 

N.  G.  Alcock,  M.D.,  University  of  Iowa. 

Harold  C.  Lueth,  M.D.,  Dean  of  University  of  Nebraska  Medical  School. 

Wm.  E.  Mengert,  M.D.,  Southwestern  Medical  College. 

Make  reservations  early.  The  leading  hotels  in  Sioux  City  are: 


Hotel  Martin 
Hotel  Mayfair 


Hotel  Warrior 
Hotel  West 


Jackson  Hotel 


Programs  for  the  meeting  will  be  mailed  later. 


Fraternally  yours, 

J.  H.  Kerr,  M.D. 


President 
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Brucellosis 

A RESUME  OF  DIAGNOSIS  AND  TREATMENTS' 
By  HAROLD  J.  HARRIS,  M.D.,  F.  A.  C.  P. 
with  the  assistance  of  BLANCHE  STEVENSON,  R.N. 
and  JACOB  SCHARHAT,  B.A. 


Many  problems  in  the  diagnosis  and  treat- 
ment of  brucellosis  remain,  although  much 
progress  has  been  made  in  the  past  15  or 
more  years.  The  manifestations  of  the  disease, 
especially  in  its  chronic  form,  may  be  no  less 
protean  than  tuberculosis  or  syphilis.  Its 
study  and  management  may  tax  the  resources 
of  the  physician  whether  in  office  practice 
or  in  hospital.  It  is,  indeed,  as  much  a special- 
ty as  phthisiology  or  syphilology. 

DIAGNOSIS 

Clinically,  the  diagnosis  of  brucellosis 
seldom  can  be  more  than  suspected,  even  in 
the  acute  febrile  phase.  There  are  no  path- 
ognomic signs.  Physical  findings  usually  are 
exceeding  few  and  non-revealing.  In  the 
chronic  illness,  one  can  be  even  less  sure 
without  careful  and  often  prolonged  study, 
which  must  include  the  multiple  laboratory 
procedures  and  the  most  careful  differential 
diagnosis  from  the  host  of  other  diseases  or 
syndromes  which  it  may  simulate. 

For  many  years  it  was  taught  that,  given 
a patient  with  prolonged  febrile  illness  which 
failed  to  fit  into  any  other  category,  brucel- 
losis was  to  be  considered  as  a possibility.  If 
the  blood  agglutination  with  Brucella  was 
positive  it  was  considered  that  the  diagnosis 
was  established;  if  it  was  negative  the  pos- 
sibility of  brucellosis  was  dismissed.  In  a 
chronic  illness,  with  low-grade  fever  or  no 
fever,  brucellosis  was  rarely  considered  at 
all  — or  if  it  was  considered,  the  same  in- 
adequate diagnostic  criterion  was  used,  i.  e. 
the  blood  agglutination  reaction  alone. 

It  has  long  since  been  demonstrated  that 
agglutinins  may  not  appear  in  the  blood  in 
the  acute  illness  until  late  in  the  disease,  that 
they  may  even  then  be  present  in  low  titer 
only  and  that,  in  an  appreciable  percentage 
of  patients,  the  blood  agglutination  reaction 
may  remain  negative,  throughout  prolonged 
acute  illness.  (Isolation  of  the  organism  from 
tissue,  blood  or  other  body  fluid  or  exudate, 
in  the  presence  of  negative  blood  agglutina- 


tion reaction  has  been  reported  in  many 
cases.)  In  the  chronic  illness  the  absence  of 
agglutinins  is  the  rule  rather  than  the  ex- 
ception. 

When  it  became  evident  that  the  blood 
agglutination  reaction  alone  was  inadequate, 
the  intradermal  test  was  more  widely 
adopted,  with  too-great  enthusiasm  by  some, 
as  if  it  were  an  adequate  substitute.  Its  own 
inadequacies  will  be  outlined.  Valuable 
though  the  information  elicited  by  it  may 
be,  its  indiscriminate  use  and  uncritical 
evaluation  is  likely  to  confuse  rather  than  to 
elucidate. 

The  phagocytic  reaction  of  the  patient’s 
white  blood  cells1  has  proved  a valuable  aid 
in  diagnosis  as  well  as  a control  in  treatment, 
when  considered  in  the  light  of  the  other 
laboratory  procedures  and  of  clinical  history 
and  findings. 

Culture,  when  positive,  is  the  one  definitive 
laboratory  procedure.  When  negative,  even 
after  repeated  attempts,  it  has  no  significance, 
proving  nothing  other  than  failure  to  isolate 
an  organism.  Unfortunately,  Brucella  can  be 
isolated  in  only  a small  proportion  of  acute 
cases  and  in  only  an  occasional  chronic  ill- 
ness. 

SUGGESTED  DIAGNOSTIC  APPROACH 

The  following  diagnostic  regime  has  proved 
helpful: 

1 — A complete  history,  to  bring  out,  if  pos- 
sible, (a)  likely  sources  of  exposure  to  contact 
infection  from  cows,  goats,  sheep,  hogs,**  or 
laboratory  cultures  or  infection  through  in- 
gestion of  unpasteurized  dairy  products,  at 
any  time  in  the  patient's  life,  (b)  unexplained 
illnesses,  febrile  or  afebrile,  (c)  illnesses  that 
may  have  been  erroneously  diagnosed  (e.  g. 

*Read  before  the  Vermont  State  Medical  Society, 
Burlington,  Vt.,  2 October  1947. 

**  Often  cows  alone  are  tested  and  hogs  and  horses 
on  the  same  farm  untested.  It  is  known  that  any 
infected  domestic  animal  may  infect  others  al- 
though the  hog  probably  is  insusceptible  to  in- 
fection with  Brucalla  abortus. 
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“recurrent  typhoid,”  or  chronic  malaria,  un- 
proved by  demonstration  of  the  organism),  (d) 
skin  tests  or  therapeutic  use  of  Brucella  an- 
tigens at  any  time  in  the  past,  and  (e)  evi- 
dences of  possible  emotional  problems  that 
may  confound  the  current  diagnostic  prob- 
lem. 

2 —  Physical  examination,  including  all  pro- 
cedures not  adequately  performed  recently. 
Because  of  the  very  paucity  of  physical  signs, 
more  than  usually  careful  study  is  necessary. 

3 —  Laboratory  examination,  to  include  all 
routine  and  special  examinations  not  recently 
made  and  reliably  reported  in  writing.  The 
laboratory  methods  that  are  most  useful  are: 

(a)  Complete  blood  counts.  Macrocytic  or 
normocytic  anemias  are  common  in  brucel- 
losis and,  whereas  not  in  themselves  path- 
ognomonic, they  may  suggest  an  infectious 
process.  Leucopenia,  most  often  accompanied 
by  a relative  lymphocytosis,  is  usual.  Normal 
white  blood  counts  and  differential  counts 
may  be  found,  as  may  a leucocytosis  and 
polymorphonuclear  increase,  however.  There 
is  therefore  no  characteristic  blood  picture 
but  the  presence  of  the  deviations  noted  may 
be  important,  in  conjunction  with  other  data. 

(b)  Erythrocyte  sedimentation  rate.  Except 
in  the  presence  of  high  fever,  joint  involve- 
ment and  active  localized  infection,  the  sed- 
imentation rate  usually  is  within  normal 
range.  It  may  be  a valuable  differential 
diagnostic  point  in  cases  suggesting  rheu- 
matic fever  or  tuberculosis,  for  example.  Ab- 
normal rates  occur  in  perhaps  20  per  cent  of 
cases  of  brucellosis. 

(c)  Blood  agglutination  reaction.  Reactions 
in  low  titer  may  not  be  ignored  for  they  may 
point  to  a developing  agglutinin  response  or 
to  defervescence  of  such  response.  A reaction 
in  a titer  of  1:80  or  higher,  in  the  presence  of 
symptoms  suggestive  of  brucellosis,  may  be 
considered  presumptive  evidence  of  active 
infection.  A negative  reaction  is  without 
significance. 

Agglutination  tests  must  be  done  before 
any  Brucella  antigen  is  used  as  a skin  test  for 
“false”  agglutinins  may  be  so  induced,  state- 
ments to  the  contrary2  not  withstanding. 

The  technique  of  the  agglutination  reaction 
may  vary  with  the  facilities  at  hand.  A good 
routine  is  to  collect  about  10  cc.  of  blood, 
under  sterile  precautions,  and  to  send  it  to  an 


approved  laboratory  for  performance  of  the 
test  by  the  macroscopic  tube  method.  The 
microscopic  or  rapid  slide  macroscopic  agglu- 
tination reaction  are  useful  screening  methods 
and  have  the  advantage  of  giving  a prompt 
result.  A good  practice  is  to  perform  either 
the  microscopic  or  rapid  slide  macroscopic 
method  and  to  have  the  result  confirmed  by 
the  macroscopic  tube  method. 

In  a small  percentage  of  patients,  agglu- 
tinins may  persist  for  months  after  recovery; 
usually  however  they  are  very  fleeting. 
Cross-agglutination  may  occur  in  the  presence 
of  tularemia,  Flexner’s  dysentery,  typhoid 
fever,  cholera  or  infections  with  B.  proteus 
OX  19.  Differentiation  usually  is  not  diffi- 
cult for  clinical  as  well  as  specific  laboratory 
findings  for  the  respective  disease  can  be 
uncovered.  Prophylactic  vaccination  against 
cholera  also  has  been  shown  to  produce  agglu- 
tinins against  Brucella.  It  has  been  said  that 
agglutinins  against  Brucella  may  occur  in  the 
presence  of  tuberculosis,3  or  in  the  presence 
of  fever  or  any  origin;4'  5 neither  contention 
has  been  demonstrated  satisfactorily. 

In  the  acute  illness  it  is  wise  to  perform  the 
agglutination  test  on  two  or  more  occasions, 
several  days  to  two  weeks  apart,  if  the  first 
test  is  negative  or  positive  in  low  dilution 
only,  since  increase  in  agglutinins  may  occur. 
This  re-emphasizes  the  need  to  withhold  the 
skin  test  until  all  available  information  ob- 
tainable from  the  agglutination  test  has  been 
secured. 

(d)  The  opsonocytophagic  reaction.  This 
rather  intricate  test  is  much  misunderstood. 
Evans6  has  been  misquoted  as  having  said 
that  it  is  the  least  valuable  of  all  the  labora- 
tory procedures.  It  is  true  that,  by  itself,  it 
does  furnish  the  least  confirmatory  evidence 
of  Brucella  infection.  In  conjunction  with  the 
information  furnished  by  the  blood  agglu- 
tination reaction  and  the  intradermal  re- 
action, as  well  as  the  clinical  picture,  the 
value  of  the  test  is  greatly  enhanced. 

A disadvantage  inherent  in  the  test  is  the 
need  for  the  most  meticulous  technique  in  its 
performance  using  a smooth  virulent  strain  of 
Brucella.  Blood  for  the  test  should  be  not 
more  than  3 hours  old. 

The  significance  of  the  result  is  simply  to 
express  the  degree  of  the  patient’s  resistance 
to  Brucella  infection  at  the  time  the  test  is 
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done.  Confusion  often  is  caused  by  referring 
to  the  result  as  “positive”  or  “negative.”  It  is 
a quantitative  test,  essentially,  but  with  some 
qualitative  significance.  (It  would  be  most 
unusual,  for  example,  to  find  a moderate  to  a 
high  degree  of  resistance  in  a person  who  has 
never  been  infected  or  skin  tested  or  treated 
with  a Brucella  antigen,  for  phagocytosis  is  a 
specific  phenomenon.)  To  say  that  such  a 
reaction  is  “positive”  is  implying  significance 
which  it  does  not  have.  Likewise  to  call  a 
low  index  “negative”  also  is  misleading  since 
it  implies  that  the  patient  does  not  have  a 
Brucella  infection.  A low  reading  simply 
signifies  lack  of  measurable  resistance  to 
Brucella  infection. 

Further  confusion  is  caused  by  the  term 
“immune”  to  describe  the  status  of  the  patient 
with  a high  degree  of  resistance.  Such 
patients  may  not  be  immune,  in  the  usual 
sense  of  the  term.  Death  has  occurred  in  the 
presence  of  marked  phagocytosis  in  all  cells. 
Patients  with  a low  degree  of  phagoytosis 
often  are  referred  to  as  “susceptible.”  This 
may  be  only  relatively  true  for  many  persons 
with  low  indices  and  negative  skin  tests  do 
not  contract  the  clinical  illness,  nor  laboratory 
evidence  of  infection,  even  though  they  have 
the  same  infected  milk  supply  as  the  rest  of 
the  family,  one  or  more  of  whom  have  be- 
come infected.  However,  individuals  with 
low  phagocytic  indices  and  negative  skin 
tests  who  work  with  virulent  live  strains  of 
Brucella  apparently  are  more  susceptible  to 
such  massive  infection  than  those  who  have 
a partial  immunity  acquired  through  pre- 
vious infection  with  less  virulent  strains. 

In  general,  the  patient  with  symptoms 
which  suggest  brucellosis,  who  has  a positive 
intradermal  reaction  and  a low  phagocytic 
index  may  be  presumed  not  to  have  recovered 
from  infection;  in  the  presence  of  a moderate 
phagocytic  index,  infection  with  partial  im- 
mune response  may  be  presumed;  in  the 
presence  of  a high  phagocytic  index,  infection 
with  good  immune  response  is  indicated,  but, 
as  stated,  the  patient  may  still  be  actively 
infected,  with  positive  cultures  persisting. 

(e)  Culture.  In  the  acute  febrile  illness 
there  is  a reasonable  chance  of  isolating  the 
organism  from  blood,  bone-marrow,  urine, 
stool,  bile,  spinal  fluid  or  other  fluid,  tissue 
or  exudate  or  discharge,  but  only  if  the 


special  methods  for  the  isolation  of  Brucella 
are  employed. 

Material  to  be  cultured  must  be  fresh.  It 

should  reach  the  laboratory  immediately  after 
collection,  for  inoculation  into  the  various 
media  and  for  animal  inoculation.  Whenever 
possible  material  for  culture  should  be  col- 
lected at  the  laboratory  or  by  the  bacteriolo- 
gist in  the  operating  or  treatment  room. 

Such  media  as  tryptose  broth,  liver  infusion 
broth  and  semi-solid  agar  must  be  used. 
Facilities  for  maintaining  an  atmosphere  con- 
taining from  5 to  10  per  cent  CO2  are  essen- 
tial, especially  if  the  infecting  starin  is 
abortus. 

Subculturing  at  3 or  4 day  intervals  for  6 
weeks,  unless  growth  of  Brucella  is  obtained 
before  that  time  has  expired,  is  of  vital  im- 
portance. It  is  common  practice  for  labora- 
tories to  discard  cultures  as  negative  at  the 
end  of  1 to  3 weeks. 

Animal  inoculation  is  a much  neglected  pro- 
cedure. It  increases  the  likelihood  of  recovery 
of  Brucella.  If  inoculated  animals  do  not  de- 
velop agglutinins  or  other  evidence  of  infec- 
tion, they  should  be  kept  for  periods  of  14  to 
18  weeks  before  sacrificing.  Since  isolation  of 
Brucella  is  the  one  definitive  diagnostic  pro- 
cedure, when  positive,  the  wisdom  of  includ- 
ing cultural  attempts  cannot  be  stressed  too 
greatly. 

Collection  of  blood  for  culture  and  animal 
inoculation  is  best  done  during  the  height  of 
fever  when  it  is  most  likely  that  the  organism 
is  circulating  in  the  blood.  Repetition  of  cul- 
tural attempts  at  3 or  4 day  intervals  in- 
creases the  likelihood  of  success. 

In  the  chronic  afebrile  illness,  or  where 
there  is  only  low  grade  fever,  the  chance  of 
isolation  of  the  organism  is  extremely  small. 
Nevertheless  the  effort  is  worthwhile  unless 
the  diagnosis  can  be  established  with  reason- 
able certainty,  and  other  disease  excluded,  in 
the  absence  of  cultural  proof.  An  excellent 
illustration  is  the  following: 

A 28  year  old  woman,  discharged  from 
the  Navy  in  1945  with  a diagnosis  of 
chronic  brucellosis,  came  under  the 
author’s  care  because  of  continued  ill- 
ness. The  diagnosis  had  been  established 
in  the  Navy  on  the  basis  of  recurrent 
febrile  illness,  with  persistent  weakness, 
fatigue,  low-grade  fever,  anemia,  leuco- 
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penia,  lymphocytosis,  sciatica,  and  sal- 
pingitis. Blood  agglutination  reaction 
with  Brucella  abortus  has  been  positive 
in  a 1:160  dilution  prior  to  skin  test,  ac- 
cording to  Navy  records.  It  was  evident 
that  she  also  suffered  from  psychon- 
eurosis, with  marked  anxiety.  Treat- 
ment with  Brucella  antigens  and  pelvic 
diathermy  was  only  partially  effective. 

It  was  interrupted  on  several  occasions 
by  her  admission  to  various  Veterans  Ad- 
ministration hospitals  for  study  and  treat- 
ment and  attempts  to  determine  her  de- 
gree of  disability.  Three  civilian  con- 
sultants had  confirmed  the  diagnosis  of 
recurrent  salpingitis,  presumably  of  Bru- 
cella origin,  but  at  various  other  times 
no  definite  pathology  was  found.*  Blood 
cultures  had  been  negative  repeatedly. 

It  came  to  light  that  a skin  test  actually 
had  been  performed  in  advance  of  her 
first  positive  blood  agglutination  reac- 
tion, removing  much  of  the  evidence  in 
favor  of  brucellosis.  Her  behavior  was 
neurotic  and  there  was  a strong  suspicion 
on  the  part  of  some  physicians  who  saw 
her  that  she  was  malingering.  During 
one  of  her  febrile  episodes  in  September 
1947  when  she  stated  that  she  was  again 
running  a fever  of  102  to  103°  F.,  she 
again  was  admitted  to  a Veterans  Ad- 
ministration hospital.  No  fever  beyond 
99.4°  F.  (rectal)  was  found  and  she  was 
discharged  after  a few  days  with  the 
statement  that  emotional  factors  were 
largely  responsible  for  the  prolonged 
illness  of  which  she  complained.  How- 
ever, a blood  culture,  begun  before  her 
discharge,  yielded  Brucella  melitensis. 

It  must  be  emphasized  that  negative  cul- 
tural findings  have  no  significance. 

(f)  Intradermal  tests  should  be  performed 
only  after  the  maximum  information  from 
one  or  more  blood  agglutination  and  op- 
sonocytophagic tests  has  been  obtained.  There 
is  not  entire  agreement  as  to  the  likelihood 
that  agglutinins  and  opsonins  are  stimulated 
by  Brucella  antigens  used  for  skin  testing. 
However,  experience  is  bound  to  remove  any 
doubt  that  may  exist,  for  any  effective  Bru- 
cella antigen  frequently  does  produce  agglu- 
tinins in  high  titer  and  likewise  may  induce 


marked  phagocytic  reaction,  even  within  so 
short  a period  as  6 days. 

A positive  reaction  signifies  that,  at  some 
time,  the  patient  has  been  sensitized  to  Bru- 
cella organisms,  presumably  through  infec- 
tion, of  clinical  or  subclinical  degree.  It  gives 
little  or  no  information  as  to  the  present 
status  of  the  infection,  i.  e.  whether  it  is  active 
or  latent.  It  is  believed  by  some  that  Brucella 
sensitization  may  occur  in  the  absence  of  past 
or  present  infection,  through  contact  with  in- 
fected cattle  or  through  ingestion  of  Brucella 
organisms  killed  by  pasteurization  of  dairy 
products.  This  concept  is  based  on  the  obser- 
vation that  many  of  these  individuals  give 
no  history  suggesting  brucellosis.  This  theory 
is  not  susceptible  of  proof,  since  infection  may 
occur  in  the  absence  of  recognized  clinical 
symptoms,  as  proved  by  positive  cultural 
findings. 

The  methods  of  performing  and  interpret- 
ing intradermal  tests  with  Brucella  antigens 
are  many.  For  the  past  15  years  the  author 
has  used  heat-killed  Brucella  abortus  organ- 
isms, 2,000  million  per  cubic  centimeter,**  in 
most  patients.  One-tenth  of  a cubic  centi- 
meter is  injected  with  a fine  gauge  short- 
bevelled,  hypodermic  needle  and  the  reaction 
observed  at  the  end  of  4 days;  if  negative  at 
that  time  it  is  observed  again  at  the  end  of 
7 or  8 days  since  delayed  reactions  may 
occur.7  A reaction  consisting  of  induration 
of  about  5 millimeters  is  arbitrarily  termed 
“weakly  positive;”  a reaction  with  indura- 
tion of  5 to  10  millimeters  may  be  termed 
“positive”  without  qualification;  one  that 
shows  induration  of  more  than  10  mm.  with 
erythema  may  be  called  “strongly  positive;” 
a reaction  with  induration,  surrounded  by 
erythema  and  edema,  with  lymphangitis, 
axillary  adenitis  and  systemic  reaction, 
occasionally  with  central  necrosis,  may  be 
termed  “violently  positive.”  All  positive 

*The  tendency  of  localized  manifestations  to  ap- 
pear and  disappear  is  not  generally  appreciated.  A 
pelvic  examination  may  show  definite  evidence  of 
salpingitis  on  one  examination,  no  such  evidence 
a week  or  two  later,  with  signs  reappearing  within 
another  short  period  of  time. 

**Formerly  prepared  by  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State  De- 
partment of  Health,  now  commercially  available 
through  Sharp  & Dohme. 
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reactions  will  be  found  to  persist  for  10  or 
more  days. 

The  significance  of  any  of  these  reactions 
is  the  same,  indicating  varying  degrees  of 
sensitivity  to  Brucella. 

The  mixed  Brucella  vaccines  containing 
killed  abortus  and  suis,  or  abortus  and  meli- 
tensis  organisms,  give  similarly  accurate  re- 
actions but  are  more  likely  to  produce  severe 
local  and  systemic  reactions  than  the  abortus 
strain  alone. 

Brucellergen.  a nucleoprotein  derived  from 
any  of  the  three  species  of  Brucella,  has 
proved  to  be  a less  sensitive  skin  testing  an- 
tigen, in  the  author’s  experience  and  that  of 
others.8  In  a series  of  48  patients  referred 
because  of  the  suspicion  of  brucellosis, 
Brucellergen  and  heat-killed  Brucella  abortus 
bacterin  were  used  simultaneously  in  opposite 
arms.  Seventeen  patients  (35.4  per  cent)  gave 
positive  reactions  to  Brucellergen  and  35 
patients  (72.9  per  cent)  gave  positive  reactions 
to  heat-killed  Brucella  abortus  organisms. 
Among  the  patients  with  a negative  reaction 
to  Brucellergen  and  a positive  reaction  to 
Brucella  abortus  vaccine  was  one  whose 
agglutination  reaction  had  been  positive  in 
high  titer  (1:1280)  prior  to  skin  tests  and 
whose  blood  culture  yielded  Brucella  suis. 

For  the  past  8 months  bacterial  antigen 
complexes  made  from  fractions  of  each 
separate  species  of  Brucella,  according  to  the 
method  of  Hoffmann,9  have  been  used  in  101 
patients  referred  because  of  suspected  bru- 
cellosis, in  addition  to  the  routine  use  of  Bru- 
cella abortus  bacterin.  Some  evidence  has 
been  adduced  that  these  antigens  are  species- 
specific,  allowing  differentiation  between  in- 
fection by  the  three  strains. 

No  single  diagnostic  procedure  for  Brucella 
infection,  save  culture,  is  in  itself  adequate. 
The  tests  must  be  used  as  a battery  and  inter- 
preted in  the  light  of  information  furnished 
by  the  other  tests  and  of  history  and  physical 
findings. 

4 — Psychologic  studies,  in  all  patients  with 
a chronic  illness  suspected  to  be  of  Brucella 
origin,  have  proved  to  be  of  great  value  in 
differential  diagnosis  and  in  evaluation  of  the 
relative  importance  of  both  components  when 
brucellosis  and  psychoneurosis  coexist.  To  be 
helpful  they  must  be  carried  out  only  by  psy- 
chiatrists or  psychologists  who  have  had  in- 


tensive training  and  wide  experience;  other- 
wise they  may  be  misleading.  The  usual 
battery  of  tests  consists  of  the  Rorschach, 
Goodenough  figure  drawings,  analysis  of  ex- 
pressive movement  in  handwriting  and  the 
thematic  apperception  test,  to  be  supple- 
mented by  intelligence  tests  when  indicated.* 

TREATMENT 

Many  new  methods  are  described  and  some 
older  methods  are  resurrected,  sometimes 
with  unwarranted  publicity,  but  few  have 
proved  superior  to  the  basic  methods  in  use 
for  the  past  10  years.  Possible  exceptions  are 
streptomycin  and  sulfadiazine,  given  con- 
comitantly, and  a new  Brucella  antigen 
(BAC),  which  will  be  discussed  in  some  detail. 

Treatment  must  be  highly  individualized, 
because  of  the  lack  of  uniform  response  and 
because  the  indications  vary  with  the  severity 
of  the  illness,  the  possible  localization  of  in- 
fection and  the  virulence  of  the  infecting 
strain. 

THE  ACUTE  ILLNESS 

In  the  acute  illness,  bed  rest,  the  usual 
dietary  management,  and  symptomatic  meas- 
ures to  combat  excessive  fever,  arthralgia, 
myalgia,  headache  and  the  like  need  only  be 
mentioned.  Evidences  of  localization  of  in- 
fection, such  as  endocarditis,  salpingitis, 
cholecystitis,  hepatitis  and  others  need  early 
recognition  and  sometimes  changes  in  treat- 
ment regime.  Frequent  complete  blood  counts 
and  institution  of  treatment  of  anemia,  if 
present,  are  essential.  However,  treatment  of 
the  acute  illness  no  longer  is  “expectant”  or 
purely  symptomatic,  for  markedly  palliative 
if  not  actually  curative  measures  are  now 
available. 

Sulfonamides  of  various  composition  are 
likely  to  terminate  the  acute  illness,  espec- 
ially if  instituted  early  in  its  course.  Neo- 
prontosil,  sulfanilamide,  sulfapyridine,  sul- 
fathiazole,  sulfadiazine,  and  sulfamerazine 
all  have  been  found  to  be  effective,  although 
not  uniformly.  The  combined  use  of  sulfa- 
diazine and  sulfathiazole  or  sulfadiazine  and 
sulfamerazine  in  equal  amounts,  as  recently 
recommended,10-  n - 12  for  the  purpose  of  re- 
ducing the  likelihood  of  crystalluria  and 
rental  damage,  may  prove  to  be  a valuable 

*Clinical  and  laboratory  investigation  was  aided 
by  a grant  from  the  Committee  on  Scientific  Re- 
search of  the  American  Medical  Association. 
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addition  to  our  methods.  Full  dosage,  to  main- 
tain adequate  blood  levels,  are  necessary. 
Alkalinization  is  of  course  important  in  the 
prolonged  administration  of  these  drugs. 

The  duration  of  treatment  is  a matter  of 
great  importance.  Withdrawal  of  the  drug  as 
soon  as  temperature  has  reached  normal  is 
more  often  followed  by  prompt  or  delayed 
relapse  than  when  the  sulfonamide  is  con- 
tinued, in  smaller  dosage,  over  a period  of 
weeks  following  the  defervescence  of  fever. 
Equally  as  important  is  the  establishment  of 
active  immunity  before  the  sulfonamide  is 
withdrawn.  If  the  phagocytic  power  of  the 
polymorphonuclear  leucocytes  has  not 
reached  a high  level  by  the  time  clinical  re- 
covery has  occurred,  an  attempt  should  be 
made  to  stimulate  phagocytosis  by  judicious 
use  of  specific  Brucella  antigens. 

Antibiotics,  with  the  exception  of  strep- 
tomycin, have  proved  relatively  ineffective 
against  Brucella.  In  spite  of  doubtful  results 
from  streptomycin  reported,  there  is  growing 
evidence  of  its  value  in  the  acute  and  perhaps 
even  in  the  chronic  illness,  especially  when 
used  concomitantly  with  a sulfonamide.  Pu- 
laski and  Amspacher13  in  1946  reported  com- 
plete recovery  of  2 patients  so  treated.  Pu- 
laski14 recently  reported  treatment  of  4 more 
patients  under  this  regime,  with  prompt  re- 
missions in  3;  recovery  of  the  fourth  occurred 
in  a manner  that  may  have  pointed  to  a 
natural  remission.  The  first  2 patients  were 
observed  for  6 and  8 months  respectively,  ad- 
mittedly too  short  a time  to  allow  use  of  the 
term  cure. 

Among  the  author’s  patients,  3 had  prompt 
remissions  within  48  hours  after  administra- 
tion of  the  drug.  One  patient,  treated  for  19 
days  with  streptomycin  and  sulfadiazine  com- 
bined, had  a return  of  temperature  to  normal 
after  48  hours;  he  has  remained  symptom 
free  for  2 months  since  treatment  was  con- 
cluded. He  had  been  ill  for  about  12  months 
prior  to  treatment.  Blood  culture  yielded 
Brucella  suis.  He  had  never  been  acutely  ill. 
Temperature  had  not  exceeded  100.8°  F. 
One  patient’s  temperature  had  reached  110° 
F.  (rectal)  on  two  occasions  prior  to  adminis- 
tration of  streptomycin.  Further  supplies  of 
the  drug  were  unavailable  and  relapse  oc- 
curred. This  patient  was  then  successfully 
tided  over  a subsequent  relapse  by  the  ad- 


ministration of  500  cc.  of  immune  blood.  Later 
streptomycin  again  was  employed  prior  to 
and  following  splenectomy.  The  patient  has 
been  free  of  exacerbations  of  brucellosis  for 
10  months  following  this  regime,  having  re- 
lapsed repeatedly  during  the  18  months  prior 
to  its  inception. 

Use  of  streptomycin  alone,  in  moderate 
dosage,  in  one  patient  who  had  been  very  ill 
for  a year,  was  followed  by  remission  on  two 
occasions,  Herrell  and  Nichol15  reported.  Re- 
lapse followed  each  remission,  however.  The 
spleen  which  had  been  grossly  enlarged  was 
then  removed  and  a third  course  of  strep- 
tomycin given.  Brucella  was  recovered  from 
splenic  emulsion.  He  recovered  completely. 
Nearly  2 years  later,  in  a personal  communi- 
cation, this  patient,  a Vermont  veterinarian, 
reported  that  he  was  “enjoying  excellent 
health.” 

Streptomycin  must  be  used  in  adequately 
large  doses,  particularly  to  initiate  treatment, 
since  drug  resistance  may  develop  rapidly. 
It  must  be  given  parenterally,  at  3 to  4 hour 
intervals,  day  and  night.  It  is  not  absorbed 
from  the  bowel  in  effective  amounts  when 
taken  orally.  (Its  suspension  in  oil  and  wax 
or  other  vehicle  for  repository  action  may 
prove  to  be  feasible.)  The  toxic  effects  of 
streptomycin  still  furnishes  a problem  in  that 
vertigo,  tinnitus,  deafness,  paresthesias  of  the 
face  and  skin  eruptions  may  occur.  Under 
ordinary  circumstances  the  eighth  nerve 
effect  may  be  expected  to  clear  up  completely 
if  the  drug  is  discontinued  promptly. 

The  reason  for  failure  uniform  response  to 
streptomycin  may  lie  in  the  intra-cellular 
growth  of  Brucella.16-  17-  18  Early  use  may 
circumvent  this  difficulty. 

Transfusion  of  immune  blood  may  bring 
about  prompt  remission  in  the  acutely  ill 
patient.  It  seems  essential  to  use  blood  from 
a donor  who  has  made  a clinical  recovery 
from  brucellosis  and  whose  polymorphonu- 
clear leucocytes  show  high  phagocytic  power. 
The  method  proved  successful  in  a few  re- 
ported cases19  20  and  in  one  or  two  of  the 
author’s  acutely  ill  patients;  in  the  other  no 
response  was  noted;  improvement  followed 
institution  of  treatment  with  a bacterial  anti- 
gen complex.  Curative  effect  may  not  be  ex- 
pected however.  It  is  still  necessary  to  see 
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that  the  patient  maintains  a high  degree  of 
resistance  following  remission. 

The  principle  of  combining  the  favorable 
action  of  the  sulfonamides  with  that  of  trans- 
fusion of  immune  blood  has  been  in  use  for 
many  years.  The  effect  may  be  more  prompt 
and  in  some  instances  more  lasting  than  from 
either  method  alone.  Actual  cure  has  not 
been  reported  in  any  large  series  of  cases  nor 
is  it  likely  to  occur  except  in  early  acute  in- 
fections, before  the  organism  has  had  the 
opportunity  to  entrench  itself  in  granuloma- 
tous tissues  or  to  establish  intracellular 
growth.  As  in  other  methods  which  are  likely 
to  do  no  more  than  to  bring  about  early  re- 
mission, production  and  maintenance  of  a 
high  degree  of  resistance  should  be  attempted 
in  all  cases,  unless  the  phagocytic  response  is 
marked  and  sustained. 

Fewer  therapy  in  the  fever  cabinet  has  been 
used  for  the  acute  as  well  as  the  chronic  ill- 
ness. It  is  not  uniformly  successful  and  of 
questionable  rationale  in  patients  already 
running  high  fevers.  Simpson21  reserves  its 
use  for  chronic  cases  which  are  refractory  to 
vaccine  therapy.  Production  of  fever  by  the 
use  of  killed  typhoid  organisms  intravenously 
may  result  in  uncontrolled  febrile  reaction. 

Antiserum  has  proved  of  value  in  the  acute 
illness  in  the  hands  of  some  workers,22-  23 
in  patients  whose  infections  are  of  less  than 
8 months  duration.  Post-recovery  study  of 
nearly  250  patients  observed  for  periods  of 
from  4 to  14  years  showed  a “gratifyingly 
low”  relapse  rate,  Foshay24  stated.  It  seems 
important  to  confer  an  active  immunity  fol- 
lowing antiserum  therapy,  as  recommended 
above  after  other  methods. 

There  are  various  other  methods  which 
may  be  employed  in  the  acute  illness,  of  im- 
proved value.  Under  exceptional  circum- 
stances, a Brucella  bacterial  antigen  may  be 
more  effective  than  any  other  method.  Be- 
cause of  possible  severe  reactions  to  killed 
whole  organisms,  especially  suis  and  meli- 
tensis,  detoxified  vaccine  of  Foshay  or  a bac- 
terial antigen  complex  (Hoffmann),  in  appro- 
priate dilution,  is  more  suitable. 

THE  CHRONIC  ILLNESS 

The  treatment  of  choice  in  the  chronic  ill- 
ness is  employment  of  a suitable  Brucella 
antigen,  for  the  double  purpose  of  desensitiza- 
tion and  production  of  active  immunity.  The 


two  processes  usually  occur  simultaneously. 
Other  measures,  to  be  used  as  adjuncts,  when 
there  are  special  indications,  include  artificial 
fever  therapy  by  the  cabinet  method,  treat- 
ment of  localized  infection  by  short  wave 
diathermy  (e.  g.  salpingitis),  eradication  of 
other  known  foci  by  surgical  measures  if 
necessary  (e.  g.  cholecystectomy  for  gall- 
bladder localization),  removel  of  other  foci  of 
infection  not  caused  by  Brucella  (e.  g.  dental 
infection),  combating  of  anemia  when  pres- 
ent, and  treatment  of  concomitant  or  preexist- 
ing psychologic  states. 

In  the  treatment  of  the  majority  of  more 
than  600  patients  suffering  from  chronic  bru- 
cellosis the  author  has  used  Brucella  abortus 
vaccine  (bacterin),  over  a period  of  15  years. 
Some  of  these  patients  have  been  observed  for 
that  length  of  time.  Many  of  them  lived  in  a 
small  rural  community,  which  afforded  an 
excellent  opportunity  for  prolonged  follow-up 
periods.  The  present  impression  is  that  about 
50  per  cent  of  all  treated  patients  have  re- 
mained well,  including  even  those  patients 
who  had  had  symptoms  for  several  years  be- 
fore treatment  was  initiated.  About  10  or  15 
per  cent  of  those  patients  should  be  classified 
as  failures,  for  various  reasons,  including  re- 
fractoriness to  treatment,  inadequate  treat- 
ment or  other  concurrent  disease.  The  re- 
maining 30  to  35  per  cent  make  up  those 
patients  who  may,  from  time  to  time,  need 
further  desensitization  and/or  stimulation  of 
immune  response  through  one  or  more  ad- 
ditional courses  of  vaccine.  The  recovery  of 
children  is  more  rapid  and  more  lasting,  about 
86  per  cent  remaining  well  indefinitely  and 
the  remaining  14  per  cent  responding  more 
slowly  or  less  completely.  There  were  no 
failures  among  39  children  whose  case  his- 
tories were  tabulated,  except  in  one  in  whom 
the  diagnosis  of  brucellosis  remained  in  doubt. 

Brucella  abortus  vaccine  (bacterin)  is  given 
intramuscularly,  in  subtolerance  dosage.  Any 
dilution  is  used  that  is  necessary  to  avoid 
more  than  very  mild  and  fleeting  local,  focal 
and  systemic  reactions.  Under  special  cir- 
cumstances it  is  used  intravenously.  The 
method  has  been  thoroughly  discussed  pre- 
viously.25- 26 

In  the  past  two  years  other  Brucella  an- 
tigens have  been  employed  in  limited  num- 
bers of  patients.  Castaneda’s  M.B.P.,  a solu- 
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tion  of  the  bacterial  bodies  of  all  3 species  of 
Brucella,  has  been  used  in  34  patients,  with 
good  clinical  and  serologic  response  in  most 
of  them.  It  may  be  effective  in  patients  who 
are  refractory  to  Brucella  abortus  vaccine  or 
may  fail  in  others  who  may  make  a good  re- 
sponse to  Brucella  abortus  vaccine.  The  im- 
pression is  that  it  is  somewhat  less  effective 
than  Brucella  abortus  bacterin  in  the  average 
chronic  abortus  or  suis  infections. 

Because  it  has  seemed  that  no  antigen  has 
been  found  that  will  bring  about  desensitiza- 
tion and  immunologic  response  in  all  Brucella 
infections,  bacterial  antigen  complexes  made 
from  the  3 separate  species  of  Brucella  is 
under  investigation.  According  to  Hoffmann, 
the  coprecipitation  of  proteins  and  toxins  of 
bacterial  filtrates  of  Brucella  by  some  of  the 
mild  organic  acids,  such  as  benzoic  or  sal- 
icylic, permit  the  separation  of  these  com- 
bined substances  as  a dry  powder  through 
dissolving  away  the  acids  with  acetone  or 
alcohol  and  prevents  and  reduces  denatur- 
ization,  deterioration,  and  subsequent  loss  of 
valuable  antigenic  properties,  which  may 
occur  in  the  production  of  vaccines  due  to  use 
of  heat  or  chemicals.  A total  of  58  patients 
are  under  treatment  by  this  method,  all  ex- 
cept one  in  the  chronic  phase  of  the  disease.* 

The  method  gives  promise  of  greater  uni- 
formity of  response,  both  in  desensitization 
and  immune  body  production,  in  shorter 
periods  of  time  than  methods  previously  used. 
Whether  it  will  be  more  lasting  cannot  be 
predicted.  Among  the  43  patients  adequately 
treated,  40  have  markedly  improved  or  ap- 
parently recovered.  Desensitization  with  one 
of  the  Brucella  BAC  preparations  proceeded 
smoothly  in  4 patients  with  extreme  sensi- 
tivity who  had  reacted  unfavorably  to  any 
previous  Brucella  antigen.  Phagocytic  re- 
sponse has  been  rapid  in  most  patients  after 
4 or  more  intradermal  doses.  In  5 patients 
clinical  and  serologic  response  was  notable 
following  the  initial  test  doses  only. 

The  following  treatment  regime  is  em- 
ployed: The  three  bacterial  antigen  com- 
plexes, made  separately  from  abortus,  meli- 
tensis  and  suis  strains,  are  injected  intracu- 
taneously,  in  amounts  of  0.02  cc.  of  each.  A 
similar  amount  of  sterile  physiologic  saline 
is  used  as  a control.  Reactions  are  observed 
over  a period  of  30  minutes,  and  any  urticarial 


reactions,  pseudopodia  and  erythema  are  re- 
corded. Reactions  are  again  noted  and  re- 
corded at  the  end  of  24  hours.  The  BAC  caus- 
ing the  most  definite  immediate  (or  delayed) 
reaction  is  selected  for  initiation  of  treatment. 
When  two  or  all  three  of  the  immediate  reac- 
tions are  similar  in  intensity,  the  reaction  per- 
sisting longest  is  assumed  to  indicate  the 
greatest  sensitivity;  further  information  may 
be  gained  by  repeating  the  tests,  using  the 
two  antigens  which  gave  the  greater  reac- 
tions. 

Subsequent  dosage  of  the  selected  Brucella 
bacterial  antigen  complex  is  given,  also  in- 
tradermally,  in  increments  of  0.01  cc.  to  0.02 
cc.,  at  intervals  of  4 to  7 days.  Systemic  or 
focal  reactions  of  more  than  minimal  degree 
and  12  to  24  hours  duration  are  considered 
indications  for  repetition  of  the  previous  dose 
or  employment  of  a dilution  of  1:10  or  greater. 
In  hypersensitive  patients  dilutions  of  as 
much  as  1:10,000  were  necessary  to  avoid  un- 
due reaction  and  to  accomplish  desensitiza- 
tion. 

No  firm  criteria  as  to  duration  of  treatment 
has  been  worked  out  as  yet.  Treatment  ap- 
parently may  be  stopped  as  soon  as  there  is 
desensitization,  immune  response  and  clinical 
recovery.  No  patient  has  been  observed 
longer  than  8 months. 

Detoxified  (nitrous  acid  treated)  Brucella 
vaccine,  22-  27-  prepared  from  abortus  and 
suis  strains  has  given  excellent  results,  largely 
in  chronic  and  subacute  brucellosis,  as  re- 
ported by  various  workers.28-  29  It  is  given 
subcutaneously,  usually  daily,  in  subtolerance 
doses.  The  phagocytic  index  is  used  as  one  of 
the  criteria  of  progress,  as  in  other  Brucella 
antigen  regimes. 

Brucellin,  a culture  filtrate  of  the  three 
strains  of  Brucella,  is  often  used  in  the  acute 
as  well  as  the  chronic  illness.  Sharp  systemic 
reactions  are  deliberately  induced  by  each 
dose,  which  is  given  intradermally,  or  part 
intradermally  and  part  intramuscularly.  Its 
efficacy  is  stated  by  Huddleson30  to  depend 
upon  the  continued  existence  of  a state  of 
sensitization  in  the  patient  throughout  treat- 
ment. Desensitization  is  scrupulously  avoided. 
The  method  is  contrary  to  the  principles  of 
Brucella  antigen  therapy  discussed  above, 

*This  work  has  been  aided  by  a grant  from  the 
Lilly  Research  Laboratories. 
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and  has  been  known  to  produce  severe  and 
even  deleterious  reactions.  In  one  patient  a 
severe  acute  nephritis  attended  the  reaction. 
In  another  patient,  whose  history  was  re- 
ported, a severe  hepatitis  and  icterus  followed 
its  use.  Since  only  about  25  per  cent  of 
chronic  infections  are  said  to  respond  to  its 
use,30  and  since  the  acute  illness  is  best 
treated  by  less  rigorous  and  more  effective 
means,  its  use,  except  perhaps  under  a 
modified  regime,  seems  of  doubtful  wisdom. 

Intracutaneous  use  of  Brucella  vaccine  may 
give  equally  as  satisfactory  results  as  their 
intramuscular  administration.31  Patients  may 
show  rapid  response  to  a single  skin  testing 
dose  of  any  effective  Brucella  antigen. 

Mixed  strains  of  Brucella  organisms  (suis 
and  abortus)  have  been  used  intramuscularly 
or  subcutaneously  with  favorable  response  in 
from  60  to  85  per  cent  of  patients  by  some. 
21.  32  In  general  greater  reactions  are  to  be 
expected  from  employment  of  the  mixed 
strains. 

Methods  that  have  not  been  discussed  are 
not  necessarily  without  value.  However,  so- 
called  non-specific  shock  therapy,  such  as  the 
use  of  typhoid  vaccine  intravenously,  is  fall- 
ing into  disuse.  It  proved  ineffective  in  the 
author’s  experience.  No  proof  of  its  value 
in  a large  series  of  cases  has  been  produced. 

Para-aminobenzoic  acid  may  prove  to  be  an 
effective  method  of  treatment.  Experimental 
work  being  carried  out  by  Cornelia  M. 
Cotton33  and  her  associates  in  the  Live  Stock 
Sanitary  Survey  Laboratory  of  the  Maryland 
State  Board  of  Agriculture,  demonstrated  the 
ability  of  the  sodium  salt  to  eradicate  any 
evidence  of  Brucella  infection  from  80  per 
cent  of  guinea  pigs  previously  inoculated  with 
1.5  billions  of  virulant  Brucella  abortus  or- 
ganisms 14  days  previously. 

SUMMARY 

Principles  and  methods  of  diagnosis  and 
treatment  of  acute  and  chronic  brucellosis 
have  been  outlined.  Persistence  in  diagnostic 
and  therapeutic  attempts  usually  are  re- 
warded by  accurate  diagnosis  and  clinical  re- 
covery. 
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PHARMACY  SURVEY 
HOLDS  SIXTH  MEETING 

Washington,  D.  C.  — The  Committee  on 
The  Pharmaceutical  Survey  held  its  sixth 
meeting  on  December  8 and  9,  1947,  in  Wash- 
ington, with  all  fifteen  members  present. 
During  five  sessions,  the  Committee  reviewed 
the  reports  on  a number  of  the  Survey  pro- 
jects presented  by  Director  Elliott.  Among 
these  were  reports  on  predictive  testing  of 
students,  scholarships  and  fellowships,  place 
of  women  in  pharmacy,  supply  and  salaries 
of  pharmacy  teachers,  rates  of  withdrawal  of 
pharmacists  from  active  service  and  the  re- 
lation of  these  rates  to  the  estimated  supply 
of  licensed  pharmacists. 

Special  attention  was  given  to  the  current 
enrollment  in  65  accredited  pharmacy  col- 
leges, now  totalling  more  than  18,000  under- 
graduate and  more  than  300  graduate  stud- 
ents. This  is  a 20%  increase  over  the  1946 
autumn  enrollment.  These  figures  confirm 
the  Committee’s  action  of  October  1947  in 
alerting  the  schools  and  boards  of  pharmacy 
to  the  need  for  careful  adjustment  of  stud- 
ent admissions  in  order  to  avoid  a probable 
oversupply  of  pharmacists,  beginning  not 
later  than  1951. 

Information  supplied  by  62  colleges  of 
pharmacy  indicate  that  there  are  99  unfilled 


diagnosis  and  treatment.  J.A.M.A.  Vol.  131, 
pp.  1485-1493  (31  Aug.)  1946. 
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27 —  O’Neil,  A.  E.:  Preliminary  note  on  the  treat- 
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29:438  (July)  1933. 
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32:451-460  (May)  1939. 
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positions  on  their  teaching  staffs.  During 
the  coming  three  years,  it  is  estimated  that 
152  additional  staff  members  will  be  needed. 
Ways  and  means  for  securing  a dependable 
supply  of  teachers  of  pharmaceutical  subjects 
were  proposed. 

Statements  submitted  by  the  faculties  of  a 
number  of  institutions  concerning  the  prob- 
lems of  the  profession  were  considered.  These 
statements  will  supplement  the  information 
gathered  from  other  segments  of  the  pro- 
fession to  form  a representative  picture  of 
the  thinking  of  those  actually  engaged  in 
the  various  branches  of  pharmacy.  Recently 
an  inquiry  form,  covering  a wide  range  of 
questions  on  daily  retail  practice,  has  been 
sent  to  1,000  retail  pharmacists  throughout 
the  country.  An  important  section  of  this 
inquiry  is  concerned  with  the  relationship  of 
pharmacy  to  medicine. 

Clearance  was  given  to  various  proposed 
tabulations  to  be  incorporated  in  the  pre- 
scription study  and  for  the  final  publication 
of  the  entire  study.  Steps  taken  with  respect 
to  reorganization  of  the  pharmaceutical 
curriculum  were  reviewed. 

The  plan  and  form  of  publication  of  the 
final  report,  to  be  released  during  the  early 
summer  of  1948,  were  discussed. 

The  next  meeting  of  the  Committee  will 

(Continued  on  Page  24) 
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Atomic  Energy  in  Medicine* 
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J.  H.  LAWRENCE,  M.D..  D.Sc. 

Divisions  of  Medical  Physics  and  Medicine,  University  of  California,  Berkeley 


Members  of  the  Society,  Ladies  & Gentlemen: 

Having  been  born  and  raised  in  South  Da- 
kota and  gone  to  schools  here  including  the 
University  in  Vermillion,  I naturally  have  a 
great  fondness  for  this  state  — and  I have 
wanted  to  come  back  here,  particularly  to 
the  Black  Hills,  for  a visit  many  times  re- 
cently. I have  gone  rabbit  hunting,  pheasant 
hunting  and  fishing  as  a boy  here,  and  some 
time  I hope  you  will  hold  one  of  your  meet- 
ings during  the  pheasant  season — I am  sure 
I would  have  to  attend  that  meeting.  Mrs. 
Lawrence,  who  is  with  me,  attends  medical 
meetings  occasionally,  and  I am  sure  she 
would  want  to  attend  that  meeting  too.  My 
father  was  a public  school  man  in  South  Da- 
kota; he  rode  into  the  state  on  a bicycle  in 
1894  and  lived  in  many  parts  of  the  state, 
since  he  was,  in  sequence  country  school 
teacher,  county  superintendent,  city  superin- 
tendent in  two  different  cities,  then  state 
superintendent  and  finally  President  of  two 
different  teachers’  colleges  in  the  state.  As 
a result  I became  familiar  with  the  geography 
and  people  of  much  of  the  state,  although  my 
father — who  is  now  76  and  living  in  Cali- 
fornia and  an  active  Rotarian  and  an  expert 
at  bowling  on  the  green — has  many  more 
friends  and  acquaintances  here  than  I do. 
He  and  my  mother  had  planned  to  drive  out 
to  South  Dakota  with  us,  but  my  father  was 
afraid  he  would  miss  too  many  of  his  South 
Dakota  friends  who  will  be  attending  the 
Rotary  Convention  in  the  first  part  of  June 
in  San  Francisco.  I planned  to  return  to 
South  Dakota  to  practice  Medicine  after 
getting  my  training — which  was  planned 
with  this  in  mind — consisting  of  both  sur- 
gical and  medical  interneships  and  two 
residences  in  Medicine;  and  I visited  several 
times  a South  Dakota  surgeon  who  was  a 
friend  and  for  whom  I had  great  respect — - 
the  late  Dr.  Roy  Stevens  of  Sioux  Falls.  To 
make  a long  story  short — while  in  Medical 
School  and  while  interning  under  Dr.  Harvey 


Cushing,  I became  diverted  to  the  field  of 
Experimental  Medicine  in  which  field  I have 
continued  to  work  since  completing  my  train- 
ing. 

Your  program  committee  has  asked  me  to 
speak  on  the  subject  of  Atomic  Energy  in 
Medicine.  I have  been  working  in  this  field 
in  association  with  my  brother,  Ernest  Law- 
rence, for  the  past  thirteen  years;  and  the 
fact  that  I have  worked  in  it  for  a rather 
long  time  is  perhaps  fortunate  in  that  I am 
less  apt  to  be  over-enthusiastic  than  I might 
be  if  I were  relatively  new  in  the  field.  It 
is  a field  in  which  one  can  get  quite  en- 
thusiastic because  it  has  many  exciting  and 
attractive  features. 

Although  radioactive  isotopes  have  been 
used  in  experimental  medicine  on  an  increas- 
ing scale  since  they  first  became  available  in 
1934,  many  physicians  have  not  yet  had  first- 
hand experience  with  them.  It  is  my  belief 
that  this  subject  is  one  which  needs  clarifica- 
tion in  the  minds  of  those  who  are  faced  with 
the  daily  problems  of  the  practice  of  medi- 
cine. Since  the  atomic  bomb,  there  has  been 
much  loose  talk  regarding  what  the  atomic 
era  is  going  to  do  for  medical  research  and 
practice,  and  one  hears  the  statement  made 
that  the  cancer  problem  is  well  on  the  way 
to  solution  because  of  the  atomic  bomb  and 
the  atomic  pile.  We  have  been  working  with 
some  of  the  products  of  the  atomic  pile  for 
the  past  twelve  years,  and  I can  assure  you 
that  the  cancer  problem  is  not  going  to  be 
suddenly  solved  with  their  aid.  Neverthe- 
less, I should  like  to  summarize  for  you  some 
of  the  work  which  has  been  done  in  this  field, 
since  the  discovery  of  artificial  radio-activity 
thirteen  years  ago,  and  point  out  to  you  that 
the  solution  of  many  medical  problems  is  not 
quite  as  easy  as  the  production  of  the  atomic 
bomb;  but  at  the  same  time — I hope  to  leave 

* Presented  by  Dr.  J.  H.  Lawrence  at  the  sixty- 

sixth  annual  meeting  of  the  South  Dakota 

Medical  Association  held  at  Rapid  City,  June 
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you  with  the  impression  that  although  there 
are  many  limitations,  nevertheless  there  is  a 
great  future  for  the  radioactive  isotope  in 
the  study  of  the  life  processes  in  physiology 
and  medicine. 

It  is  important  to  remember  that  radio 
elements  have  been  available  on  a fairly 
large  scale  since  1934.  These  materials,  made 
chiefly  in  the  cyclotron,  which  was  developed 
by  my  brother,  Ernest  Lawrence,  in  1932, 
have  been  widely  used  by  numerous  investi- 
gators since  that  time.  The  atomic  pile, 
which  now  produces  artificial  radioactivity  in 
large  quantities,  hasn’t  given  us  anything 
new — we  simply  now  have  a larger  supply 
of  these  materials,  and  it  is  possible  for  more 
people  to  work  with  them. 

A radioactive  element  or  isotope  is  a form 
of  a particular  element  which  differs  from 
other  forms  of  the  same  element  by  virtue  of 
the  fact  that  it  gives  off  radiations,  like  the 
rays  from  radium.  As  you  know,  in  nature 
there  are  non-radioactive  isotopes  too.  For 
example,  in  iron  sulfate,  or  in  any  other 
form  of  iron  used  in  treating  anemia — there 
are  a mixture  of  five  different  atomic  weights, 
but  all  having  the  same  charge  on  the  nucleus 
of  their  respective  atoms.  The  chemical 
nature  of  an  element  is  determined  by  this 
nuclear  charge.  Two  other  stable  or  non- 
radioactive isotopes  which  are  of  particular 
interest  in  biology  and  medicine  are  N15  and 
C13.  In  enriched  percentages  of  nitrogenous 
or  carbon-containing  compounds,  they  enable 
the  investigator  to  trace  the  course  of  nitro- 
gen and  carbon  in  the  body — measuring  their 
concentration  in  specimens  by  use  of  the  mass 
spectrometer.  Schoenheimer  and  numerous 
other  investigators  have  used  these  so-called 
heavy  isotopes — to  aid  greatly  to  our  under- 
standing of  life  processes  and  to  give  us  the 
concept  of  a dynamic  picture  of  metabolism 
— nothing  is  static. 

These  isotopes  of  iron,  carbon,  and  nitrogen 
are  stable  ones,  in  contrast  to  the  radioactive 
forms,  the  latter  being  unstable  and  in  at- 
tempting to  become  stable  again,  emit  radia- 
tions. They  are  unstable  because  they  have 
an  imbalance  betwieen  atomic  charge  and 
atomic  weight. 

As  long  as  we  are  on  the  subject  of  atoms 
and  isotopes,  I think  it  is  interesting  to  speak 
of  dimensions  in  terms  of  our  daily  experi- 


ence as  physicians.  Atoms  are  really  small. 
In  one  gram  of  flesh  such  as  muscle — there 
are  roughly  1022  atoms.  Let  us  compare  the 
size  of  the  carbon  atom  with  that  of  a man 
or  a red  cell.  A man  of  average  height  is 
200,000  times  as  tall  as  the  diameter  of  the 
red  cell;  the  diameter  of  the  red  cell  is  about 
200,000  times  the  diameter  of  the  carbon 
atom,  and  the  diameter  of  the  atom  is  200,000 
times  the  diameter  of  the  nucleus  of  the  atom. 

With  the  aid  of  some  lantern  slides  I should 
like  to  discuss  briefly  the  nature,  the  produc- 
tion and  measurement  of  radioelements,  their 
dangerous  aspects,  and  then  pass  on  to  ex- 
amples of  how  they  have  been  used  in  medi- 
cal research. 

The  first  slide  points  out  that  the  nuclei  of 
all  atoms  consist  of  multiples  of  two  funda- 
mental building  blocks — the  neutron  and  the 
proton.  The  number  of  the  latter  determines 
the  chemical  nature  of  an  element — since  it 
determines  the  total  charge  on  the  nucleus. 
You  see  that  hydrogen  has  one  proton,  heavy 
hydrogen — an  isotope  of  hydrogen — one  pro- 
ton and  one  neutron,  helium  2 protons  and 
2 neutrons,  etc.  on  up  the  scale.  If  we  con- 
tinue up  the  scale  we  arrive  at  uranium  with 
92  protons  and  enough  neutrons  to  make  up 
for  the  atomic  weight  of  uranium. 

In  the  artificial  production  of  these  radio- 
active isotopes  the  physicists  and  engineers 
make  fast  moving  atomic  bullets  and  direct 
them  against  targets  of  various  elements  and 
by  introducing  or  taking  out  protons  or  neu- 
trons, change  the  balance  of  the  nucleus  and 
make  them  radioactive. 

The  next  slide  shows  such  an  atomic  beam 
of  the  cyclotron  which  for  many  years  has 
been  making  artificial  radioactivity.  The 
target  may  be  phosphorus  for  example  and 
it  is  placed  in  front  of  this  beam  for  bom- 
bardment and  later  removed  for  conversion 
into  the  chemical  compound — which  is  de- 
sired before  it  is  used  in  an  experiment. 

In  the  next  slide — we  see  a typical  reaction 
where  such  a beam  of  deuterons— the  nuclei 
of  heavy  hydrogen — are  directed  against  a 
traget  of  red  phosphorus.  Phosphorus  with 
an  atomic  weight  of  31  and  with  15  protons 
in  its  nucleus — is  converted  to  P32  having 
gained  a neutron.  This  isotope  is  radioactive 
and  emits  beta  rays  with  a half  life  of  about 
two  weeks. 
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The  next  slide  — shows  an  atomic  pile  — 
diagrammatically.  It  is  the  source — par  ex- 
cellence of  neutrons — another  atomic  bullet. 
The  pile  consists  of  a large  mass  of  uranium 
— surrounded  by  graphite  or  heavy  water — 
which  decelerate  the  neutrons — and  into  it 
can  be  inserted  various  chemical  targets  for 
bombardment  with  neutrons. 

The  next  slide  shows  reactions  taking  place 
when  carbon,  nitrogen,  phosphorus  and  sulfur 
are  bombarded  in  the  pile  to  make  artificially 
radioactive  carbon  and  phosphorus.  You  will 
note  that  transmutations  of  nitrogen  and  sul- 
fur are  involved  in  two  of  the  equations. 

The  last  slide  in  this  series  shows  fission — 
which  we  hear  so  much  about  in  the  news- 
papers. Here  — the  uranium  or  plutonium 
atoms — capture  a neutron — and  break  in  two 
at  one  point  or  another  and  two  new  elements 
are  formed — some  of  which  may  be  radio- 
active. In  the  lower  equation — you  see  again 
a n-gamma  reaction.  Here— the  element  tel- 
lurium is  bombarded  with  slow  neutrons — 
there  results  finally  the  conversion  of  tellur- 
ium 131  to  radioiodine  131 — with  a half  life 
of  8 days. 

The  next  two  slides  simply  list  some  of  the 
various  radio-isotopes — which  are  being  used 
— in  biological  and  medical  research.  In 
looking  over  this  list — one  should  note  that 
these  radio-elements  have  various  half  lives 
and  emit  different  types  of  radiations.  You 
will  remember  that  radium  has  a half  life  of 
something  over  1,500  years.  This  means  that 
a sample  of  radium  will  emit  just  one- 
half  as  many  particles  per  second  or  per 
minute  1,500  years  from  now.  You  will  note 
that  some  of  them  have  extremely  short  half 
lives.  For  instance  Carbon  11  has  a half  life 
of  only  21  minutes.  Carbon  14  on  the  other 
hand  has  a half  life  of  over  6,000  years. 

With  reference  to  the  measurement  of 
radioactivity  you  are  all  familiar  with  the 
Geiger  Counter  which  is  no  more  compli- 
cated than  a radio  set,  and  they  are  now 
available  for  use  by  physicians  and  biologists. 
Hundreds  of  them  were  used  at  Bikini  last 
summer  to  determine  the  zones  of  safety 
with  reference  to  the  amount  of  radioactivity 
present  in  the  air,  on  the  land,  and  in  the 
sea.  These  instruments  count  the  number 
of  radiations  emitted  per  minute  by  a sample 
— whether  it  be  a tissue  or  a sample  of  blood 


or  urine  or  the  radioactive  material  itself. 

Now — may  we  look  into  the  uses  of  these 
materials  in  Medicine.  There  are  two  ob- 
vious applications.  First  since  these  ma- 
terials— whether  they  are  in  the  form  of  sim- 
ple compounds  such  as  iron  sulfate,  sodium 
chloride,  or  potassium  iodide,  or  complex 
compounds  such  as  vitamins,  hormones, 
amino  acids  or  antibiotics — which  contain  a 
radio-element  built  into  their  structures-emit 
rays  which  can  be  detected  and  measured  by 
the  Geiger  Counter,  they  can  be  followed  in 
the  intact  animal  or  they  can  be  quantitated 
in  the  various  tissue  fractions  at  biopsy  or 
autopsy.  Secondly  they  can  be  used  as  sour- 
ces of  therapeutic  irradiation  when  localized 
in  the  desired  tissue  and  when  used  in  larger 
therapeutic  doses. 

But  before  discussing  some  of  these  studies 
— I want  to  bring  to  your  attention — some  of 
the  potential  dangers  in  the  use  of  these 
materials.  For  those  of  you  who  plan  to 
enter  into  investigative  or  therapeutic  studies 
— it  is  healthy  to  refresh  ones  mind  regard- 
ing these  dangers.  All  physicians  realize 
that  any  form  of  irradiation  in  sufficient  dose 
can  destroy  the  organism  and  that  long  con- 
tinued dosage  with  smaller  doses  may  lead 
also  to  disastrous  results. 

Therefore — it  is  not  untimely  to  remind 
ourselves  of  the  radium  painters  who  tipped 
their  tongues  with  radium  paint,  and  over 
a period  of  years  thus  had  deposited  or  fixed 
in  their  skeletons — small  amounts  of  radium. 
Five  to  fifteen  years  later — as  discovered  by 
Dr.  Martland — many  of  these  workers  de- 
veloped anemia,  osteitis,  bone  necrosis  and 
osteogenic  sarcomata. 

The  next  lantern  slide  refreshes  our  mem- 
ory. You  will  remember  these  tumors  with 
their  metastases  to  the  lungs. 

Similarly — the  next  slide  emphasises  that 
radiation  can  be  harmful  and  dangerous. 
Here — we  see  one  of  Dr.  Henshaws  rats  which 
was  placed  in  a small  compartment  and  sur- 
rounded with  a layer  of  radioactive  phos- 
phorus— sufficient  to  give  500  roentgens  of 
irradiation  to  the  superficial  skin  layers. 
Months  later- — animals  so  treated— may  de- 
velop—multiple  cancers  of  the  skin  as  seen 
here. 

In  the  so  called  atomic  era — we  are  faced 
with  these  radiation  hazards  on  a much 
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larger  scale.  For  instance  if  several  atomic 
bombs  were  dropped  on  Rapid  City — this  city 
and  its  surroundings  would  be  uninhabitable 
— since  there  would  be  a so  called  background 
of  irradiation  from  fission  products — of  suf- 
ficient intensity — so  that  it  would  be  unsafe 
to  live  in  this  area — for  any  but  short  periods 
of  time  for  many  months  or  even  years. 

Also — from  the  industrial  standpoint — 
there  are  real  dangers  in  the  development  of 
atomic  energy  and  in  the  production  of  the 
numerous  artificial  radio  elements — large 
numbers  of  workers  are  exposed  and  will  be 
exposed  to  uranium,  and  numerous  fission 
products.  Many  of  these  elements  are  chem- 
ically toxic  ajid  toxic  also  from  the  radiations 
they  emit — once  they  are  lodged  in  the  tissues 
of  the  body. 

Let  us  look  at  the  work  of  my  colleagues 
Hamilton  and  Axelrod — who  have  been 
studying  some  of  these  problems.  They  have 
fed  to,  injected  into,  or  caused  to  be  inhaled 
by — rats— many  of  these  so  called  “atomic 
energy”  materials  and  have  studied  their 
distribution  in  tissue. 

Some  of  these  materials — like  radium — be- 
come fixed  in  bone — and  having  relatively 
long  half  lives — the  result  is  long  continued 
irradiation  of  the  marrow — and  of  the  bone 
structure  itself.  These  next  lantern  slides 
are  autoradiographs  of  10  micron  thick  sec- 
tions— of  the  bones  of  these  animals. 

An  autoradiograph  is  made  by  placing  such 
a thin  section — against  an  x-ray  film  and  after 
several  hours  of  exposure — one  obtains  a self 
photograph  of  the  site  of  deposition  of  the 
radioactive  material.  In  general — the  ele- 
ments of  this  group  tend  to  become  deposited 
in  the  osteoid  matrix  i.  e.  in  the  endosteum  or 
in  the  periosteum.  This  is  brought  out  by  the 
first  slide.  The  upper  unstained  section  can 
be  compared  with  the  lower  autoradiograph 
of  the  same  section.  You  can  see  that  the 
plutonium  in  this  case — is  not  deposited  in 
the  marrow — nor  in  the  bone  structure  itself 
— but  in  either  the  periosteum  as  evidenced 
by  the  black  line — which  is  pealed  off  the 
bone  here  and  by  these  areas  of  endosteum 
at  these  two  points  here.  These  are  made 
without  demineralization  of  the  bone.  The 
work  of  Dr.  Hamilton  and  Miss  Axelrod — 
has  revealed  that  plutonium  and  uranium  and 
many  of  the  fission  products — are  thus  de- 


posited and  remain  fixed  in  bone.  There  is 
one  fission  product — radioactive  strontium 
which  is  deposited  generally  throughout  the 
bone.  In  the  second  slide  of  this  group — you 
can  see  this  diffuse  deposition  in  contrast  to 
plutonium.  The  third  slide  of  this  group  is 
one  after  radiozirconium  another  fission  pro- 
duct. Here  again  you  can  see  that  the  de- 
position is  primarily  in  the  osteoid  matrix  and 
not  in  the  bone  structure  itself  or  in  the 
marrow. 

And  in  closing  this  introductory  discussion 
of  the  potentially  dangerous  aspects  of  atomic 
energy,  I must  mention  the  work  of  Brues 
and  his  associates  at  the  University  of 
Chicago.  They  have  administered  to  rats 
and  mice  and  other  animals — in  large  doses 
or  in  repeated  small  doses — several  of  the 
fission  products  and  the  fissionable  ele- 
ments themselves  including  uranium  and 
plutonium.  They  have  found  that  tumor  in- 
duction may  follow  after  many  weeks  or 
months — even  though  the  animal  does  not  die 
immediately  from  the  direct  effects  of  the 
radiation.  For  example — strontium  89 — with 
a half  life  of  53  days — when  given  in  a single 
dose  of  2%  uc/gram  or  75  uc/mouse — will  re- 
sult a year  later  in  V2  of  the  animals  develop- 
ing osteogenic  sarcomas;  and  if  given  in  re- 
peated doses  of  0.2  uc/gram  or  6 uc/mouse 
every  month — about  33%  of  the  mice  event- 
ually will  develop  osteogenic  sarcomas.  In 
the  case  of  some  of  the  other  elements  men- 
tioned previously  which  are  deposited  in 
bone,  much  less  work  has  been  done — but  the 
indications  are  that  if  present  in  sufficient 
quantity — osteogenic  sarcomas  will  result. 
This  includes  Plutonium  and  Uranium.  How- 
ever Plutonium  and  Uranium  are  toxic  chem- 
ically also. 

Realizing  the  dangers — let  us  look  at  the 
possible  therapeutic  applications.  In  this  ap- 
plication— one  looks  for  elements  or  com- 
pounds which  can  be  caused  to  localize  in  the 
part  of  the  body  needing  irradiation.  Up  to 
the  present  time — very  few  such  applications 
have  been  found. 

First — skin  cancer  is  being  treated  success- 
fully by  Low  Beer  at  the  University  of  Cali- 
fornia and  others — with  radio-phosphorus 
in  the  form  of  sodium  radio  phosphate. 
The  beta  rays  from  this  material  travel 
only  a few  millimeters  in  tissue.  The 
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technique  consists  in  soaking  the  desired 
amount  of  this  solution  on  a blotter  cut  to  the 
size  of  the  surface  tumor,  placing  it  on  the 
surface  of  the  tumor  and  leaving  it  there  the 
calculated  time.  Thus  the  superficial  neo- 
plastic tissues  are  irradiated  and  destroyed, 
but  the  deeper  normal  tissues  are  not  harmed. 

Second — is  the  work  with  radioactive  iodine 
in  the  treatment  of  hyperplastic  and  neo- 
plastic thyroid  disease. 

Third — Radioactive  phosphorus  in  the  form 
of  a compound  such  as  sodium  phosphate 
localizes  in  bone  marrow,  leukemic  tissue, 
and  in  bone  itself.  It  is  thus  possible  to  give 
some  degree  of  selective  irradiation  in 
diseases  such  as  Chronic  Leukemia,  and  Poly- 
cythemia Vera.  In  Polycythemia  Vera — the 
results  are  excellent.  As  you  know  this  is 
a serious  disease  with  a relatively  short 
length  of  life  after  onset  if  a large  series  is 
studied.  For  example— of  163  patients  treated 
at  the  Mayo  Clinic  by  other  methods — only 
36  lived  over  five  years.  The  next  three 
slides  show  typical  therapeutic  responses — 
the  first  two  are  the  first  two  patients  treated 
in  1939.  The  third  slide  shows  that  one  course 
of  treatment  may  cause  a remission  in  the 
disease  lasting  many  years.  Associated  with 
the  return  of  the  red  count  to  normal  and  the 
decrease  in  the  size  of  the  spleen — the  symp- 
toms of  the  disease  also  disappear.  At  the 
University  of  California — we  have  treated 
over  140  patients  with  Polycythemia  Vera — 
during  the  past  eight  years,  with  results  to 
date  which  look  exceedingly  good — accord- 
ing to  our  present  standards  of  handling  this 
problem.  I believe  it  is  fair  to  hope  that  life 
expectancy  for  individuals  with  this  con- 
dition may  prove  to  be  nearly  normal. 

I am  sure  some  of  you  are  thinking  of  the 
question  of  danger  to  the  patient — in  this 
type  of  therapy — particularly  in  view  of  our 
previous  discussion  of  this  problem.  In  the 
case  of  radium  poisoning — in  humans — it  is 
probable  that  the  damage  is  done  by  the 
alpha  rays  emitted  by  radium  and  other 
naturally  occurring  radio  elements.  Further- 
more— the  fixation  in  the  bone  of  these  long 
lived  materials — results  in  the  deliverance 
of  tremendous  doses  of  irradiation  to  the 
same  areas  over  the  period  of  years.  Secondly 
— in  using  these  elements  therapeutically— 
we  are  either  dealing  with  very  serious 


diseases  or  are  using  doses  much  smaller  than 
those  which  produce  tumors  in  mice — if  one 
can  be  permitted  to  extrapolate  from  mouse 
to  man.  The  doses  used  are  something  like 
1/25  those  producing  tumors  in  animals.  At 
any  rate — to  date — we  have  no  evidence  that 
tumors  are  being  induced  in  an  experience 
with  over  500  patients  since  1936,  and  we  have 
under  observation  over  100  patients  who  are 
living  five  or  more  years  after  receiving  P32 
therapy. 

The  next  three  slides  are  self-explanatory 
and  show  first — the  frequency  of  treatment 
in  Polycythemia  Vera;  roughly — re-treatment 
may  be  necessary  after  three  or  four  years  but 
many  patients  require  no  further  treatment 
for  five  or  more  years.  The  second  slide — 
shows  the  rate  of  washing  out  of  the  air  from 
the  lungs,  when  normal  people  and  Polycy- 
themic patients  breathe  100%  oxygen.  There 
is  plotted  liters  of  lung  air  against  time — and 
it  is  clear  that  the  Polycythemics  get  rid  of 
their  lung  air  much  more  slowly.  This  sug- 
gests that  in  these  people — there  may  be  poor 
mixing  of  the  air  breathed  and  the  air  in  the 
alveoli  of  the  lungs  and  thus  the  amount  of 
oxygen  in  the  alveoli — may  be  slightly  low. 
Such  a slight  anoxic  stimulus  may  be  a 
possible  factor  in  the  causation  of  the  Polycy- 
themia. The  third  slide  in  the  group — shows 
the  comparative  marrow  picture  in  the  nor- 
mal subject  and  the  polycythemic.  There  is 
a high  nucleated  red  cell  count  and  a low 
total  nucleated  cell  count  in  the  polycythemic 
marrow. 

Two  final  examples  of  selective  localization 
are  shown  in  the  next  two  slides.  The  first  is 
an  autoradiograph  of  a cross  section  of  a 
mouse — previously  given  a radio-active  col- 
loid— chromic  phosphate — which  has  localized 
in  the  liver  and  spleen.  The  stained  section — 
and  the  other  section  can  be  compared.  The 
second— is  again  a cross  section  of  a rat — 
which  breathed  a radioactive  gas — for  two 
hours  and  then  was  sacrificed.  This  gas — 
krypton — has  a high  solubility  in  fat  and 
wherever  there  is  a concentration  of  fat  in  the 
body — there  the  gas  localizes.  These  areas — 
represent  peri-renal  fat  and  at  this  point 
there  is  blackening  of  the  film  at  the  site  of 
the  spinal  cord — which  presumably  is  due  to 
the  high  phospholipid  content  of  nerve  tissue. 
•Radioactive  Xenon— is  20  times  more  soluble 
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in  fat  than  in  water— and  radon  is  200  times 
more  soluble.  One  does  not  have  to  be  very 
imaginative  to  realize  that  a valuable  thera- 
peutic agent  for  cancer  would  be  a compound 
emitting  radiations  penetrating  one  cell  dia- 
meter or  a few  cell  diameters — which  would 
localize  in  cancer  cells— in  a concentration 
100  or  more  times  greater  than  in  other  nor- 
mal cells  of  the  body. 

And  now  I should  like  to  mention  a few  so 
called  tracer  investigations  in  which  one  gets 
a dynamic  picture  of  metabolic  processes.  I 
think  these  applications  are  the  most  im- 
portant uses  of  atomic  energy.  Here,  doses 
are  used  which  produce  no  harmful  effect  on 
the  body,  but  which  are  large  enough  so  that 
the  radio  element  or  compound  can  be  de- 
tected or  measured.  As  you  know  all  of  us 
receive  constantly  a small  amount  of  irradia- 
tion from  cosmic  rays  and  from  natural  radio- 
activity in  the  earth.  A safe  tracer  dose  gives 
the  body  only  slightly  more  irradiation  than 
all  of  us  are  constantly  receiving  every  day — 
and  for  a relatively  short  period  of  time. 

The  next  slide  shows  a man  holding  a 
Geiger  Counter  in  his  hand  and  both  are 
shielded  from  the  rest  of  the  body  by  the  lead 
box.  Thus  one  can  determine  the  circulation 
time  from  the  one  arm  to  this  hand — by  radio- 
active saline  injected  into  the  antecubital 
vein  of  the  opposite  arm.  Or  one  can  get  a 
measure  of  the  amount  of  blood  flow  and  the 
degree  of  vascularization  of  an  extremity  by 
this  technique — using  various  radioactive 
compounds  or  radio  gases.  Likewise — the 
circulation  time  from  arm  to  heart  can  be 
measured.  In  this  instance  the  counter  is 
placed  over  the  heart.  Here  on  this  table  is 
a Geiger  Counter  and  I have  some  mice  in 
the  cage,  some  of  which  have  received  a radio- 
active compound  which  has  localized  in  the 
neck  and  the  others  a compound  which  has 
localized  in  the  spleen  and  liver.  By  passing 
the  counter  tube  over  the  bodies  of  these 
animals,  you  can  hear  the  increased  count- 
ing rates — when  the  tube  approaches  the 
thyroid  and  the  hepatic  and  splenic  areas  in 
these  animals.  You  will  be  interested  in  our 
experience  in  arranging  for  this  experiment. 
Mrs.  Lawrence  nursed  some  of  these  mice, 
previously  prepared  in  the  laboratory — 
across  the  country  from  California..  On’ Sun- 
day evening  we  were  presented  with  a beauti- 


ful cat,  which  we  were  going  to  take  back  to 
California  with  us  in  the  car.  On  that  evening 
we  attended  the  thorobred  horse  auction  at 
your  fair  grounds  and  left  the  cat  in  the  car. 
While  we  were  gone,  the  cat  proceeded  to  un- 
latch the  cage  and  on  our  return — the  mice 
were  missing.  The  diagnosis  was  clear.  Our 
experiment  was  ruined.  We  were  going  to 
demonstrate  our  radioactive  cat  to  you,  but 
an  air  express  box  of  newly  injected  mice 
arrived  from  California  this  morning,  so  we 
were  able  to  do  our  planned  experiment. 

Two  of  my  colleagues,  Tobias  and  Bertrand 
have  been  using  this  technique  in  the  study 
of  circulation  to  the  extremities  in  arthritis 
— particularly  arthritis  deformans.  It  is  well 
known  that  many  of  these  patients  have  cold 
hands  and  feet  and  in  association  with  skin 
temperature  measurements  — radio  active 
sodium  uptake  curves  are  being  determined. 
The  next  slide  shows  a group  of  these 
patients’  curves  compared  to  a group  of  nor- 
mals. Percent  of  maximum  counts  is  plotted 
against  time  and  you  will  see  that  the  speed 
and  quantity  of  circulation  as  indicated  by 
these  dotted  arthritic  curves — are  on  the 
average  lower  than-normal.  Whether  this 
circulatory  abnormality  is  a cause  or  an  effect 
of  the  disease,  we  do  not  know. 

Using  a short  lived  isotope  of  gold — built 
into  a compound  of  gold — such  as  sanachyry- 
sin  or  myochrysin — used  in  the  therapy  of 
this  disease — other  studies  on  the  mechanism 
of  the  therapeutic  action  and  the  toxicity  of 
gold  are  under  way.  The  next  slide — of  the 
distribution  of  gold  sodium  thio-sulfate 
(sanocyhrysen)  in  a rabbit  is  of  interest.  The 
highest  uptake  of  the  gold — measured  by  the 
Geiger  Counter — is  in  the  liver  and  in  the 
synovial  membrane — the  former  the  tissue 
often  the  site  of  toxic  reaction  from  the  gold 
and  the  latter — the  tissue  often  the  site  of 
beneficial  action  of  this  therapeutic  agent. 

In  the  field  of  circulatory  physiology — two 
other  isotopes  have  proven  to  be  of  value. 
These  are  heavy  hydrogen  or  hydrogen  2 and 
radioactive  hydrogen  or  hydrogen  3.  The 
former  has  a proton  and  neutron  in  its 
mucleus  and  the  latter  has  a proton  and  two 
neutrons.  Since  each  has  a single  proton — 
they  are  both  hydrogen  chemically.  The  for- 
mer is  quantitated  by  means  of  the  mass  spec- 
trograph and  the  latter  by  the  Geiger  Coun- 
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ter.  If  a sample  of  ordinary  water  containing 
an  enriched  percentage  of  one  of  these  iso- 
topes is  given  orally  or  intravenously  to  a 
patient  and  after  a short  period  of  time — a 
sample  of  blood  or  urine  is  obtained  and  the 
concentration  of  the  isotope  again  measured — 
one  quickly  obtains  the  value  for  total  body 
water — by  measuring  the  dilution  of  the 
isotopic  water.  At  last — there  is  an  accurate 
and  quick  method  for  total  body  water  de- 
terminations based  on  isotope  dilution  and  it 
will  prove  to  be  of  great  value  in  research  and 
therapeutic  medicine  in  the  cardio-vascular 
field. 

Two  final  experiments  in  the  circulatory 
field  have  clinical  significance.  The  question 
as  to  the  relative  importance  of  circulation 
and  diffusion  in  the  transportation  of  gases 
to  and  from  the  tissues  has  never  been  clearly 
settled.  My  colleague  Hardin  Jones  took 
normal  subjects  and  saturated  them  with 
radioactive  Xenon — a very  heavy  gas.  There- 
after— pure  oxygen  was  breathed  and  sim- 
ultaneously— radio  Xenon  and  ordinary  nitro- 
gen elimination  were  measured,  the  former 
by  use  of  the  Geiger  counter,  the  latter  by 
conventional  analytical  methods.  The  next — 
slide— -shows  these  two  curves — of  elimination 
and  they  are  parallel — indicating  that  dif- 
fusion is  not  a factor.  In  other  words — 
whether  the  body  is  dealing  with  a very  heavy 
gas,  one  with  a high  molecular  weight — such 
as  Xenon — or  a light  gas  such  as  helium — the 
rate  of  exchange  of  the  gas  between  the  al- 
veoli of  the  lungs  and  the  blood  and  tissues — 
is  not  dependent  upon  the  diffusion  rates  of 
the  respective  gas — which  rates  are  slower  for 
those  with  higher  molecular  weights  in- 
versely by  the  square  root  of  the  molecular 
weight.  Another  point  comes  out  of  these 
curves.  If  one  analyzes  them,  by  breaking 
them  down  into  components  as  indicated  by 
these  lines,  subtracting  them  from  the  curve 
and  getting  the  next  component  and  so  forth 
— as  one  might  analyze  a curve  of  radioactive 
decay — when  there  is  a mixture  of  isotopes 
decaying,  and  each  having  a different  half  life 
— it  can  be  postulated  that — the  tissues  of  the 
body  can  be  considered  as  different  blocks  or 
areas,  having  different  rates  of  circulation  per 
unit  volume,  the  rate  of  circulation  to  an  area 
or  to  a tissue,  being  the  limiting  factor  in  gas 
exchange.  This  theory  is  substantiated  by  the 


experiment  described  in  the  next  slide.  There 
is  a radioactive  colloid — zirconium  lactate — - 
which  after  injection  into  the  blood  stream — 
remains  in  the  blood  for  long  periods  of  time. 
Thus  it  is  possible  to  study  the  mixing  time 
of  the  blood  in  various  parts  of  the  body — by 
placing  Geiger  Counters — over  various  parts 
of  the  body— such  as  the  heart,  the  splanchnic 
area,  and  the  extremities.  You  will  see  that  in 
this  experiment — in  the  case  of  the  counter 
over  the  heart — there  is  fairly  complete  mix- 
ing of  the  blood  within  5 minutes;  in  the  case 
of  the  legs — however — the  mixing  is  much 
slower — even  out  to  10  minutes — complete 
equilibrium — has  not  occurred.  This  work 
experimentally  validates  the  predicted  ex- 
treme variation  in  the  rate  of  blood  flow  per 
unit  volume  of  tissue — depending  on  the  part 
of  the  body  under  observation.  The  blood 
circulates  rapidly  and  in  large  volume 
through  the  heart  and  liver  of  course,  but 
much  less  rapidly  and  in  less  volume — in 
other  parts  of  the  body,  and  is  particularly 
slow  in  the  extremities  at  rest. 

There  are  now  some  experiments  under 
way  in  the  laboratory  with  two  organic  com- 
pounds which  are  of  physiological  and  med- 
ical interest.  The  next  slide  gives  the  struc- 
ture of  these  compounds — the  essential  amino 
acid  tyrosine  on  the  left  and  the  carcinogenic 
hydrocarbon  dibenzanthracene  on  the  right. 
The  asterisk  in  each  case  indicates  that  our 
chemist  colleagues  Dr.  James  Reid  and  Dr. 
Charles  Heidelberger  have  synthesized  these 
compounds  starting  with  radio  carbon,  i.  e., 
carbon  dioxide  labelled  with  the  isotope 
which  has  a half  life  of  over  6,000  years.  This 
means  that  after  injection  or  ingestion  one 
can  get  a dynamic  picture  of  what  happens 
to  a single  dose  of  these  materials — there  is 
no  accurate  previous  information  on  this 
point.  There  is  not  time  to  discuss  the  find- 
ings in  the  first  experiments. 

In  conclusion  may  I say  that  at  the  present 
time  and  in  the  future  I think  these  isotopes 
are  going  to  be  largely  research  tools  and  of 
diagnostic  value  in  some  instances.  As  of 
today,  they  haven’t  entered  the  therapeutic 
field  to  any  important  degree.  I do  think 
however  there  should  be  numerous  centers 
where  they  are  being  investigated.  As  far  as 
availability  is  concerned,  this  should  no 
longer  be  a problem.  One  can  apply  to  Dr. 
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Paul  C.  Aebersold,  Chief,  Isotopes  Branch, 
Atomic  Energy  Commission,  Oak  Ridge,  Ten- 
nessee. In  the  future  it  is  my  belief  that  these 
radio-elements  will  have  an  important  place 
in  Medical  Investigation.  In  the  research 
laboratory  and  in  the  investigative  clinic, 


they  with  the  Geiger  Counter  will  be  neces- 
sary equipment,  as  is  the  case  with  the 
microscope  at  the  present  time,  but  their 
dangerous  potentialities  must  always  be  kept 
in  mind  when  they  are  being  used  by  the 
physician. 


BARBITURATES 

The  purpose  of  the  South  Dakota  Barbi- 
turates Law  is  to  prevent  the  handling,  sale 
and  distribution,  except  on  the  written  pre- 
scription of  a practitioner,  of  only  those  bar- 
biturate drugs  and  preparations  which  are 
principally  hypnotic  in  their  action  and  which 
may  be  used  Tor  harmful  or  illegitimate  pur- 
poses. 

The  following  Official  Drugs  and  Proprie- 
tary are  regarded  as  “barbiturates”  which 
come  under  the  provisions  of  the  South  Da- 
kota Barbiturates  Law. 

OFFICIAL  DRUGS 

BARBITAL  USP  XIII  — Powder 
BARBITAL  ELIXIR  NF  VIII 
BARBITAL  TABLETS  USP  XIII  — Tablets  5 
grains 

BARBITAL  SODIUM  USP  XIII  — Powder 
BARBITAL  SODIUM  TABLETS  USP  XIII  — 
Tablets  5 grs. 

PENTOBARBITAL  ELIXIR  NF  VIII  — 
PENTOBARBITAL  SODIUM  USP  XIII  — 
PENTOBARBITAL  SODIUM  TABLETS  USP  XIII 
— Tablets  IV2  grs.  3/4  grs.  V2  gr. 
PENTOBARBITAL  SODIUM  CAPSULES  USP 
XIII  — Capsules  IV2  grs.  3/4  gr. 
PENTOBARBITAL  SODIUM  & BENZYL  AL- 
COHOL 

PHENOBARBITAL  USP  XIII  — Powder 
PHENOBARBITAL  ELIXIR  USP  XIII 
PHENOBARBITAL  TABLETS  USP  XIII  — Tablets 
V2  gr.,  V4  gr.  1 grain,  1 V2  grains. 
PHENOBARBITAL  SODIUM  USP  XIII 
PHENOBARBITAL  SODIUM  TABLETS  USP  XIII 
— Tablets  V4  grain,  V2  gr.  1 gr.  1 V2  grains. 
PHENOBARBITAL  SODIUM  & BENZYL  AL- 
COHOL 

PHENOBARBITAL  SODIUM  IN  PROPYLENE 
GLYCOL 

PROPRIETARY  PREPARATIONS 

“Adalin-Luminal” — (Winthrop)  Tablets 
“Allonal”  ; — (Hoffmann-La  Roche)  Tablets 
“Alphenal  Sodium”  — (Massengill)  Capsules 
“Alurate”  — (Hoffmann-La  Roche)  Elixir,  Tablets 


“Amytal”  — (Lilly)  Elixir,  Powder,  Tablets 
"Bromionyl  with  Barbital”  — (Upjohn)  Liquid 
“Bromiphen” — (McNeil)  Elixir,  Tablets 
“Butisol-Sodium”  — (McNeal)  Capsules,  Elixir, 
Tablets 

“Carbrital”  — (Parke,  Davis)  Kapseals 
“Cycolpal”  — (Upjohn)  Capsules,  Tablets 
“Cyclopen”  — (Massengill)  Capsules 
“Delvinal”  — (Sharpe  & Dohme)  Capsules,  Elixir 
“Dial”  — (Ciba)  Elixir,  Powder,  Tablets 
“Dormelix”  — (United  Drug)  Liquid 
“Ethalyl”  — (Premo)  Capsules 
“Evidorn”  — (Winthrop)  Capsules,  Tablets 
“Evipal”  — (Winthrop)  Tablets 
“Elixsed”  — (Chicago  Pharmacal)  Elixir 
“Ipral  Calcium”  — (Squibb)  Tablets 
“Ipral  Sodium"  — (Squibb)  Elixir,  Tablets 
“Luminal”  — (Winthrop)  Capsules,  Elixir,  Powder, 
Tablets 

“Luminal  Sodium”  — (Winthrop)  Ampuls,  Powder, 
Tablets 

“Medinal”  — (Schering  & Glatz)  Elixir,  Powder, 
Tablets 

“Napental”  — (Massengill)  Capsules,  Elixir 
“Nembutal”  — (Abbott)  Ampuls,  Capsules,  Elixir 
“Nebbutal  — C”  — (Abbott)  Tablets,  Enterabs 
“Neonal”  — (Abbott)  Elixir,  Tablets 
“Neuronidia”  — (Schieffelin)  Elixir 
“Nevrotose”  — (Vale)  Capsutabs 
“Nostal” — (Riedel-de  Haen)  Tablets 
“Nurodol”  — (Buffington)  Liquid 
“Ortal  Sodium”  — (Parke,  Davis)  Capsules 
“Pembules”  — (Novocol)  Capsules 
“Pental”  — (Vanpelt  & Brown)  Capsules 
“Pentothal  Sodium”  — (Abbott)  Ampuls 
“Pernoston”  — (Riedel-de  Haen)  Tablets 
“Pernoston  Sodium”  — (Riedel-de  Haen)  Ampuls 
“Phanodorn” — (Winthrop)  Tablets 
“Phenobarbital  and  Bromides”  — (Burroughs  Well- 
come) Tabloids 

“Sandoptal”  — (Sandoz)  Tablets 
“Seconal  Elixir”  — (Lilly)  Elixir 
“Seconal  Sodium”  — (Lilly)  Enseals,  Powder,  Pul- 
vules 

“Sigmodal  Sodium”  — (Riedel-de  Haen)  Ampuls 
“Sodium  Alurate”  — (Hoffmann-La  Roche)  Cap- 
sules, Tablets 

“Sodium  Amytal”  — (Lilly)  Ampuls,  Pulvules 
“Solfoton”  — (Poythress)  Tablets 
“Somnifene”  — (Hoffmann-La  Roche)  Ampuls 
“Tuinal”  — (Lilly)  Pulvules 

“Veronal”  — (Winthrop)  Elixir,  Powder,  Tablets 
“Veronal  Sodium”  — (Winthrop)  Powder,  Tablets 
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Functional  Respiratory  Disturbance  with 
Hyperventilation  as  a Cause  of  Symptoms* 

By 

CHARLES  K.  MAYTUM.  M.D. 

Division  of  Medicine,  Mayo  Clime,  Rochester,  Minnesota 


A large  part  of  medical  practice  is  con- 
cerned with  the  diagnosis  and  relief  of  symp- 
toms caused  by  disturbance  in  function  of 
normal  organs  rather  than  by  organic  disease. 
Functional  disturbances  of  respiration  are 
much  more  common  than  is  ordinarily  sup- 
posed and,  in  my  experience,  although  the 
symptoms  of  such  disturbances  are  rather 
characteristic  they  are  more  often  unrecog- 
nized than  are  those  of  other  functional  dis- 
orders. The  mechanism  of  their  production 
is  more  easily  explained  to  the  patient  than 
is  that  of  other  functional  disorders  and  many 
or  most  of  the  symptoms  can  be  reproduced 
at  will  by  having  the  patient  overbreathe.  In 
addition,  symptoms  can  usually  be  controlled 
promptly  by  very  simple  treatment. 

I have  arbitrarily  divided  the  patients  who 
have  these  symptoms  into  two  groups  accord- 
ing to  their  chief  symptoms:  (1)  those  whose 
chief  symptom  is  “shortness  of  breath,”  and 
(2)  those  who  have  a variety  of  symptoms  re- 
sulting from  hyperventilation.  In  the  second 
group,  the  respiratory  symptoms  may  be 
overlooked  not  only  by  the  patient  but  by  the 
physician  because  the  resulting  symptoms 
may  be  severe  and  alarming. 

The  respiratory  center  is  extremely  com- 
plex and  is  influenced  by  many  factors.  While 
the  respiratory  center  is  automatic,  it  is  to 
some  extent  under  voluntary  control;  the 
rate  and  depth  of  respiration  can  be  varied 
at  will  and  breathing  can  be  suspended  for  a 
minute  or  more.  Pain  and  external  stimula- 
tion by  heat  or  cold  can  exert  considerable 
influence  on  the  rate  and  depth  of  respiration. 
The  respiration  also  may  be  influenced  by 
emotional  disturbances  such  as  fear,  excite- 
ment or  anger. 

Sighing  and  yawning  are  probably  the 
most  common  disturbances  of  respiratory 
rhythm.  They  occur  normally  in  association 
with  physical  or  nervous  fatigue  and,  as  a 
rule,  are  not  disagreeable  symptoms;  how- 


ever, certain  persons  who  are  anxious,  wor- 
ried or  depressed  and  especially  those  who 
have  an  unstable  nervous  temperament  may 
become  unduly  conscious  of  sighing  (or 
yawning)  and  may  have  sensations  and  sym- 
ptoms which  are  disagreeable  and  often 
actually  alarming.  If  deep  breathing  or  rapid 
breathing  is  continued  for  a time,  hyperventi- 
lation and  the  symptoms  of  hyperventilation 
may  appear  and  a vicious  cycle  of  symptoms 
may  develop.  Hyperventilation  occurs  when 
either  the  depth  or  the  rate  of  respiration  is 
increased  beyond  that  required  to  satisfy  the 
oxygen  requirements  of  the  body.  An  ex- 
cessive amount  of  carbon  dioxide  is  lost 
(acapnia)  and  a change  in  the  chemical  bal- 
ance of  the  body  occurs.  Because  of  the  loss 
of  carbon  dioxide,  there  is  a relative  increase 
in  the  alkali  reserve;  alkalosis  results  and  the 
symptoms  of  tetany  may  appear.  This  is  a 
normal  physiologic  reaction  and  a few 
minutes  of  forced  hyperventilation  will  pro- 
duce symptoms  in  most  normal  persons. 
These  symptoms  disappear  promptly  when 
hyperventilation  is  stopped  or  when  carbon 
dioxide  is  administered.  Even  severe  tetany 
caused  by  hyperventilation  can  be  stopped 
within  a comparatively  few  minutes  by  the 
administration  of  carbon  dioxide. 

The  chief  complaint  of  patients  in  the  first 
group  is  either  “shortness  of  breath”  or 
“attacks  of  shortness  of  breath.”  This  is 
usually  accompanied  or  precipitated  by  dis- 
comfort in  the  thorax,  which  is  described  as 
pain  or  a sense  of  constriction  or  weight  in  the 
chest.  Cardiac  palpitation  is  usually  noted 
and  there  often  is  a feeling  of  weakness  or 
dizziness  which  causes  the  patient  to  fear 
that  he  will  lose  consciousness.  These  sen- 
sations are  very  distressing  to  the  patient, 
and  the  shortness  of  breath  and  the  associated 

* Read  before  the  South  Dakota  State  Medical 
Association,  Rapid  City,  South  Dakota,  May  31, 
1947. 
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thoracic  pain,  palpitation  and  weakness  or 
faintness  may  lead  him  to  believe  that  serious 
heart  disease  is  present.  Symptoms  may 
occur  with  exertion  but  they  usually  occur 
when  the  patient  is  at  rest,  after  exertion  and 
when  he  is  unusually  tired.  They  may  even 
awaken  the  patient  from  sleep,  confused  and 
fearful  of  suffocating.  Persons  who  have  re- 
latively unstable  nervous  systems  are  most 
commonly  affected  but  under  proper  circum- 
stances the  disturbance  may  affect  persons 
who  are  very  stable.  Attacks  are  more  likely 
to  occur  when  the  patients  are  in  a crowded 
place,  such  as  a church,  theater  or  department 
store,  especially  if  the  patients  fear -they  may 
lose  consciousness  during  an  attack.  The  dis- 
turbance usually  occurs  intermittently  or 
periodically  although  some  patients  are  con- 
stantly aware  of  the  feeling  of  inability  to 
breathe  properly,  often  for  long  periods.  The 
patients  usually  complain  of  chronic  fatigue 
and  in  some  instances  have  refrained  from 
work  or  have  been  kept  in  bed  to  avoid 
“further  heart  damage.” 

Actually,  there  is  no  real  dyspnea  and, 
when  questioned,  the  patients  describe  their 
symptoms  by  one  of  the  following  phrases, 
which  are  very  similar:  “I  can’t  catch  my 
breath,”  “I  can’t  get  a full  (or  satisfactory) 
breath,”  “I  can’t  get  air  into  my  lungs,”  “It 
won’t  go  below  a certain  level”  and,  less  often, 
“I  have  smothering  spells.”  This  similarity  in 
describing  the  chief  complaint  is  well  illus- 
trated by  a comparison  of  two  separate  re- 
ports. In  1933,  in  reporting  a case  of  tetany 
caused  by  hyperventilation,  I called  attention 
to  a group  of  patients  with  functional  breath- 
ing in  these  words:  “An  exaggerated  form  of 
sighing  is  seen  in  patients  who  have  become 
respiration  conscious,  have  a sense  of  tight- 
ness in  the  thorax  and  are  unable  to  draw  a 
satisfactory  breath  or  to  breathe  below  a cer- 
tain level.  Such  patients  are  relieved  of  their 
distress  by  one  or  more  long  sighing  breaths.” 
Baker,2  in  1934,  in  discussing  sighing  as  a 
symptom,  said  the  patients  complained  of 
shortness  of  breath  which  on  inquiry  was 
found  not  to  be  true  dyspnea  but  a curious 
disorder  of  breathing,  variously  described  as 
“difficulty  in  taking  a deep  breath,”  “taking 
deep  sighs,”  “inability  to  obtain  a satisfactory 
breath”  or  even  “stifling  or  suffocating 
turns.” 


With  the  exception  of  “smothering  spells,” 
these  expressions  are  seldom  used  by  patients 
who  have  true  dyspnea  and  they  are  charac- 
teristic enough  to  suggest  the  diagnosis.  If 
the  patient’s  statement  that  “attacks  of  short- 
ness of  breath  associated  with  pain  in  the 
chest,  palpitation  and  weakness”  is  accepted 
without  further  questioning,  an  incorrect 
diagnosis  is  likely  to  be  made.  When  the 
patient  with  functional  shortness  of  breath  is 
asked  to  describe  in  detail  his  sensations  and 
symptoms,  he  will  almost  always  use  one  or 
more  of  these  phrases.  In  some  cases,  the 
patients  will  sigh  frequently  while  the  history 
is  being  taken.  Regardless  of  the  nature  of 
the  complaint,  such  sighing  should  suggest 
functional  basis  for  the  symptoms.  It  is  not 
unusual  for  the  patient  to  call  the  physician’s 
attention  to  his  breathing,  then  take  one  or 
more  unusually  deep  sighing  breaths  by  using 
the  accessory  muscles  of  respiration  and  often 
pressing  on  his  thorax  to  aid  respiration. 
Finally,  after  a very  deep  breath,  he  will  re- 
lax and  call  attention  to  the  great  difficulty 
he  has  had  in  getting  his  breath.  Yawning 
during  or  preceding  the  attack  is  not  un- 
common and  an  occasional  patient  will  say 
that  he  must  yawn  before  he  can  get  a satisfy- 
ing breath.  In  some  cases,  relief  is  obtained 
by  taking  one  or  two  deep  breaths  but  in  other 
cases  the  disturbance  may  last  a long  time. 
The  patient  may  rush  to  a window  or  even 
out  of  doors  in  an  effort  to  get  more  air,  in 
spite  of  the  fact  that  he  is  actually  breathing 
much  more  air  than  he  requires.  This  occurs 
much  more  often  in  functional  than  in  organic 
dyspnea. 

The  symptoms  of  hyperventilation  can  be 
readily  reproduced  within  a few  minutes  by 
voluntary  forced  breathing,  and  most  per- 
sons will  feel  dizzy  or  lightheaded  after  they 
have  taken  only  a few  long  breaths.  If  max- 
imal inhalation  with  forced  exhalation  is 
carried  on  at  a rate  of  thirty  or  more  per 
minute,  symptoms  will  appear  very  rapidly. 
With  such  extreme  hyperventilation,  dizz- 
iness, instability  and  a feeling  of  faintness  will 
develop  after  the  first  few  breaths.  Within 
a minute  or  so,  a sensation  of  tingling  and 
numbness  in  the  extremities  will  appear,  and 
numbness  and  tingling  of  the  face  are  not 
uncommon.  The  vision  will  become  blurred 
and  there  will  be  a loss  of  sense  of  balance 
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and  an  inability  to  think  clearly.  Even  ex- 
perimental subjects  who  are  perfectly  nor- 
mal, at  this  stage,  will  experience  a sense  of 
excitement  and  apprehension  which  may  be 
severe  enough  in  some  instances  to  make  the 
individual  discontinue  the  experiment.  If 
forced  breathing  is  continued,  the  muscles 
will  become  tense  and  co-ordination  will  be 
markedly  decreased.  Next  the  hands  will  be- 
come cramped  and  drawn  into  the  position 
that  is  typical  of  carpopedal  spasm.  It  is 
thought  that  some  instances  of  “freezing  to 
the  stick”  by  airplane  pilots  are  caused  in 
this  manner.  Vasomotor  symptoms  such  as 
pallor,  perspiration  and  increased  pulse  rate 
will  occur.  At  this  point,  even  though  he  is 
overbreathing,  an  occasional  person  will  feel 
a false  sense  of  air  hunger  which  is  so  marked 
that  he  is  unable  to  voluntarily  stop  his  deep 
breathing.  In  a few  cases,  partial  or  complete 
loss  of  consciousness  will  occur  and  the 
symptoms  will  closely  resemble  those  of 
shock.  All  symptoms  are  promptly  relieved 
by  the  administration  of  carbon  dioxide. 

Spontaneous  hyperventilation  associated 
with  severe  and  alarming  symptoms  may  de- 
velop rapidly  at  times  when  a patient  who 
has  become  abnormally  conscious  of  sighing 
feels  that  he  cannot  get  his  breath  and, 
especially  if  he  also  feels  faint,  he  is  quite 
likely  to  attribute  his  symptoms  to  lack  of  air. 
He  will  then  voluntarily  increase  his  breath- 
ing in  an  attempt  to  obtain  relief,  whereupon 
more  carbon  dioxide  is  lost  and  his  symptoms 
are  aggravated. 

Unless  one  is  familiar  with  the  symptoms 
of  functional  dyspnea  and  hyperventilation, 
the  correct  diagnosis  is  almost  certain  to  be 
missed.  A diagnosis  of  heart  disease,  pul- 
monary disease  and  even  epilepsy  may  be 
made.  This  will  increase  the  patient’s  ap- 
prehension and  anxiety  about  his  condition 
and  will  increase  the  nervous  state  which  was 
responsible  for  the  original  symptoms.  As  a 
result,  a state  of  semi-invalidism  or  chronic 
invalidism  may  develop.  Sighing  breathing 
is  not  a symptom  of  organic  disease.  When 
the  patient  is  seen  in  an  attack,  the  diagnosis 
is  simple;  when  the  patient  is  seen  between 
attacks,  the  characteristic  phrases  which  the 
patient  uses  to  describe  the  attacks  are  easy 
to  recognize.  The  presence  of  organic  disease 
should  be  ruled  out  by  careful  examination 


and  laboratory  studies  as  indicated.  One  may 
occasionally  find  a fully  compensated  heart 
murmur  in  patients  who  have  sighing  breath- 
ing. If  other  evidences  of  cardiac  disease  are 
absent,  one  should  remember  White  and 
Hahn’s3  statement  that  the  presence  of  sigh- 
ing actually  aids  in  evaluating  the  percentage 
of  responsibility  of  the  heart  and  the  nervous 
system  in  the  production  of  disability  in  a 
given  case.  Hyperventilation  also  may  occur 
in  patients  with  organic  disease  because  of 
their  anxiety  and  concern  over  their  con- 
dition. 

One  should  also  consider  hyperventilation 
in  any  case  in  which  there  is  a history  of 
attacks  of  numbness  or  tingling  of  the  ex- 
tremities or  face  regardless  of  the  associated 
symptoms.  It  also  should  be  considered  in 
any  case  in  which  a patient  complains  of 
attacks  of  weakness,  palpitation  and  dizziness 
and  pain  in  the  thorax  with  or  without 
paresthesia.  It  is  surprising  how  often  it  is 
necessary  to  ask  the  patient  specifically 
whether  he  has  any  trouble  with  his  breath- 
ing, as  it  is  often  overlooked  or  not  em- 
phasized by  the  patient  because  of  his  con- 
cern over  the  secondary  symptoms.  If  the 
patient  is  seen  during  an  acute  attack,  the 
administration  of  carbon  dioxide  by  rebreath- 
ing in  a paper  bag  usually  will  relieve  sym- 
ptoms within  a few  minutes.  When  the 
presence  of  organic  disease  has  been  ruled 
out  by  examination,  the  symptoms  can  be  re- 
produced by  having  the  patient  voluntarily 
overbreathe.  This  is  not  only  a valuable 
diagnostic  measure  but  an  important  part  of 
therapy  since  it  demonstrates  to  the  patient 
that  voluntary  hyperventilation  can  cause 
the  symptoms. 

Treatment  consists  almost  entirely  of  ade- 
quate explanation  to  the  patient  of  the  under- 
lying mechanism  of  the  disturbance.  It  should 
be  emphasized  that  the  abnormal  breathing 
is  a more  or  less  normal  reaction  which  may 
affect  any  person,  particularly  under  con- 
ditions of  fatigue  or  emotional  stress.  A brief 
explanation  of  the  chemical  changes  which 
normally  occur  after  hyperventilation  and  an 
explanation  of  the  experimental  production  of 
tetany  in  normal  persons,  followed  by  volun- 
tary overbreathing  by  the  patient  are  usually 
all  that  are  needed  to  avoid  further  attacks. 
Tetany  can  be  relieved  almost  at  once  by 
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holding  the  breath,  or  if  the  patient  is  unable 
to  do  this  the  tetany  can  be  relieved  by  the 
administration  of  carbon  dioxide  or  by  re- 
breathing air.  An  attempt  should  be  made 
to  elicit,  if  possible,  factors  in  the  patient’s 
life  and  environment  which  may  account  for 
his  nervous  and  anxiety  state.  A careful  and 
complete  examination  should  be  made  in  all 
cases.  This  should  include  roentgenographic 
examination  of  the  thorax,  electrocardio- 
graphy and  other  laboratory  studies  as  in- 
dicated, not  only  to  reassure  the  patient  but 
to  rule  out  the  presence  of  coexisting  disease 
and  to  help  prevent  an  error  in  diagnosis.  Al- 
though symptoms  tend  to  occur  under  the 
proper  circumstances,  in  my  experience  a 
careful  explanation  of  the  condition  and 
demonstration  of  its  production  result  in  al- 
most complete  relief. 
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REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION  CENTENIAL 
MEETING  JUNE  1947 

Approximately  16,000  physicians  convened 
at  Atlantic  City  to  participate  in  the  diverse 
scientific  programs,  and  to  examine  the  most 
elaborate  scientific  and  commercial  exhibits, 
in  the  hundred  year  history  of  the  American 
Medical  Association.  This  meeting  was 
marked  by  the  presence  of  noted  guests  rep- 
resenting the  medical  associations  or  govern- 
ments of  almost  every  foreign  nation  in  the 
world. 

With  two  important  conferences  on  Sun- 
day, the  delegates  found  themselves  in  con- 
tinuous work  and  session  for  practically  five 
days.  Deliberations  of  the  House  of  Delegates 
embraced  many  topics,  the  most  important  of 
which  will  be  discussed  in  this  report. 

The  trend  toward  increasing  specialization 
and  decreased  numbers  of  men  in  general 
practice  is  receiving  increasing  attention  by 
the  Ameican  Medical  Association.  Recently 


a section  on  general  practice  was  established. 
Hospitals  staffs  are  being  urged  to  establish 
services  for  general  practitioners,  and  to  em- 
phasize their  importance  to  the  hospital  and 
the  community.  Action  was  taken  to  hold 
the  recently-instituted,  mid-year  meetings  of 
the  House  of  Delegates  in  various  sections  of 
the  country,  coupled  with  a two  day  scientific 
meeting  devoted  to  general  practice.  At- 
tempts are  being  made  to  de-emphasize  board 
certification  in  the  specialties  as  a require- 
ment for  hospital  staff  membership,  and  to 
place  more  importance  on  experience  and 
proficiency. 

The  nursing  shortage  was  a subject  for 
serious  discussion.  A committee  was  dele- 
gated to  act  in  conjunction  with  similar  com- 
mittees from  the  nursing  and  Hospital  As- 
sociations, in  an  attempt  to  find  a solution  to 
the  problem.  Without  question  some  means 
must  be  developed  to  provide  the  sick  patient 
with  an  adequate  amount  of  bed-side  care. 

Because  the  medical  needs  of  the  army, 
navy,  and  civilian  front  will  be  vastly  differ- 
ent in  any  future  war  involving  weapons,  a 
new  Council  on  Emergency  National  Medical 
Sevice  has  been  delegated  to  study  this  sub- 
ject. Also  under  survey  has  been  the  treat- 
ment and  compensation  of  physicians  in  the 
service  during  World  War  II. 

The  stand  of  the  A.M.A.  against  socialized 
medicine  was  reaffirmed.  The  National 
Physicians  Committee  was  again  endorsed. 
The  delegate  from  Hawaii  reported  at  length 
on  the  unsuccessful  attempt  of  last  year  to 
socialize  medicine  in  the  islands,  and  the  im- 
portant part  played  by  the  N.P.C.  in  this  fight. 

It  was  the  expressed  feeling  of  the  House  of 
Delegates  that  the  affairs  of  the  A.M.A.  are 
being  conducted  excellently  under  the  very 
able  leadership  of  Dr.  George  Hull  and  his 
capable  staff  executives.  The  Bureau  of 
Medical  Economics  is  being  expanded  and  is 
increasingly  active. 

Unfortunately  the  public  relations  program 
has  not  made  appreciable  progress.  At  the 
1946  session  at  the  request  of  the  Board  of 
Trustees,  based  upon  advice  contained  in  the 
Rich  report,  the  House  of  Delegates  em- 
powered and  directed  the  Board  to  employ 
competent  personnel  and  to  develop  a public 
relations  department.  Controversy  between 
(Continued  on  Page  26) 
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Urinary  Changes  in  Cancer 

A Preliminary  Report * by  ALBERT  M.  HARRIS,  M.D.,  Sioux  Falls,  S.  Dak. 
with  the  technical  assistance  of  LINDA  GOOSEN,  B.Sc.,  Sioux  Falls,  S.  Dak. 


No  one  questions  the  value  of  a simple  test 
for  malignancy.  Although  various  methods 
have  been  tried,  none  has  been  widely 
accepted.  Recently,  Beard,  Libert,  and 
Halperin  1 ■ 2 reported  on  the  examination 
of  urine  for  the  presence  of  malignancy  in 
the  patient.  Their  results  seem  very  favor- 
able. However,  their  method  takes  about  a 
week  to  run,  and  requires  2 alcohol  ether 
extractions,  plus  8 rats.  It  is  questionable  if 
such  a cumbersome  method  could  be  used  in 
the  day  to  day  practice  of  medicine.  Never- 
theless, they  have  shown  that  the  urine  of 
patients  with  a malignancy  differs  from  urine 
of  normal  individuals. 

Another  test  for  malignancy  was  reported 
by  Robertson  3.  He  also  uses  urine,  and  his 
reported  results  are  good.  The  method  is 
quite  simple  and  consists  of  injecting  blood 
from  the  patient  into  an  enamel  basin  filled 
with  the  patient’s  urine.  If  the  test  is  positive, 
small  clots  will  attach  themselves  to  the 
enamel  surface.  This  test  has  no  rationale  be- 
hind it.  It  sounds  like  black  magic  instead 
of  scientific  medicine.  In  spite  of  this,  when 
we  tried  the  method  out  on  a few  cases,  we 
got  positive  results  on  known  cancer  patients, 
and  negative  results  on  normal  individuals. 

In  his  article,  Robertson  3 mentions  that  he 
found  a decrease  in  calcium  in  the  urine  of 
some  cancer  patients.  Human  malignant 
tissue  has  been  shown  by  Scott  4 to  be  de- 
ficient in  calcium.  Calcium  is  believed  to  be 
related  to  the  cohesiveness  of  cells;  and  a de- 
crease in  calcium  to  the  invasiveness  of  can- 
cers5. Another  item  in  the  invasiveness  of 
cancer  is  the  spreading  factor,  or  the  enzyme 
hyaluronidase.  Boyland  and  McClean  6 have 
shown  that  cancer  tissue  contains  hyaluron- 
idase in  proportion  to  the  degree  of  malig- 
nancy. 

The  idea  presented  itself  that  the  urine  of 
cancer  patients  might  contain  an  excessive 
amount  of  the  enzyme  hyaluronidase.  A 
simple  method  of  testing  for  this  was  devised. 


The  procedure  is  as  follows: 

1.  Take  60  cc  of  clear  urine  from  the  first 
morning  specimen. 

2.  Add  20  cc  of  ether. 

3.  Shake. 

4.  Separate  the  urine  and  the  ether  in  a 
separatory  funnel. 

5.  Evaporate  the  ether  extract  to  dryness 
at  room  temperature. 

6.  Add  5 cc  of  Ringer’s  solution  to  the 
residue. 

7.  Take  1 cc  of  the  solution  from  #6  and 
add  1 cc  of  extract  of  umbilical  cord. 

(This  extract  is  prepared  by  opening  up  the 
vessels  of  a fresh  human  umbilical  cord.  The 
cord  is  washed  in  tap  water  to  remove  all  the 
blood.  The  cord  is  then  ground  up  in  an 
ordinary  kitchen  meat  grinder.  Approxi- 
mately twice  the  volume  of  normal  saline  is 
added  to  the  ground  cord.  After  standing  for 
about  24  hours  at  room  temperature  and  fil- 
tering, the  extract  is  ready  for  use). 

8.  Incubate  for  30  minutes  at  37°  centi- 
grade. 

9.  Add  0.1  cc  of  clear,  fresh,  inactivated 
rabbit  serum. 

10.  Shake  gently. 

If  a precipitate  forms  the  test  is  negative. 
The  precipitate  resembles  a 3 or  4 plus  Kahn 
test.  If  the  solution  remains  clear  the  test  is 
positive.  With  the  information  at  present 
available,  it  is  not  known  whether  this  test  is 
for  the  enzyme  hyaluronidase  or  some  other 
substance. 

Hyaluronidase  is  also  related  to  human 
fertility.  It  is  present  in  normal  semen  and  is 
supposed  to  act  as  an  agent  which  causes  dis- 
persion of  the  follicle  cells  from  around  the 
ovum.  Kurzrok  7 has  instilled  the  enzyme 
into  the  cervix  of  sterile  women  to  promote 

*From  the  Laboratory  of  Sioux  Valley  Hospital 
Sioux  Falls,  South  Dakota 
And  the  Department  of  Clinical 
Pathology,  University  of  South  Dakota 
College  of  Medicine. 
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conception.  We  might,  therefore  expect  to 
find  hyaluronidase  present  in  urine  from  men, 
who  didn’t  harbor  a malignancy  in  their 
bodies.  This  would  be  especially  true  in  cer- 
tain disease  states  of  the  male  reproductive 
apparatus.  An  example  of  this  is  benign 
prostatic  Hypertrophy. 

The  accompanying  table  gives  our  results 
so  far.  We  haven’t  had  time  to  follow  the 
individuals  long  enough  to  determine  if  the 
results  are  valid. 

This  test  is  negative  if  the  urine  is  bloody. 
At  first  we  were  troubled  by  this;  later  we 
realized  the  enzyme  would  all  be  used  up  by 
the  blood  and  a negative  result  could  be  ex- 
pected. Ordinarily  we  run  the  test  on  fresh 
urine.  We  did,  however,  let  some  known 
positive  urine  stand  for  3 days  at  room  tem- 
perature and  it  remained  positive.  No  at- 
tempt has  been  made  to  grade  the  results,  the 
tests  being  reported  as  simply  positive,  or 
negative. 

Our  method  does  not  test  for  the  same  sub- 
stance that  Beard,  Libert,  and  Halperin  get 
from  their  extraction.  We  know  this  to  be 
true  because  their  method  of  extraction  uses 
heat  and  heat  makes  our  test  negative. 

Our  experience  with  the  test  is  limited,  but 
we  are  making  this  preliminary  report  in  the 
hope  that  other  investigators  will  try  it.  There 
are  several  questions  which  need  to  be  an- 
swered, among  these  are:  First,  how  early 
in  the  course  of  a malignancy  does  the  test 
become  positive.  Second,  do  other  diseases 
such  as,  Hodgkins,  Leukemia,  Benign  Pros- 
tatic Hypertrophy,  etc.,  give  a positive  or 
negative  result.  Third,  what  effect  does 
therapy  for  the  cancer  have  upon  the  test. 
We  do  not  have  a large  enough  volume  of 
clinical  material  to  enable  us  to  answer  these 
questions  readily. 

Regardless,  of  what  the  final  answers  are, 
the  method  is  of  some  importance  in  our 
understanding  of  cancer  processes  in  the 
body. 


No.  Age  Sex  Diagnosis  Result 


1 

53 

F 

Carcinoma  of  the  Breast  

pos. 

1 

21 

M 

Recurrent  Ingrown  Toenail  ..... 

pos. 

1 

69 

M 

Rectal  Abscess  

pos. 

1 

32 

F 

Salpingectomy  - Appendectomy  pos. 

1 

42 

F 

Uterine  Fibroids  

pos. 

1 

83 

M 

Benign  Prostatic  Hypertrophy 

pos. 

1 

61 

M 

Benign  Prostatic  Hypertrophy  pos. 

1 

80 

M 

Benign  Prostatic  Hypertrophy 

pos. 

1 

76 

M 

Carcinoma  of  the  Prostate  

pos. 

1 

F 

Carcinoma  of  the  Lung  

pos. 

1 

F 

Generalized  Carcinomatosis 

pos. 

1 

27 

M 

Extensive  Burns 

pos. 

1 

71 

M 

Carcinoma  of  the  Bladder  

pos. 

1 

48 

M 

Appendectomy  

pos. 

1 

33 

F 

Ectopic  Pregnancy  

pos. 

1 

54 

M 

Leukemia  ....  

pos. 

1 

70 

F 

Carcinoma  of  the  Breast  

pos. 

1 

67 

M 

Carcinoma  of  Common 

Bile  Duct  

pos. 

1 

78 

M 

Adrenal  Tumor  

pos. 

16 

Normal 

64 

Non-Cancerous  conditions,  such 

as:  heart  disease,  asthma, 

hernia,  accidents,  etc.  

neg. 

1 

Carcinoma  of  the  Sigmoid  _ 

neg. 

SUMMARY: 

19 

Positive 

10  False  Positive 

45%  Accurate 

81 

Negative 

1 False  Negative 

98.8%  Accurate 
Overall  Accuracy  89% 

The  results  would  seem  to  indicate  that  in- 
dividuals who  do  not  harbor  a malignant 
disease,  are  likely  to  have  a negative  test. 
On  the  other  hand,  the  presence  of  a positive 
reaction  does  not  necessarily  mean  the 
patient  has  a cancer. 
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(Continued  from  Page  10) 
be  held  February  2-3,  1948,  at  which  time 
announcement  will  be  made  regarding  the 
first  of  the  findings  and  recommendations  of 
the  Survey. 
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SHORTAGE  OF  NURSES 
by  R.  G.  Mayer,  M.D. 

The  shortage  of  nurses  is  a problem  that 
has  been  becoming  increasingly  acute  during 
the  past  few  years.  Whenever  hospital  ad- 
ministrators, physicians,  nurses,  health  coun- 
cils and  committees  meet  the  problem  is  al- 
most certain  to  come  up  for  discussion. 

The  cooperation  of  these  various  groups  at 
local  state  and  national  levels  is  essential  for 
the  solution  of  the  question  of  nursing  serv- 
ice. In  an  editorial  in  the  December  issue  of 
Hygeia,  Dr.  Fishbein  stated  that  42,000  more 
nurses  are  needed  right  now  to  meet  the  cur- 
rent demand.  New  hospitals  and  new  serv- 
ices for  nurses  will  increase  this  demand. 

There  seems  to  be  an  increased  demand  for 
the  training  of  more  nurses  aides  and  prac- 
tical nurses  who  would  be  trained  sufficiently 
to  qualify  them  to  do  ordinary  bedside  nurs- 
ing and  thus  relieve  the  acute  nursing  short- 
age. Graduate  nurses  would  then  be  available 
for  more  specialized  fields,  such  as  surgical, 
obstetrical,  public  health  and  administrative 
positions. 

That  the  physicians  of  South  Dakota  are 
alive  to  the  importance  of  this  problem  is 
evidenced  by  the  fact  that  at  the  last  meet- 
ing of  the  South  Dakota  State  Medical  Asso- 
ciation at  Rapid  City  in  June,  a motion  was 
passed  by  the  House  of  Delegates  authorizing 
the  appointment  of  a special  committee  to 
investigate  proper  ways  and  means  of  getting 
more  girls  into  nurses  training. 

In  the  meantime,  physicians  of  South 
Dakota  and  the  members  of  the  Women’s 
Auxiliary  can  perform  a great  service  by 
urging  High  School  girls  to  enter  nurses 
training.  The  profession  of  nursing  is  excel- 
lent preparation  for  marriage  as  well  as  a 
grand  opportunity  for  serving  the  community 
in  a valuable  and  noble  life  work. 

Talks  could  be  given  by  nurses,  physicians 
and  members  of  the  Women’s  Auxiliary  to  the 
(Continued  on  Page  28) 


DOCTORS  URGED  TO  PARTICIPATE 

The  publication  of  a State  Medical  Journal 
is  an  ambitious  undertaking  for  a Medical 
Association  with  as  small  a membership  as 
we  have  in  South  Dakota.  However,  the 
Council,  after  due  consideration  and  en- 
couragement from  and  approval  of,  most  of 
the  members  of  the  component  District  So- 
cieties, decided  to  launch  such  a journal  and 
here  is  the  first  issue. 

Its  success  will  depend  upon  many  factors 
but  one  of  the  most  important  is  the  interest 
in  this  undertaking  shown  by  the  individual 
physicians  of  South  Dakota.  It  can  be  of  un- 
told value  to  the  medical  profession  by  draw- 
ing the  members  closer  together  in  trying  to 
solve  various  medical  and  economical  prob- 
lems and  by  stimulating  the  writing  of  Scien- 
tific articles  by  South  Dakota  physicians. 

We  hope  every  member  of  the  South  Da- 
kota State  Medical  Association  will  help  to 
assure  the  success  of  this  publication  by  be- 
ing free  with  comments  and  criticisms,  send- 
ing in  news  items  of  interest  and  particularly 
interesting  case  reports  and  Scientific  articles. 

Remember,  this  is  your  Medical  Journal! 

R.  G.  Mayer,  M.D. 


FOR  SERVICES  RENDERED 

A number  of  South  Dakota  physicians  have 
recently  commented  adversely  on  a practice 
of  some  insurance  companies  that  would  have 
them  provide  certain  services  to  the  com- 
panies-gratis.  Specifically,  the  companies 
often  ask  the  doctor  to  provide  information 
from  their  files  on  private  patients  upon 
whom  life  insurance  is  being  contemplated. 
Apparently  these  companies  feel  that  because 
the  doctor  does  not  see  the  patient,  he  should 
not  ask  or  expect  a fee  for  the  services. 

There  is  no  reason  why  such  services 
should  not  be  part  of  the  doctor’s  routine 
service  and  billed  accordingly.  Therefore, 
(Continued  on  Page  26,  Col.  2) 
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(Continued  from  Page  22) 
the  Board  of  Trustees,  and  the  advisor  and 
executive  assistant  in  charge  of  Public  Re- 
lation, resulted  in  the  resignation  of  the  latter 
two.  It  is  unfortunate  that  the  House  of 
Delegates  has  not  been  given  a clearer  under- 
standing of  the  whole  situation. 

The  House  decided  that  these  offices  should 
be  filled  promptly  and  the  Board  of  Trustees 
agreed  to  do  this  as  soon  as  competent  per- 
sonnel can  be  obtained.  Until  this  can  be 
accomplished,  public  relation  activities  will 
be  directed  by  the  Board  of  Trustees.  It  is  to 
be  hoped  that  this  important  program  will 
be  made  effective  at  the  earliest  possible 
moment. 

A host  of  other  matters  were  given  atten- 
tion during  this  session  but  can’t  be  discussed 
in  this  brief  report.  The  Journal  has  pub- 
lished the  proceedings  which  are  available  to 
anyone  interested  in  more  detailed  informa- 
tion. 

The  election  of  Dr.  R.  L.  Sensenich  of  South 
Bend,  Indiana  was  unanimous  as  the  new 
President-Elect.  Dr.  E.  L.  Bortz  of  Philadel- 
phia, the  incoming  president,  gave  an  out- 
standing address  which  contained  many 
thought  provoking  ideas,  some  of  which  were 
acted  upon  at  the  meeting.  His  address  is 
highly  recommended  for  study  by  every 
physician. 

Respectfully  Submitted, 

H.  Russell  Brown,  M.  D. 

Alternate  Delegate 


S.  D.  PHYSICIANS  INVITED  TO 
MICHIGAN  CLINICAL  INSTITUTE 

The  Second  Annual  Michigan  Postgraduate 
Clinical  Institute  will  be  held  at  the  Book- 
Cadillac  Hotel,  Detroit,  Wednesday-Thurs- 
day-Friday,  March  10-11-12,  1948.  Forty-nine 
outstanding  clinicians  and  lecturers  will  pre- 
sent a concentrated  three-day  postgraduate 
course  covering  the  newest  developments  in 
medicine,  surgery,  obstetrics,  pediatrics,  der- 
matology, ophth-otolaryngology  and  general 
practice. 

Two  evening  sessions  will  be  held,  the  Wed- 
nesday night  presentation  being  a “question 
box”  and  the  Thursday  evening  program  be- 
ing a panel  discussion  on  “First  Aid  to  the 
Acutely  Injured  Patient.” 

All  members  of  the  American  Medical 
Association  and  of  the  Canadian  Medical 
Association  are  cordially  invited  to  attend  the 
Michigan  Postgraduate  Clinical  Institute. 
No  registration  fee. 


(Continued  from  Page  25) 
although  we  have  no  information  listing  the 
companies  expecting  free  service,  we  would 
like  every  physician  in  South  Dakota  to  re- 
fuse to  provide  such  information  unless  com- 
pensation is  provided. 

Remember,  Doctor,  the  laborer  is  worthy  of 
his  hire — the  legitimate  insurance  companies 
are  backing  you — . 

And,  Doctor,  have  you  ever  tried  to  procure 
just  a little  life  insurance, — gratis? 


TWO  FORMER  BOARD  OF  PHARMACY 
MEMBERS  PASS  AWAY  WITHIN  A WEEK 

Henry  A.  Sasse,  75,  pioneer  pharmacist  and 
former  Board  of  Pharmacy  member  died  at 
Redfield,  South  Dakota  on  Saturday,  Decem- 
ber 27,  1947.  Mr.  Sasse  was  registered  as  a 
pharmacist  in  1892  when  a resident  of 
Henry,  South  Dakota,  where  he  later  became 
president  of  the  Henry  State  Bank.  He  served 
in  the  state  legislature  in  1909  and  1913  as  a 
representative  from  Codington  County.  At 
the  time  of  his  death  he  had  been  engaged 
in  the  drug  business  in  Redfield  for  the  past 
twenty  years.  In  February  1932,  Mr.  Sasse 
was  appointed  to  membership  on  the  State 
Board  of  Pharmacy  to  fill  the  unexpired  term 
of  George  Sherman,  which  office  he  held  until 
October  1,  1937.  He  is  survived  by  his  widow 


and  daughter. 

E.  C.  Severin,  47,  medical  service  repre- 
sentative, Eli  Lilly  & Co.,  and  former  South 
Dakota  Druggist  and  Board  of  Pharmacy 
member,  passed  away  at  Grand  Island,  Ne- 
braska on  Friday,  January  2,  1948.  According 
to  a report,  Mr.  Severin  who  had  apparently 
been  in  good  health  was  stricken  suddenly 
while  participating  in  a game  of  bowling. 
A graduate  from  the  Division  of  Pharmacy  at 
State  College  in  1923,  Mr.  Severin  success- 
fully passed  his  Board  of  Pharmacy  examina- 
tions the  same  spring  and  became  registered 
as  a pharmacist  after  he  had  completed  his 
one  year  of  practical  experience,  after  which 
he  engaged  in  the  drug  business  in  his  home 
town  of  Philip,  South  Dakota.  He  was  ap- 

(Continued  on  Page  28) 
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During  1947,  every  doctor  in  South  Dakota 
has  observed  the  prental  growth  of  a new 
venture.  Starting  last  January,  the  four  page 
bulletin,  entitled  “Your  Medical  Association,” 
has  grown  rapidly  in  size,  content,  interest, 
and  value.  Finally  in  this  issue,  the  South 
Dakota  Journal  of  Medicine,  published  by 
the  South  Dakota  State  Medical  Association, 
has  been  delivered  to  the  medical  profession 
of  this  state. 

To  your  executive  secretary,  John  Foster, 
must  go  the  greatest  credit  for  the  idea, 
initiative,  and  hard,  preliminary  work  neces- 
sary to  make  this  publication  a reality.  Your 
officers  and  councillors  have  co-operated 
freely  and  effectively.  Likewise,  we  have  had 
full  support  and  the  promise  of  any  needed, 
future  assistance  from  Dr.  Morris  Fishbein 
and  the  American  Medical  Association. 

Two  other  allied  professions  in  South 
Dakota  have  already  delegated  this  Journal 
as  their  official  publication.  It  is  a pleasure 
to  welcome  the  affiliation  of  the  South 
Dakota  Hospital  Association  and  the  South 
Dakota  Pharmaceutical  Association.  We  trust 
that  this  publication  will  fulfill  their  expecta- 
tions, and  efficiently  serve  their  needs.  It 
may  be  expected  that  this  Jurnal  will  engen- 
der a better  understanding  of  the  special 
problems  of  each  profession  by  all  of  us.  Un- 
doubtedly also,  more  effective  and  harmon- 
ious co-operation  among  these  allied  pro- 
fessional groups  will  result,  particularly  in 
the  treatment  of  the  many  problems  common 
to  all  three  professions. 

Not  without  regret,  do  we  view  the  ap- 
proaching termination  of  relationship  with 
the  Journal  Lancet,  which  will  cease  to  be 
our  official  publication  June  1st,  1948. 
Throughout  many  years,  it  has  served  out 
interests,  faithfully  and  well.  We  hope  and 
feel  certain  that  the  future  relationship  be- 
tween us  will  be  as  cordial  and  helpful  as  it 
has  been  through  past  years. 

At  this  significant  moment  in  the  life  cycle 


of  the  South  Dakota  State  Medical  Associa- 
tion, it  seems  appropriate  to  call  attention 
again  to  some  of  our  problems  and  events  of 
the  present  and  past.  In  these  few  para- 
graphs, it  is  impossible  to  enumerate  and  dis- 
cuss all  of  the  many  problems  which  face  the 
medical  profession  of  our  state.  Foremost 
among  these,  is  the  perennial  attempt  to  foist 
upon  the  American  people  so-called  “Com- 
pulsory Sickness  Insurance,”  which  more 
properly,  should  be  termed  “Taxation  for 
Political  Medical  Care.”  This  corner-stone  of 
Communistic  society  is  being  promoted  by 
powerful  individuals  and  groups,  and  even 
by  many  bureaus  of  our  national  government. 
Many  phases  of  their  propaganda  campaign 
are  being  financed  by  the  use  of  federal  tax 
funds.  Many,  who  are  misled  by  idealistic 
motives,  are  co-operating  unwittingly  with 
others,  who  by  design,  would  destroy  the 
America  way  of  life  in  favor  of  Communistic 
regimentation.  Because  ours  has  been  the 
first  profession  or  industry  to  be  attacked,  the 
medical  profession  must  be  the  first  line  of 
defense  for  the  basic  American  principles  of 
personal  liberty  and  freedom  of  enterprise. 
Facing  us  also,  are  matters  concerning  care 
of  veterans,  voluntary  prepayment  insurance, 
our  medical  school,  the  nursing  shortage,  lack 
of  general  practitioners,  better  distribution  of 
medical  care,  and  others  of  more  minor 
nature. 

In  preparing  for  and  contending  with  these 
situations,  members  of  this  association  can 
feel  proud  of  its  record  during  the  past  few 
years.  Despite  small  numerical  membership 
with  wide  geographical  distribution,  this  or- 
ganization has  rapidly  developed  into  an 
effective,  energetic,  and  smooth-functioning 
unit. 

You  have  increased  your  dues  to  a high 
level  in  order  to  develop  and  support  a worth- 
while organization  to  accomplish  your  ob- 
jectives. Yours  is  one  of  the  few  state  medical 
associations  in  which  the  annual  membership 
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fee  is  fifty  dollars  or  more.  While  small  in 
membership,  the  quality  of  your  organization 
compares  favorably  with  the  best. 

You  have  employed  an  executive  secretary, 
and  have  installed  a well-staffed  central  office 
to  serve  as  a nerve  center  for  your  activities. 
This  has  made  possible  many  of  your  accomp- 
lishments, but  in  addition,  it  has  been  of  great 
tangible  and  intangible  value  in  the  field  of 
public  relations.  During  the  past  two  years 
there  has  been  definite  improvement  in  the 
relationship  existing  between  the  medical 
profession  of  South  Dakota  and  lay  groups. 
Likewise,  similar  and  important  changes  are 
evident  in  the  betterment  of  that  relationship 
existing  within  the  membership  of  this  asso- 
ciation itself. 

You  have  entered  your  second  year  of  con- 
tract with  the  Veterans  Administration  to 
provide  home-town  medical  care  for  veterans. 
The  smooth-functioning  of  this  program  in 
South  Dakota  has  been  of  credit  to  your  or- 
ganization and  profession. 

You  have  developed  a financially  sound  and 
rapidly  growing  voluntary  prepayment  in- 
surance program.  It  is  broad  and  liberal  in 
coverage,  flexible  in  application,  and  econom- 
ical in  cost  to  the  insured  and  his  dependents. 
High  regard  has  been  given  to  it  by  those  well 
versed  in  all  types  of  insurance  programs  in 
this  field.  So  far,  the  “South  Dakota  Injury- 
Illness  Expense  Plan”  has  received  nothing 
but  praise  from  patient,  hospital  and  doctor 
alike. 

Your  last  major  accomplishment  has  been 
the  Jounal  which  you  are  now  reading.  Its 
first  purpose  will  be  the  interchange  of 
scientific  facts,  opinion,  and  discussion  by  and 
for  you.  In  this,  it  will  need  the  efforts  of  all 
to  provide  worthy  material  for  publication. 
Of  secondary  but  great  importance,  it  will 
devote  space  for  discussion  of  the  medical- 
economic  problems  facing  the  American 
people  and  the  profession.  It  will  serve  also 
as  a news  medium  to  inform  each  physician 
about  the  activities  and  experiences  of  col- 
leagues in  other  areas  of  the  state.  Finally,  it 
will  keep  each  member  currently  and  accur- 
ately informed  of  the  activities  of  ther  dis- 
trict societies  and  your  state  association. 

Without  question,  this  Journal  can  and  will 
bind  together  the  members  of  our  profession 
into  closer  harmony  and  unity.  The  future 


welfare  of  all  — patients  and  physician  alike 
— demands  honest  information,  serious  study, 
and  sound  conclusion  for  each  of  us.  To  that 
end,  this  Journal  will  devote  its  full  effort 
and  assistance. 

To  achieve  success  in  dealing  with  our 
problems,  it  is  mandatory  that  each  of  us 
spend  freely  of  his  time  and  effort  in  their 
solution,  rather  than  pass  the  entire  responsi- 
bility to  the  shoulders  of  a few.  By  encourag- 
ing each  member  to  do  his  own  share  through 
individual  thought,  action,  and  participation 
in  the  affairs  of  his  district  and  state  associa- 
tion, this  South  Dakota  Journal  of  Medicine 
will  have  more  than  justified  its  existence. 
May  its  future  be  sound,  progressive,  and 
rapid  in  development. 

H.  Russell  Brown  M.  D. 

President 


(Continued  from  Page  25) 
girls  in  Junior  and  Senior  classes  of  their 
local  High  Schools,  emphasizing  the  ad- 
vantages of  choosing  nursing  as  a vocation. 
Hospital  administrators  should  consider  train- 
ing more  nurses  aides  and  establishing  train- 
ing centers  for  practical  nurses.  Standards 
for  practical  nursing  systems  must  be  estab- 
lished. Only  real  cooperation  of  all  agencies 
will  help  to  alleviate  the  shortage  of  nurses. 

R.  G.  Mayer,  M.D.,  Editor 


(Continued  from  Page  26) 
pointed  as  a member  of  the  South  Dakota 
Board  of  Pharmacy  to  complete  the  unexpired 
term  of  Fred  L.  Vilas,  who  retired  on  May  3, 
1934.  He  was  reappointed  in  1936  and  1939 
and  resigned  as  a Board  Member  in  1940  to 
accept  a position  as  Medical  Service  Repre- 
sentative for  Eli  Lilly  & Company  in  Ne- 
braska where  he  had  since  made  his  home. 
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Financial  and  Enrollment  Experiences 
South  Dakota  Injury-Illness  Expense  Plan 
From  Inception  February  12,  1947  to  December  31.  1947,  Inclusive 

★ ★★★★★★★★★★★★★ 

Financial  Experience 


Annual  Premiums 


Premiums 

Premiums 

'Losses 

Loss  Ratio  to 

Potential  of 

Written 

Earned 

Incurred 

Premiums  Earned 

Writings  to  Date 

$39,356.79 

$35,557.41 

$26,374.84 

74.17% 

$70,257.63 

*Losses  Incurred  include  Claims  Paid  and  Claims  Outstanding,  but  do  not  include  Loss  Ex- 
penses. 

Acquisition,  Administrative  and  Promotional  Expenses  are  not  included  in  above  figures. 


Enrollment  Experience 


Insured 

Dependents 

Total 

Number  of  Participants 

. 1556 

1804 

3360 

Participants  afforded  Hospital  or  Nurse  Benefits  . . 

. 1556 

1804 

3360 

Participants  afforded  Surgical  Procedure  Benefits  . . 

. 1017 

1611 

2628 

Participants  afforded  Medical  or  Diagnostic  Benefits  . 

. 517 

846 

1363 

Third  report  to  Committee  for  Public  Medical  Care 
South  Dakota  State  Medical  Association 
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A Brief  Comment  on  the  Forces 
Attempting  to  Socialize  Medicine* 

BY  JOHN  C.  FOSTER 
Executive-Secretary  S.  D.  S.  M.  A. 


In  the  last  few  weeks,  I’ve  had  the  pleasure 
of  presenting  a talk  on  Communist  influences 
in  the  demand  for  Socialized  Medicine,  to  a 
number  of  luncheon  clubs  and  other  organ- 
izations. Since  the  first  talk,  I have  heard 
numerous  and  varied  comments  on  it.  Frank- 
ly, those  comments  commending  me  on  the 
talk  are  of  little  interest  to  me.  I am  intensely 
interested  in  those  that  accuse  me  of  ulterior 
motives  in  my  presentation,  and  I have  heard 
a few. 

Ulterior  Motives 

If  my  motives  are  ulterior,  then  well  they 
may  be,  for  my  motives  are  directed  toward 
the  preservation  of  our  national  health  stand- 
ards and  our  democratic  form  of  government. 
In  fact,  if  I seem  to  proceed  along  interna- 
tional political  fines  instead  of  on  health, 
please  understand  that  there  is  little  or  no 
line  of  demarcation. 

WMB  Bill  Introduced  to  Committee 

Several  years  ago,  a group  of  interested 
persons  prevailed  upon  certain  Congressmen 
to  present  a bill  providing  for  the  medical, 
dental,  and  hospital  care  of  all  persons  in  the 
United  States.  These  Congressmen,  whether 
ignorant  of  the  facts  or  not,  claimed  a large 
portion  of  the  public  was  currently  demand- 
ing such  legislation.  Yet  when  they,  mean- 
ing Wagner-Murray  and  Dingell,  introduced 
the  legislation,  they  adroitly  avoided  men- 
tioning costs  and  financial  plans,  if  any,  be- 
cause it  would  have  thrown  the  bill  into  an 
appropriations  committee  which  would  have 
promptly  discarded  it  as  financially  un- 
feasible. Instead,  it  was  given  to  a com- 
mittee of  the  Senate  which  included  certain 
self-styled  progressives  who  were  intent  on 
pushing  the  bill  through,  money  or  no. 

Truman's  Plan 

President  Truman,  because  of  an  intense 
desire  to  help  the  common  man,  has  pushed 
the  legislation  periodically.  His  advisors 
have  led  him  to  believe  that  the  entire 
population  will  benefit  from  such  a plan,  and 


have  used  Selective  Service  statistics  to  prove 
that  the  nation’s  health  is  extremely  poor. 

Selective  Service  Statistics 
Before  we  go  farther  along  that  line  of 
thought,  let  us  examine  these  Selective  Serv- 
ice figures.  The  figures  are  based  on  ten  mil- 
lion draftees  which  normally  would  be  an 
excellent  cross-section  but  approximately 
two  million  men,  the  cream  of  our  youth, 
went  into  service  by  other  methods  than  the 
draft — and — another  million  and  a half  never 
received  Selective  Service  examinations  be- 
cause of  families  and  positions  in  essential 
industry.  These  men  were,  in  the  main,  in  ex- 
cellent health,  and  mentally  were  far  above 
the  average.  Basing  rejection  figures  on  I2V2 
million  rather  than  on  10  million  we  have  a 
much  lower  rate  than  published  by  the  pro- 
socialization people.  Add  to  the  above  in- 
formation the  fact  that  highest  rejection  rates 
fell  in  the  field  of  mental  retardation,  psycho- 
neurosis, and  dental  defects,  you  will  realize 
that  the  actual  health  of  our  men  of  selective 
service  age  was  not  too  bad.  The  next  time 
you  hear  someone  quote  Selective  Service 
figures,  stop  him  and  ask  for  a true  analysis. 
He  will  be  surprised. 

Government  Bureau 

The  President’s  program  plans  a huge  ad- 
dition to  the  Social  Security  Department  to 
administer  a multi-billion  dollar  health  ad- 
ministration that  will  bring  the  government 
into  the  home  on  every  problem  of  health. 
It  will  put  the  very  practice  of  medicine 
under  the  thumb  of  government  employees 
who  may  hold  their  positions  on  their  ability 
to  type  or  to  get  votes. 

Ii  Happened  in  San  Francisco 
Let’s  take  a look  at  what  happened  in  San 
Francisco.  Several  years  ago  the  city  set  up 
for  itself  a compulsory  program  of  health  for 
its  own  employees.  All  city  employees  were 

* Presented  at  a meeting  of  the  Blue  Goose 
Association  (Fire  Insurance  Underwriters)  in 
Sioux  Falls,  South  Dakota,  January  5,  1948. 


— 30  — 


JANUARY  1948 


forced  to  put  a portion  of  their  earnings  into 
a pool  which  would  purchase  all  medical 
care.  A fee  schedule  was  set  up  for  payment 
of  bills  in  cooperation  with  the  San  Francisco 
physicians.  The  program  started  beautifully, 
the  doctors  treating  all  comers  and  receiving 
payment.  Then  the  comers  started  coming 
more  frequently,  about  two  to  one  as  com- 
pared to  private  patients,  and  the  city  fund 
started  to  reduce.  The  directors  took  the 
first  step  by  asking  the  city  employees  not  to 
be  sick  so  often.  They  took  a second  step  soon 
after,  asking  the  doctors  to  reduce  diagnostic 
procedures  (cut  out  x-rays  and  laboratory 
work)  and  finally  the  third  step,  in  which 
they  ordered  no  hospitalization  except  in 
emergency,  until  approved  by  the  director, 
and  refused  to  pay  increased  fees  asked  by 
the  doctors  to  meet  increased  costs.  The  last 
step  was  taken  by  the  doctors.  They  pulled 
out. 

That  is  just  one  isolated  case,  of  course,  but 
it  does  show  exactly  what  happens  when 
government  steps  into  the  practice  of  med- 
icine. 

Middleman  in  Medicine 

Such  a plan  introduces  a middleman 
equipped  by  law  to  tell  the  doctor  whether 
his  patient  relationships  are  up  to  article  one 
of  code  such  and  such.  The  most  dastardly 
part  of  the  entire  plot  is  the  impetus  for  it. 
The  entire  drive  comes,  not  from  the  people, 
but  from  two  groups  who  would  use  the 
health  program  to  further  their  own  ends. 

Two  Groups  Provide  Impetus 

These  groups  are,  one:  the  Communist 
Party  in  America,  and  two:  government  em- 
ployees in  the  Social  Security,  Public  Health, 
Children’s  Bureau,  and  Agricultural  De- 
partments. 

Workshops 

For  a few  minutes  I would  like  to  talk 
about  one  of  the  techniques  used  by  certain 
government  employees  to  promote  socialized 
medicine  in  the  United  States.  Knowing  that 
all  impetus  for  the  program  should  appear  to 
emanate  from  the  people,  these  government 
employees  have  planted  the  seed  of  dissatis- 
faction with  farm  and  labor  groups.  Certain 
leaders  in  these  groups  have  acted  as  spon- 
sors of  the  plan  on  the  surface,  but  all  of 
them  take  direction  from  Washington.  The 
so-called  Health  Workshops  seen  in  this  part 
of  the  country  lately  are  a case  in  point. 


Jamestown  Workshop 

In  1946  the  first  Dakota  Health  Workshop 
was  held  in  Jamestown,  North  Dakota  under 
the  sponsorship  of  the  A.F.L.,  C.I.O.  Railroad 
Brotherhoods,  and  Farm  Union  of  the  two 
Dakotas.  Most  of  the  consultants  and  dis- 
cussion leaders  were  government  employees 
including  Dr.  Mayhew  Derryberry  (PhD)  of 
the  Public  Health  Service.  The  appearance 
of  government  employees  on  the  program, 
all  of  whom  espoused  government  medicine, 
was  investigated  by  the  Harness  Con- 
gressional investigating  committee  and  evi- 
dence enough  gathered  to  present  the  in- 
formation to  the  Attorney-General  for  pro- 
secution of  the  participating  individuals. 
These  persons  have  been  accused  of  using 
government  funds  to  present  propaganda  to 
arouse  backing  for  proposed  legislation.  Such 
activity  is  illegal,  and  on  the  basis  of  find- 
ings on  the  Jamestown  and  other  Health 
Workshops,  government  employees  were 
forbidden  to  participate. 

Northern  Great  Plains  Conference 

The  Jamestown  meeting  was  the  first  in 
the  Dakotas  but  others  have  been  attempted 
or  held  since  that  time.  A Northern  Great 
Plains  Health  Council  arranged  to  hold  a 
Workshop  in  the  Black  Hills  last  fall  but 
decided  to  cancel  when  they  were  unable  to 
get  the  guidance  of  government  employees 
because  of  the  Attorney-General’s  decision 
after  the  Jamestown  affair.  The  Extension 
Director  at  Brookings  read  me  a telegram 
over  the  phone  from  a Miss  Anderson  of  the 
Social  Security  Administration  in  Chicago 
which  advised  the  Council  to  cancel  their 
plans  unless  Derryberry  was  there  to  in- 
doctrinate the  consultants.  I also  learned 
later  from  a reliable  source,  that  all  Medical 
Association  representatives  attending  were 
to  have  Farm  Union  members  “guiding” 
them  to  see  that  they  stayed  out  of  trouble 
had  the  meeting  been  held. 

Second- Annual  Health  Workshop 

The  failure  of  this  group  to  meet  did  not 
deter  the  Farm  Union  and  Labor  groups  from 
holding  the  Second  Dakota  Health  Workshop, 
this  time  held  in  Aberdeen.  I had  the  pleasure 
of  attending  that  meeting  after  receiving  a 
letter  from  the  general  chairman  Mrs.  Lulu 
Evanson  of  the  North  Dakota  Farm  Union 
asking  me  to  stay  away. 
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Aberdeen  Meeting 

The  meeting  was  well-attended,  expertly 
guided,  and  although  the  average  individual 
in  attendance  did  not  favor  it,  a recommenda- 
tion in  favor  of  state  medicine  was  one  of  the 
major  presentations  at  the  close  of  the  meet- 
ing. 

As  far  as  could  be  determined  at  the  time, 
the  average  Farm  Union,  and  labor  union 
member  is  a nice  fellow  with  an  honest 
interest  in  his  own  welfare.  This  honest 
interest  is  making  him  a dupe  for  fanatical 
and  sometimes  subversive  leadership. 

Subversive  Interest 

When  I mention  subversiveness,  it  brings 
me  to  the  Communist  influences  promul- 
gating Socialized  Medicine.  I realize  that 
taking  potshots  at  the  Communists  is  at 
present  America’s  most  popular  parlor  game. 
It  has  gotten  to  such  a point  lately  that  men 
like  Taft  have  been  accused  of  being  Com- 
munistic and  Stalin  of  being  an  Imperialist. 
The  second  is  true.  However,  in  all  fairness 
to  the  medical  profession  and  other  private 
business  we  should  know  that  the  Communist 
party  considers  Socialization  of  medicine  the 
keystone  to  the  communistic  state.  If  Com- 
munism were  another  American  way  of  life, 
if  it  did  not  advocate  overthrow  of  our 
government;  if  it  did  not  intend  to  use  the 
nation’s  health  to  its  own  advantage,  we 
would  fight  it  only  on  the  basis  of  practicality. 
But  we  know  that  the  Communists  are  no 
more  interested  in  your  personal  health  than 
they  were  in  the  lives  of  over  two  million 
people  they  eliminated  when  they  came  to 
power  in  Russia. 

Totalitarianism 

The  communists  are  interested  in  putting 
government  into  every  business  so  they  may 
more  easily  take  complete  control.  Don’t  for- 
get that  any  totalitarian  government,  be  it 
Fascist  or  Communist,  is  working  for  the 
good  of  the  few  at  the  cost  of  the  masses. 

Insurance  Industry  Next 

Don’t  be  too  sure  that  the  insurance  in- 
dustry is  not  next  in  line  for  socialization  if 
the  job  can  be  pulled  on  the  medical  pro- 
fession. What  an  excellent  talking  point  “in- 
surance at  cost”  would  be.  Neglecting,  of 


course,  the  high  cost  of  government  adminis- 
tration. It  would  be  an  easy  matter  to  con- 
vince the  average  man  that  government  in- 
surance is  better  than  insurance  written  at 
a profit  to  the  “capitalist  class.” 

Join  the  Fight 

It  doesn’t  take  too  much  thought  to  realize 
that  the  doctors  fight  is  also  the  fight  of  the 
dentist,  the  druggist,  the  insurance  man,  and 
the  man  on  the  street.  Unfortunately  the 
man  on  the  street  doesn’t  know  the  angles 
and  doesn’t  know  where  to  throw  his  punches. 
You  do.  Through  a combination  of  groups 
and  Associations  that  know  what  to  do,  we 
still  may  stop  the  trend  toward  government 
control  and  operation  of  business  in  this 
country. 


“BEAUTY  IS  SKIN  DEEP"  * 

“Beauty  is  skin  deep”  is  almost  true.  It 
depends  however  on  what  layer  of  skin  you 
refer  to.  The  outer  layer  of  the  skin,  called 
the  cuticle,  is  the  only  section  “beautified,” 
according  to  a HEALTH  TALK  issued  by  the 
Educational  Committee  of  the  Illinois  State 
Medical  Society. 

The  skin  is  an  active  organ  of  the  body.  In 
most  adult  animals,  it  is  the  largest  organ  in 
mass  (with  the  liver  ranking  second).  Like 
other  organs,  it  is  composed  of  living  tissue 
and  it  is  affected  by  all  the  agents  which  af- 
fect other  parts  of  the  body — nutrition,  for 
instance,  or  exposure,  chemicals,  infection, 
heat,  cold,  irradiation.  As  an  organ,  too,  it 
has  specific  functions — to  contain  the  other 
organs  and  the  fluids  of  the  body,  to  carry 
the  nerves  with  which  we  maintain  our  con- 
tact with  the  outer  world,  to  help  regulate 
temperature,  to  protect  the  body  against  in- 
fection, to  mirror  disease  within  the  body,  for 
example.  Its  role  as  a thing  of  beauty  is,  in 
nature,  relatively  unimportant,  though  it 
would  be  difficult  to  make  many  women  be- 
lieve that. 

Like  other  organs,  too,  the  skin  is  nour- 
ished, repaired  and  maintained  in  normal 
condition  by  materials  brought  to  it  by  the 
blood — the  same  materials  which  nourish  the 

* From  the  Educational  Committee,  Illinois  State 

Medical  Society. 
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heart,  brain,  liver,  muscles  and  the  rest. 
Moreover,  the  blood  is  the  only  agent  de- 
livering such  materials  to  the  skin.  The  skin 
is  “fed”  from  the  inside,  not  from  the  out- 
side. Beauty  is  only  skin  deep,  but  it  comes 
from  within. 

If  the  body  is  in  good  condition  generally, 
the  skin  is  good,  for  the  blood  flows  freely 
through  its  supply  arteries  with  all  the  ma- 
terials it  needs  for  good  health.  If  the  body 
is  in  poor  condition,  it  will  be  reflected  in  the 
skin.  That  is  why,  beyond  good  general 
health,  nearly  all  that  can  be  done  for  the 
skin  is  to  keep  it  clean. 

Actually  the  skin  is  made  up  of  three 
layers — the  cuticle  or  outer  skin,  the  second 
layer  or  true  skin,  and  the  third  deep  layer 
in  which  lie  the  blood  and  lymph  vessels. 
The  outer  skin  is  constantly  renewing  itself, 
dead  cells  scaling  off  and  being  replaced 
with  new  material  pushing  up  from  beneath. 
This  function  is  illustrated  on  a large  scale 
in  the  peeling  that  follows  sunburn. 

To  clean  the  skin  means,  in  addition  to  re- 
moving dirt,  to  speed  up  the  removal  of  the 
dry,  dead  cells  by  the  application  of  soap  and 
water  or,  in  women,  by  some  cleansing  cream, 
an  oily  material  which  leaves  the  surface 
soft  and  smooth.  Shaving  achieves  a similar 
effect  in  males.  The  massage  effect  involved 
in  rubbing  on  the  grease  is  stimulating  to 
the  blood  supply,  which  may  exert  a bene- 
ficial effect. 

There  are  many  medical  conditions  that 
affect  the  skin,  causing  sallowness  and  a 
worn-out,  drab  look,  or  producing  redness, 
pallor,  various  rashes  and  other  symptoms. 
Symptoms  of  allergy  often  appear  in  the  skin 
and  some  of  them  are  due  to  the  ingredients 
of  cosmetic  preparations. 

However,  proper  diet,  sufficient  exercise, 
adequate  rest  and  personal  cleanliness  are  a 
team  of  beauty  aids  that  have  no  competition. 

For  that  deft  touch,  that  added  bit  of 
color,  enhance  your  natural  beauty  with  the 
cosmetics  suited  to  you.  For  irregularities 
of  the  skin  or  its  related  organs,  such  as  the 
hair,  see  your  doctor.  Do  not  entrust  your- 
self to  unskilled  beauty  operators  for  any- 
thing more  than  surface  manipulations.  Med- 
ical literature  shows  that  wrong  treatment 
can  do  serious  harm. 


Pharmacists  Who  Served  as  Navy  Officers 
Eligible  for  Permanent  Commissions 

Quite  a large  number  of  permanent  com- 
missions in  the  Regular  Navy  Medical  Service 
Corps  are  now  available  to  four-year  grad- 
uates of  accredited  pharmacy  colleges  who 
served  as  Navy  officers  during  the  war.  With 
the  passage  of  the  Medical  Service  Corps  leg- 
islation, which  creates  opportunities  to  utilize 
the  professional  abilities  of  pharmacists  in 
commissioned  rank,  it  becomes  important  that 
adequate  and  competent  personnel  be  made 
available.  Since  the  law  requires  that  present 
openings  be  filled  by  transfer  of  Reserve 
and  Temporary  officers  of  the  Navy,  these 
opportunities  should  be  called  to  the  atten- 
tion of  pharmacists  who  served  as  officers  in 
the  Navy  during  the  war  and  who  may  be 
eligible  for  transfer  to  permanent  commis- 
sions in  the  Medical  Service  Corps. 

The  present  procedure  for  appointments  is 
authorized  in  Section  5 of  Public  Law  347, 
79th  Congress.  It  provides  for  appointment 
of  Reserve  and  Temporary  officers  of  the 
Navy  to  permanent  commissioned  rank  in  the 
Regular  Navy.  It  further  provides  that  such 
appointments  will  be  open  to  any  person  who 
served  in  such  officer  capacity  during  World 
War  II,  who  was  separated  under  honorable 
conditions,  and  who  meets  the  educational 
and  age  requirements  prescribed  by  the 
President  of  the  United  States. 

This  provision  (of  P.  L.  347,  79th  Congress) 
is  specifically  referred  to  in  that  part  of  Public 
Law  337,  80th  Congress,  which  established 
the  Navy  Medical  Service  Corps.  It  states 
(Sec.  203  of  Title  II)  that  “during  the  period 
that  appointments  to  the  Regular  Navy  may 
be  made  pursuant  to  Section  5 of  the  Act  of 
April  18,  1946  (P.  L.  347,  79th  Cong.,  2nd 
session),  all  appointments  to  the  Medical 
Service  Corps  shall  be  made  in  accordance 
with  the  provisions  of  said  Act.”  In  other 
words,  all  appointments  in  the  Navy  Medical 
Service  Corps  will  be  by  transfer  of  those 
who  have  served  as  Navy  officers,  until  the 
section  of  the  law  specifying  this  procedure 
expires. 

It  will  “expire  six  months  after  June  30  of 
the  fiscal  year  following  that  in  which  the 
present  war  shall  terminate  or  two  years 
(Continued  on  Page  41) 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


PHARMACISTS  WELCOME 
OPPORTUNITY 

The  South  Dakota  Pharmaceutical  Asso- 
ciation welcome  the  opportunity  to  join  with 
the  South  Dakota  State  Medical  Association 
in  the  publication  of  a monthly  journal.  A 
single  publication  serving  these  two  health 
professions  is  an  entirely  new  experiment. 
To  be  successful,  this  venture  must  lead  to 
more  cordial  relations  between  physicians 
and  pharmacists  and  promote  a better  under- 
standing of  the  health  services  that  each 
group  provides  to  the  public. 

The  physician  is  qualified  to  diagnose  and 
treat  disease.  The  pharmacist  is  qualified  by 
scientific  training  to  compound  the  prescrip- 
tions by  physicians  and  to  retail  and  dis- 
pense drugs,  medicines  and  poisons.  Only 
by  the  wholehearted  cooperation  of  these  two 
professions  will  the  evils  of  self-medication 
be  reduced  and  the  public  assured  that  they 
are  receiving  the  best  properly  prepared 
medicine  for  restoring  their  good  health. 

This  joint  publication  will  give  pharmacy 
the  opportunity  to  inform  physicians  of  the 
quality  of  scientific  training  which  is  now 
demanded  for  registration  as  a pharmacist, 
of  the  safeguards  provided  by  minimum 
equipment  requirements  in  maintaining  ac- 
curate pharmaceutical  equipment  and  the 
proper  storage  and  preservation  of  drugs  and 
medicines,  and  that  the  registered  pharmacist 
is  the  proper  person  to  supply  the  medicines 
which  are  required  for  the  treatment  of  their 
patients. 

The  cooperation  of  pharmacy  will  make 
this  new  experiment  a success,  if  the  individ- 
ual pharmacist  will,  in  all  practical  cases, 
decline  to  give  medical  advice  and  refer  the 
customer  to  a reputable  physician,  if  he  will 
discourage  self-medication,  if  he  will  co- 


operate with  public  health  campaigns  to  ed- 
ucate the  public  to  protect  their  health,  if  he 
is  willing  and  anxious  to  maintain  a stock  of 
drugs  and  pharmaceuticals  which  will  meet 
all  of  the  customary  requirements  of  the 
physicians  in  his  territory,  and  by  so  doing 
demonstrate  to  his  customers,  that  as  a pro- 
fessional man,  he  is  interested,  first  of  all,  in 
supplying  them  with  medicines  prescribed 
by  their  physician. 

This  new  journal  will  give  any  physician 
or  pharmacist  the  opportunity  to  speak  edi- 
torially regarding  the  improvement  of  pro- 
fessional relations  or  in  criticism  of  unethical 
practices  which  should  be  corrected  for  the 
benefit  of  the  public  health.  Only  by  this 
means  can  we  hope  to  successfully  accom- 
plish our  purpose. 

Bliss  C.  Wilson 


FIRST  SUPPLEMENT  TO  THE  NATIONAL 
FORMULARY  VIII 

The  American  Pharmaceutical  Association 
announces  the  publication  of  the  first  supple- 
ment to  the  National  Formulary  Eighth  Edi- 
tion. Added  monographs  are  Amaranth  Sol- 
ution, Compound;  Iron  and  Strychnine 
Elixir;  Iron  and  Strychnine  Phosphates 
Elixir;  Isopropyl  Alcohol.  Corrections  to  the 
original  printed  text  are  also  included  in  this 
supplement. 

This  printed  supplement,  containing  24 
pages,  should  be  on  file  in  every  registered 
pharmacy.  When  writing  for  a copy  of  the 
Supplement,  owners  of  the  National  Form- 
ulary VIII  should  state  the  serial  number  of 
their  copy  which  is  found  in  the  front  of  the 
book.  Published  by  the  American  Pharma- 
ceutical Association,  2215  Constitution  Ave- 
nue, N.  W.,  Washington  7,  D.  C. 


34  — 


Pharmacy  Strengthens  Practical  Experience 
Requirements  for  Licensure 


To  be  entitled  to  a certificate  as  a Regis- 
tered Pharmacist,  the  South  Dakota  law  pro- 
vides that  in  addition  to  graduation  from  a 
four-year  course  in  pharmacy  from  an  ap- 
proved College  of  Pharmacy,  the  candidate 
shall  have  had  at  least  one  year’s  experience 
in  the  practice  of  pharmacy  under  a regularly 
licensed  pharmacist  in  a pharmacy  where 
physician’s  prescriptions  are  compounded. 
The  Board  of  Pharmacy  have  found  that  the 
practical  experience  gained  by  most  candi- 
dates has  been  of  high  professional  standard 
as  intended  under  the  law.  There  are  ex- 
ceptions, however,  where  practical  experi- 
ence, as  certified  to  by  the  employer,  is  of 
doubtful  value  and  duration.  Work  which 
has  no  connection  whatever  with  the  retail- 
ing, compounding  and  dispensing  of  drugs, 
medicines  or  poisons  can  hardly  be  classed  as 
experience  in  the  practice  of  pharmacy. 
Candidates  who  offer  such  experience  as  a 
part  of  the  one  year’s  requirement  for  licen- 
sure do  themselves  an  injustice  and  make  it 
necessary  for  the  licensing  Board  to  prescribe 
rules  and  regulations  for  evaluating  practical 
experience. 

The  South  Dakota  Pharmacy  Law  provides 
that  “Any  person  of  good  moral  character, 
sixteen  years  of  age,  who  desires  to  secure 
credit  for  practical  experience  as  qualifica- 
tion for  registration  as  licentiate  shall  be 
granted  a certificate  as  an  apprentice  upon 
proper  application  to  the  State  Board  of 
Pharmacy  under  the  rules  and  regulations 
prescribed  by  such  Board.”  Acting  under 
this  authority,  the  South  Dakota  Board  of 
Pharmacy  have  adopted  new  rules  and  regu- 
lations pertaining  to  practical  experience 
which  conform  strictly  with  Minimum  Stand- 
ards for  Evaluating  Practical  Experience  as 
adopted  by  the  National  Association  of 
Boards  of  Pharmacy.  These  new  rules  and 
regulations  became  effective  on  January  1, 
1948.  They  are  intended  to  insure  a more 
uniform  and  higher  type  of  practical  experi- 


ence for  all  persons  who  will,  in  the  future, 
become  licensed  by  examination  as  Regis- 
tered Pharmacists. 

The  procedure  for  complying  with  the  new 
rules  and  regulations  has  been  simplified  by 
the  use  of  printed  forms  which  are  available 
from  the  office  of  the  Secretary  of  the  State 
Board  of  Pharmacy,  Pierre,  South  Dakota. 
To  receive  credit  for  practical  experience,  the 
person  must  make  a new  and  separate  appli- 
cation for  each  period  of  apprenticeship 
training.  Credit  will  not  be  allowed  for 
practical  experience  which  is  concurrent  with 
time  spent  in  high  school  or  college.  Appli- 
cants are  urged  to  acquire  most  of  their 
practical  experience  during  summer  vacation 
periods  after  they  have  commenced  their 
pharmacy  college  training.  Each  apprentice 
must  keep  a notebook  record  covering  the 
details  of  his  practical  training. 

The  complete  text  of  the  rules  and  regu- 
lations on  practical  experience  are  as  follows: 

1.  Experience  in  the  practice  of  phar- 
macy which  is  obtained  after  January  1,  1948, 
will  not  be  credited  as  practical  experience 
in  qualifying  for  licensure  by  the  South  Da- 
kota State  Board  of  Pharmacy  unless  such 
practical  experience  is  obtained  by  a person 
duly  registered  as  an  apprentice  and  in  ac- 
cordance with  the  following  regulations. 

2.  Any  person  of  good  moral  character, 
sixteen  years  of  age,  who  desires  to  secure 
credit  for  practical  experience  as  qualifica- 
tion for  registration  as  licentiate,  who  is  em- 
ployed in  a pharmacy  where  physician’s 
prescriptions  are  compounded  and  where 
such  employment  is  under  the  supervision  of 
a regularly  licensed  pharmacist,  and  who 
shall  make  application  upon  a form  pre- 
scribed by  the  State  Board  of  Pharmacy 
shall  be  granted  a certificate  as  registered 
apprentice. 

3.  Registered  apprentice  certificates 
granted  after  January  1,  1948  shall  certify 
that  the  applicant  is  employed  as  an  ap- 
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prentice  in  the  pharmacy  named  in  the  appli- 
cation and  under  the  supervision  of  the  regis- 
tered pharmacist  named  in  the  application, 
and  such  certificate  shall  be  issued  only  for 
the  current  period  of  employment  beginning 
on  the  day  set  forth  in  the  application  as  the 
date  when  such  employment  began. 

4.  A registered  apprentice  certificate 
shall  be  void  whenever  the  person  to  whom 
granted  ceases  to  be  employed  in  the  phar- 
macy named  in  the  certificate  or  whenever 
the  registered  pharmacist  named  in  the  cer- 
tificate ceases  to  be  in  actual  supervision. 

5.  Persons  expecting  to  receive  credit 
for  practical  experience  as  qualification  for 
registration  „ as  licentiate  shall  make  a new 
and  separate  application  for  apprentice  regis- 
tration for  each  period  of  employment  as  an 
apprentice  and  such  application  shall  be  filed 
with  the  Board  of  Pharmacy  within  five  days 
of  the  beginning  of  such  employment,  pro- 
vided that  for  good  cause  shown,  the  Board 
of  Pharmacy  may  accept  such  application  at 
a later  date. 

6.  A registered  apprentice  shall  notify 
the  Board  of  Pharmacy  of  the  ending  of  each 
period  of  employment  as  an  apprentice  with- 
in five  days  of  the  ending  of  such  employ- 
ment, provided,  that  for  good  cause  shown, 
the  Board  of  Pharmacy  may  accept  such  noti- 
fication at  a later  date. 

7.  The  registered  pharmacist  supervis- 
ing the  practical  experience  of  an  applicant 
for  registration  must  notify  the  Board  of 
Pharmacy  whenever  an  applicant  for  regis- 
tration begins  employment  under  his  super- 
vision and  whenever  the  applicant  leaves 
such  employment,  or  whenever  such  employ- 
ment is  no  longer  under  his  supervision. 

8.  Credit  for  practical  experience  ob- 
tained after  January  1,  1948,  must  be  cor- 
roborated by  records  on  file  in  the  Board  of 
Pharmacy  office  showing  the  beginning  and 
ending  of  each  period  during  which  the  per- 
son was  registered  as  an  apprentice  and  as 
filed  by  the  registered  pharmacist(s)  who 
supervised  the  practical  experience  during 
the  training  period. 

9.  The  term  “year”  as  used  to  designate 
the  quantitative  standard  for  practical  ex- 
perience shall  mean  fifty-two  average  work 
weeks  of  apprenticeship  training  under  the 
supervision  of  a registered  pharmacist,  which 


is  not  concurrent  with  time  spent  in  school 
or  college. 

10.  The  terms  “experience  in  the  prac- 
tice of  pharmacy”  or  “practical  experience” 
as  it  relates  to  qualification  for  licentiate, 
shall  predominately  include  the  retailing, 
compounding  and  dispensing  of  drugs,  medi- 
cines and  poisons,  the  purchase  and  storage 
thereof,  and  the  keeping  of  records  required 
under  state  and  federal  laws,  all  of  which 
must  be  performed  under  the  immediate  and 
personal  supervision  of  a Registered  Phar- 
macist. 

11.  The  registered  pharmacist  who  will 
supervise  practical  experience  for  an  appli- 
cant for  apprentice  registration  must  signify 
that  the  apprenticeship  training  of  such  ap- 
plicant will  have  his  immediate  and  personal 
supervision  in  the  pharmacy  where  the  appli- 
cant is  employed  and  that  the  applicant  will 
be  given  an  opportunity  to  acquire  a well- 
rounded  practical  experience  which  shall 
predominantly  relate  to  the  purchase,  stor- 
age, compounding,  dispensing,  and  retailing 
of  drugs,  medicines  and  poisons  (including 
narcotics)  and  the  keeping  of  records  incident 
thereto  which  are  required.  He  shall  also 
agree  to  abide  by  the  code  of  ethics  of  the 
American  Pharmaceutical  Association. 

12.  The  individual  obtaining  practical 
experience  as  qualification  for  licentiate  shall 
keep  a notebook,  certified  to  by  the  phar- 
macist supervising  the  practical  experience, 
covering  the  details  of  his  practical  training, 
including  time  spent  in  the  study  of  reference 
works  and  current  pharmaceutical  journals, 
and  this  notebook  shall  be  submitted  as  a part 
of  his  application  for  the  Board  of  Pharmacy 
examinations. 

13.  The  South  Dakota  State  Board  of 
Pharmacy  may  in  its  discretion  give  credit 
for  practical  experience  in  qualifying  for 
licensure,  where  such  practical  experience  is 
obtained  in  a state  other  than  South  Dakota, 

PROVIDED: 

(1)  The  pharmacy  where  such  practical 
experience  is  obtained  is  acceptable  to 
the  South  Dakota  Board  of  Pharmacy  for 
that  purpose  and  meets  the  following 
minimum  standards: 

(a)  It  shall  conform  to  the  pharmacy 
laws  of  the  state  in  which  it  is  located 
and  must  be  operated  at  all  times  un- 
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der  the  supervision  of  a pharmacist 
licensed  in  that  state. 

(b)  It  shall  conform  to  the  best  tradi- 
tions of  pharmacy  in  the  state  and  shall 
have  available  all  necessary  equipment 
for  professional  service,  necessary  ref- 
erence works,  in  addition  to  official 
standards. 

(c)  It  must  have  a clear  record  with 
respect  to  the  observance  of  Federal, 
State  and  municipal  laws  and  ordi- 
nances governing  any  phase  of  activity 
in  which  it  is  engaged. 

(2)  The  person  obtaining  practical  exper- 
ience has  been  registered  as  an  appren- 
tice with  the  South  Dakota  Board  of 
Pharmacy  in  accordance  with  the  forego- 
ing regulations  or  with  the  Board  of 
Pharmacy  in  the  state  where  such  prac- 
tical experience  was  obtained,  provided 
that  such  experience  was  registered  by 
such  Board  in  accordance  with  minimum 
standards  required  by  the  South  Dakota 
Board  of  Pharmacy  for  evaluating  prac- 
tical experience,  and  provided  further 
that  such  Board  of  Pharmacy  supply  to 
the  South  Dakota  Board  of  Pharmacy, 
certified  copies  of  all  papers  relating  to 
the  registered  apprenticeship  of  such  per- 
son and  notebooks  and  records  required 
therewith. 


NATIONAL  HEART  WEEK 
FEBRUARY  8-14,  1948 

As  the  years  go  by  the  pharmacy  is  being 
singled  out  more  and  more  by  public  health 
officials,  organizations  engaged  in  the  pro- 
motion of  the  public  health  and  members  of 
the  medical  profession  as  an  important  cog 
in  the  machinery  which  is  being  created  to 
give  the  people  of  the  United  States  a better 
conception  of  how  to  preserve  their  most 
precious  possession — their  health. 

Pharmacy  has  participated  in  campaigns 
to  educate  the  public  on  the  control  of  ven- 
ereal disease,  cancer,  tuberculosis,  infantile 
paralysis  and  other  health  movements. 
Through  the  distribution  of  educational 
pamphlets,  pharmacy  displays  and  a word  of 
advice  from  the  pharmacist,  many  persons 


have  been  prompted  to  consult  their  physician 
in  time  to  prolong  their  lives. 

For  many  years  the  American  Heart  Asso- 
ciation has  conducted  a quiet  campaign  to 
inform  the  public  of  the  necessity  for  early 
diagnosis  and  treatment  of  cardiac  ailments. 
This  Association  is  now  embarking  on  a 
broader  campaign  of  public  education  because 
of  the  increasing  menace  of  heart  disease  as 
a cause  of  death.  Deaths  from  the  diseases 
of  the  heart  and  blood  vessels  are  three  times 
as  high  as  cancer,  six  times  as  high  as  acci- 
dents, eight  times  as  high  as  pneumonia,  and 
eleven  times  as  high  as  tuberculosis.  Heart 
diseases  take  a greater  toll  than  the  five 
other  leading  causes  combined. 

At  this  particular  stage  in  the  development 
of  the  program  of  the  American  Heart  Asso- 
ciation, their  principal  emphasis  is  on  the 
raising  of  funds  so  that  they  may  be  in  a 
position  to  prepare  and  supply  more  educa- 
tional material  and  reach  more  people  with 
their  message.  The  Association  has  desig- 
nated the  week  of  February  8 to  14,  1948,  as 
National  Heart  Week,  making  use  of  the  St. 
Valentine’s  date  to  emphasize  the  heart. 
Pharmacists  who  find  it  possible  to  participate 
in  the  campaign  will  be  supplied  with  a 
plastic  heart  approximately  six  inches  in 
height,  five  inches  wide  and  two  inches  thick 
which  is  to  act  as  a collection  box  for  funds 
during  National  Heart  Week.  Nowhere  will 
the  display  of  this  plastic  heart  be  found  in 
a more  appropriate  setting  than  in  the  phar- 
macy, and  nowhere  will  the  campaign  for 
the  reduction  of  deaths  from  heart  disease  be 
more  intelligently  supported. 

In  addition  to  the  plastic  heart,  the  Amer- 
ican Heart  Association  will  furnish  counter 
display  cards  and  posters  and  educational 
material  in  leaflet  form  for  general  distribu- 
tion. It  is  quite  well  known  to  workers  in 
the  field  of  public  health  that  the  American 
Pharmacy  is  a public  health  education  center 
and  that  many  people  obtain  their  health  in- 
formation in  a drug  store.  This  is  one  of  the 
ways  in  which  pharmacists  can  cooperate  with 
their  physicians  in  helping  to  promote  better 
health  in  their  community. 
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DR.  PAUL  BRIGGS 
LEAVES  V.  A.  POST 

Dr.  W.  Paul  Briggs,  chief 
of  the  Veterans  Administra- 
tion pharmacy  division,  re- 
signed his  position  December 
24,  1947,  Dr.  Paul  R.  Hawley, 
VA’s  chief  medical  director, 
announced. 

Dr.  Briggs  had  been  with 
VA  since  March,  1946. 
Among  his  major  accom- 
plishments during  his  year 
and  three-quarters  of  service 
have  been  the  establishment 
of  a home-town  pharmacy 
program  and  the  improve- 
ment of  the  calibre  of  phar- 
macy service  in  VA  hospitals, 
homes  and  regional  offices. 

The  home-town  pharmacy 
plan  was  organized  — with 
the  cooperation  of  State 
Pharmaceutical  Associations 
in  46  states  and  the  District 
of  Columbia  — to  provide 
drugs  and  medicines  at  local 
pharmacies  to  veterans  with 
service-connected  disabilities 
undergoing  outpatient  treat- 
ment. 

The  quality  of  pharmacy 
service  in  VA  hospitals  and 
homes  was  improved  by  ad- 
vancing the  professional 
standards  for  the  appoint- 
ment of  VA  pharmacists,  and 
by  redefining  the  scope  of 
their  duties. 

Dr.  Briggs,  in  addition,  de- 
veloped a procedure  for  the 
selection  of  drugs  used  in  VA 
hospitals  and  homes  by 
creating  standing  Commit- 
tees on  Therapeutic  Agents 
in  each  VA  field  station.  An 


Executive  Committee  on 
Therapeutic  Agents  was 
formed  in  the  VA  Central 
Office  in  Washington,  D.  C. — 
with  Dr.  Briggs  as  Secretary 
— to  coordinate  the  opera- 
tions of  the  field  committees. 

Dr.  Briggs’  successor  at 
VA  has  not  yet  been  ap- 
pointed. 


ASSOCIATION  OFFICERS 
PLAN  ANNUAL 
PROGRAM 

The  President,  Secretary 
and  Executive  Secretary  of 
the  South  Dakota  State  Med- 
ical Association  met  in 
Watertown  Sunday,  Decem- 
ber 28th,  to  discuss  the  pro- 
gram for  the  annual  meeting 
which  will  be  held  in  Sioux 
Falls,  May  30th,  May  31st 
and  June  1st.  Plans  as  laid 
now  call  for  meeting  of  the 
Council  on  Saturday  with  a 
dinner  Saturday  evening, 
having  a delegates’  meeting 
on  Sunday  with  a stag  party 
Sunday  evening  and  the  gen- 
eral sessions  Monday  and 
Tuesday. 

The  National  Infantile  Pa- 
ralysis Foundation  has  of- 
fered to  provide  a speaker 
and  a complete  slate  of 
speakers  in  addition  to  this 
was  discussed  by  the  associa- 
tion officers.  Announcements 
will  be  forthcoming  in  the 
journal  when  acceptances  are 
received  from  the  speakers 
and  the  subjects  they  will 
present  at  the  annual  meet- 
ing. 


NAVY  ANNOUNCES 
PROCUREMENT  RULES 

The  statutory  authority 
contained  in  Public  Law  365 
— 80th  Congress,  Title  II 
(Army-Navy-Public  Health 
Service  Medical  Officer  Pro- 
curement Act  of  1947)  makes 
it  possible  now  for  civilian 
doctors  to  become  commis- 
sioned officers  in  the  regular 
Navy,  provided  they  meet  the 
professional  and  physical 
qualifications.  This  law  is 
unique  in  that  it  does  away 
with,  for  the  first  time,  the 
age  limitation  of  thirty-two 
years  of  age  and  permits  doc- 
tors in  civilian  practice  to 
enter  the  Navy  and  be  com- 
missioned with  the  rank  up  to 
and  including  Captain.  The 
law  considers  all  strata  of 
the  medical  profession,  in- 
ternes, residents,  reserves, 
former  medical  officers  who 
have  resigned,  and  present 
practicing  physicians. 

In  order  to  make  applica- 
tion a doctor  must  be  a 
citizen  of  the  United  States, 
a graduate  from  a Class  “A” 
medical  school  and  have 
served  at  least  one  year’s 
internship  in  an  approved 
hospital.  Candidates  will 
then  be  judged  on  a number 
of  qualifications  such  as  be- 
ing a member  of  a specialty 
board,  his  teaching  connec- 
tions, the  number  of  years  of 
professional  or  scientific 
practice,  hospital  or  labora- 
tory connections,  a statement 
of  military  service,  etc. 


-38  — 


The  allocation  of  rank  to 
successful  candidates  will  de- 
pend upon  their  academic 
age,  professional  standing, 
and  experience  in  the  med- 
ical field.  Successful  candi- 
dates will  then  be  integrated 
in  line  with  medical  officers 
of  the  regular  Navy  and  as- 
signed running  mates  accord- 
ingly. This  means  that  they 
will  be  eligible  for  promotion 
along  with  their  fellow  of- 
ficers of  equal  rank. 

This  law  offers  a fine  op- 
portunity for  civilian  doctors 
to  make  a career  in  the  reg- 
ular Navy  and  to  enjoy  its 
professional  advantages  as 
well  as  its  retirement  bene- 
fits. Doctors  interested  in 
such  a career  should  write  to 
the  Bureau  of  Naval  Person- 
nel, via  the  Bureau  of  Med- 
icine and  Surgery,  Navy  De- 
partment, Washington,  D.  C. 


MENTAL  HEALTH  ASS'N 
INSPECTS  YANKTON 
HOSPITAL 

A committee  of  lay  inspec- 
tors selected  from  the  mem- 
bership of  the  newly  formed 
South  Dakota  Mental  Health 
Association  visited  the  Yank- 
ton State  Hospital  last  week 
to  check  on  conditions  which 
had  been  reported  in  the 
“Sioux  Falls  Forum.” 

The  committee,  appointed 
by  Association  President, 

A.  G.  Bauer  of  Big  Stone 
City,  included  Bauer,  Rev. 
E.  C.  Antrim  of  Pierre,  J.  C. 
Foster  of  Sioux  Falls,  George 
Phifer,  Mitchell,  and  K.  J. 
Campbell,  Sioux  Falls. 

The  “Forum”  had  carried 
numerous  stories  on  unsatis- 
factory conditions  at  Yank- 
ton, the  material  collected 


from  a patient,  an  employee, 
and  a visit  through  the  back 
door  by  the  editor. 

The  patient,  a chronic  al- 
coholic was  discharged  from 
the  hospital  before  the  in- 
vestigation but  a member  of 
the  committee  conducted  an 
interview  with  her  before 
she  left  for  private  life.  The 
results  of  that  interview  are 
being  incorporated  in  the 
committees’  report  which 
will  be  published  in  its  en- 
tirety in  a forthcoming  Jour- 
nal. 


RESERVATIONS  FOR  THE 
ANNUAL  MEETING  MAY 
30,  MAY  31,  AND  JUNE  1, 
SHOULD  BE  MADE  SOON 
TO  THE  CATARACT, 
CARPENTER,  AND  AL- 
BERT HOTELS  IN  SIOUX 
FALLS.  IF  YOU  DESIRE, 
THE  EXECUTIVE  SECRE- 
TARY WILL  ASSIST  YOU 
IN  PROCURING  HOTEL 
RESERVATIONS,  BUT 
WILL  NOT  HAVE  A 
BLOCK  OF  ROOMS  RE- 
SERVED AS  WAS  DONE 
LAST  YEAR. 


SEVENTH  DISTRICT 
AUXILIARY  MEETS 
ai  STEVENS  HOME 

The  seventh  district  medi- 
cal auxiliary  held  its  annual 
holiday  gathering  at  the 
home  of  Mrs.  R.  G.  Stevens 
in  Sioux  Falls  on  December 
16th.  Forty  members  at- 
tended the  supper  and  then 
spent  the  evening  playing 
bridge.  Winners  at  bridge 
were  Mrs.  Ed  Rich,  Mrs. 
Howard  Shreves  and  Mrs. 
R.  J.  Weisler.  Assisting  host- 
esses were  Mesdames  T.  J. 
Billion,  Charles  Ihle,  Russel 
Greenfield  and  Ray  Grove. 


BLACK  HILLS  NAMES 

B.  S.  CLARK  PRESIDENT 

Election  of  Officers  was 
held  at  the  regular  meeting 
of  the  Black  Hills  District 
Medical  Asociation  in  Dead- 
wood,  December  11,  1947. 
Dr.  B.  S.  Clark,  of  Spearfish, 
was  elected  President  for  the 
year,  1948.  Dr.  H.  E.  David- 
son was  elected  Vice  Presi- 
dent and  Dr.  Glen  Heide- 
prein,  Deadwood,  was  elected 
Secretary-Treasurer. 

The  District  went  on  rec- 
ord as  endorsing  the  action 
of  the  council  relative  to  the 
establishment  of  a state  med- 
ical journal. 


SEVENTH  DISTRICT 
SOCIETY  KEEPS 
NELSON  IN  OFFICE 

The  Seventh  or  Sioux  Falls 
District  Medical  Society  met 
at  the  Cottage  in  Sioux  Falls 
December  16th  for  dinner 
meeting  and  annual  election 
of  Officers.  J.  A.  Nelson  was 
reelected  President  for  the 
year  of  1948  and  H.  M.  Dehli 
of  Colton  was  reelected  Vice 
President.  A.  M.  Harris,  of 
Sioux  Falls,  was  elected 
Secretary-Treasurer  for  the 
coming  year,  taking  over  the 
position  held  for  six  years  by 

C.  J.  MacDonald.  The  pro- 
gram in  addition  to  the 
election  consisted  of  a talk 
by  the  President  of  the  State 
Medical  Association,  H.  R. 
Brown,  M.D.,  of  Watertown, 
and  a short  discussion  of 
hypnosis  in  psychiatry  by 
Doctor  Volin  of  Sioux  Falls. 

The  district  also  moved  to 
ask  the  Sioux  Valley  Medical 
Society  to  meet  in  Sioux 
Falls  in  January,  1949. 
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REPORTS  FROM  THE  WASHINGTON 
REPRESENTATIVE  OF  N.  A.  R.  D. 
by  George  H.  Frales 

“1948”  SEEMS  TO  BE  A YEAR  FOR 
REMEDIES.  Congress  ponders  a remedy  for 
inflation  — a remedy  for  excess  taxes  — a 
remedy  for  all  the  ragged  edges  left  by  war 
destruction.  All  of  these  will  not  be  found, 
but  there  is  in  the  hearts  of  all  a desire  for 
well-ordered  lives,  based  upon  principles  in 
which  all  can  find  a common  ground. 

OUR  EFFORTS  WILL  CONTINUE  TO  BE 
FUSED  for  a reduction  of  the  exorbitant 
federal  tax  on  medicinal  alcohol  — for  the 
elimination^  of  the  20  per  cent  toiletries’  tax, 
or  the  reduction  of  it  to  10%  and  shifted  to 
the  manufacturer  for  collection. 

DAGGETT  & RANSDELL  are  introducing 
a new  powder  soapless  shampoo  called 
Debutante  Foamy  Powder  Shampoo.  It  will 

be  distributed  exclusively  through  depart- 
ment stores. 

QUOTED  FROM  THE  ARIZONA  PHAR- 
MACISTS: THINK  THIS  OVER.  If  a phar- 
macist were  to  call  upon  a physician  of  repu- 
tation and  propose  to  him  that  he  do  some 
act  that  would  be  slightly  shady  in  the  eyes 
of  the  law  or  in  the  ethics  of  his  profession, 
we  would  assume  that  the  physician  would 
respond  with  indignation  and  order  the  phar- 
macist out  of  his  office.  Let’s  reverse  the 
situation.  Many  times  we  will  find  this  same 
type  of  a physician  telephoning  a reputable 
pharmacist  and  dictating  a narcotic  prescrip- 
tion to  him  and  even  asking  that  the  prescrip- 
tion be  delivered  to  the  patient.  The  phar- 
macist is  embarrassed  because,  of  course,  he 
wants  to  keep  the  good  will  of  the  physician 
and  at  the  same  time  he  knows  that  he  be- 
comes a law  violator  when  he  accepts  that 
prescription. 

CONSUMPTION  OF  CANDY  REACHES 
ALL-TIME  HIGH.  The  Census  Bureau  re- 
ported that  the  nation  is  eating  more  candy 
than  ever  before  The  bureau  said  manufac- 
turers’ confectionery  sales  in  October  reached 
an  all-time  high  of  nearly  $8,500,000. 

A PETITION  HAS  BEEN  SIGNED  by  ap- 
proximately 1,400  residents  of  the  80th  Con- 
gressional District  of  California,  recommend- 
ing the  repeal  of  excise  taxes  on  cosmetics, 


leather  goods,  and  jewelry.  The  petition  is 
mentioned  in  the  Congressional  Record  No- 
vember 2,  1947,  issue,  and  has  been  referred 
to  the  Committee  on  Ways  and  Means.  That’s 
the  type  program  that  gets  action! 

TAHITI  MAKES  A BID  FOR  QUININE 
INDUSTRY.  Experiments  have  shown  the 
climate  and  soil  of  Tahiti  is  favorable  to  Cin- 
chona trees  and  the  French  administration  is 
offering  assistance  to  growers  in  an  attempt 
to  encourage  the  development  of  this  source 
of  quinine. 

PHARMACEUTICAL  SURVEY  MEET- 
ING. The  Committee  on  The  Pharmaceutical 
Survey  held  its  sixth  meeting  on  December  8 
and  9,  1947,  in  Washington.  The  Committee 
reviewed  the  reports  on  a number  of  the 
Survey  projects  presented  by  Director  El- 
liott. Among  these  were  reports  on  predic- 
tive testing  of  students,  scholarships  and  fel- 
lowships, place  of  women  in  pharmacy,  sup- 
ply and  salaries  of  pharmacy  teachers,  rates 
of  withdrawal  of  pharmacists  from  active 
service  and  the  relation  of  these  rates  to  the 
estimated  supply  of  licensed  pharmacists. 
Special  attention  was  given  to  the  current 
enrollment  in  6 accredited  pharmacy  colleges, 
now  totalling  more  than  18,000  undergrad- 
ate and  more  than  300  graduate  students. 
This  is  a 20%  increase  over  the  1946  autumn 
enrollment.  Clearance  was  given  to  various 
proposed  tabulations  to  be  incorporated  in 
the  prescription  study  and  for  the  final  pub- 
lication of  the  entire  study. 

INVENTORIES  UP  8 PER  CENT  FROM 
LAST  YEAR.  Inventories,  excluding  liquor 
and  at  cost,  of  129  drug  wholesalers  increased 
8 per  cent,  October  1947  compared  with 
October  1946.  Similarly,  a slight  increase, 
1%,  is  noted  October  1947  compared  with 
September  of  this  year.  On  October  31,  1947, 
drug  wholesalers  had  approximately  57  days 
supply  of  merchandise  on  hand  as  compared 
with  a 70-day  supply  on  October  31,  1947. 

RETAIL  SALES  UP  2 PER  CENT  FROM 
LAST  YEAR.  Retail  drug  store  sales 
amounted  to  $305  million,  the  highest  October 
sales  on  record,  according  to  estimates  of  the 
Office  of  Business  Economics.  This  total 
represents  an  increase  of  $7  milion  or  2 per 
cent  from  October  of  last  year  and  a seasonal 
increase  of  $10  million  or  3 per  cent  from 
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September  of  this  year.  Of  the  total  October 
sales,  independent  stores  accounted  for  $235 
million  (77  per  cent). 

JOHN  J.  TOOHY,  vice-president  of  E.  R. 
Squibb  & Sons,  has  been  appointed  general 
sales  manager  for  the  company.  Mr.  Toohy 
succeeds  to  a position  held  for  many  years 
by  R.  D.  Keim  and  afterwards  by  Joseph  C. 
Hearn.  Mr.  Keim  is  now  active  with  Squibb 
as  trade  relations  counsellor. 

THE  U.  S.  SUPREME  COURT  has  denied 
a petition  to  review  a New  York  court  order 
obtained  by  Guerlain,  Inc.,  against  a violator 
of  Guerlain’s  retail  fair  trade  contract. 
Guerlain’s  established  minimum  retail  price 
was  $1.60  for  one  dram  or  less  of  its  perfume. 
In  the  injunction  granted  in  the  New  York 
court  against  Woolworth  and  Nips,  Inc.,  these 
firms  were  enjoined  from  selling  tiny  vials 
containing  about  l/70th  of  a dram  for  10c 
which  would  make  the  total  price  per  dram 
about  $7.00.  The  New  York  Court  and  the 
Supreme  Court  by  its  decision  have  thus  ap- 
proved the  establishment  of  minimum  prices 
for  different  quantities. 

KNUTSON  SUGGESTS  U.  S.  LOTTERY 
TO  FINANCE  MARSHALL  PLAN.  In  con- 
ceding the  need  for  helping  unfortunates  in 
other  lands,  Congressman  Knutson  believes 
it  should  be  done  on  a purely  voluntary  basis. 
He  can  think  of  no  better  way  to  raise  the 
money  than  a lottery.  Monthly  drawings 
with  tickets,  selling  for  $2  each,  would  raise 
up  to  $5,000,000,000  annually  if  the  idea 
caught  on. 


QUINIDINE  RESTRICTIONS  PLACE 
BURDEN  OF  PROOF  ON  PHARMACISTS 

A pharmacist  is  not  permitted  to  refill  a 
prescription  for  quinidine  if  the  quinidine 
was  obtained  from  government  stockpiles,  in 
which  event  a new  prescription  must  be  ob- 
tained and  not  more  than  53  grain  capsules 
or  tablets  or  the  equivalent  of  150  grains  in 
other  dosage  form  is  permitted.  If  the  quini- 
dine in  the  druggist’s  stock  results  from  im- 
portation directly  by  the  manufacturer,  a 
prescription  may  be  refilled.  The  burden  of 
proof  is  up  to  the  pharmacist  who  must 
reasonably  assure  himself  that  the  drug  was 
not  acquired  directly  or  indirectly  from  a 


government  agency.  Inasmuch  as  private 
imports  were  not  resumed  until  after  July  15, 
1947,  any  of  the  product  packaged  before  that 
date  is  likely  to  have  been  acquired  from 
government  stocks.  Order  M-131  issued  by 
the  Office  of  Materials  Distribution  governs 
quinidine. 

There  are  no  restrictions  on  QUININE  and 
and  all  controls  over  Cinchona  derivatives 
have  been  voided.  Secretary  W.  Averell 
Harriman  has  reported  to  the  President  and 
Congress  that  there  is  still  a critical  shortage 
of  quinidine  and  hints  that  if  supply  does  not 
catch  up  with  demand  controls  should  again 
be  inaugurated. 


(Continued  from  Page  33) 
after  the  effective  date  of  this  Act,  whichever 
shall  be  the  later.”  This  means  that  the 
earliest  practicable  date  appointments  in  the 
Navy  Medical  Service  Corps  could  be  made 
from  civilian  life  is  January  1,  1949,  and 
possibly  later. 

The  officer  transfer  program  applying  to 
the  Medical  Corps,  Dental  Corps  and  the 
Medical  Service  Corps  still  remains  open. 
(The  transfer  program  for  the  Line  and  other 
Staff  Corps  is  now  closed.)  There  are  quite 
a large  number  of  vacancies  at  this  time, 
according  to  the  Navy,  for  appointment  of 
officers  holding  a degree  from  a four-year 
course  in  an  accredited  school  of  pharmacy. 
It  is  believed  that  many  graduate  pharmacists 
who  served  in  the  Navy  as  officers  during 
World  War  II  and  who  would  like  to  make 
the  Navy  a career,  are  unaware  of  the  fact 
that  they  are  still  eligible  for  transfer  to  per- 
manent commissioned  rank  in  the  Navy  Med- 
ical Service  Corps.  Regardless  of  the  date  an 
officer  was  separated  from  the  service,  he  is 
still  eligible.  The  only  provisions  to  be  met 
by  these  officers  are  the  age  limitations  and 
educational  and  physical  requirements. 

Reserve  or  former  Naval  officers  may  make 
application  for  transfer  to  the  Regular  Navy 
through  the  nearest  Office  of  Naval  Officer 
Procurement,  or  Commandant  of  the  Naval 
District. 
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PHARMACY  FLASHES 

On  January  3,  1948,  William  W.  Holliday 
took  over  the  position  as  Registered  Phar- 
macist Manager  of  the  Peoples  Drug  Store, 
Inc.,  11th  and  Phillips  Avenue,  Sioux  Falls, 
to  succeed  Faye  H.  Loupe.  Mr.  Holliday  had 
formerly  been  located  in  Sioux  City. 

Archy  D.  Smith  reports  that  his  daughter 
Maxine  J.,  who  attended  Pharmacy  College 
at  Brookings  and  has  been  his  assistant  in  his 
Drug  Store  at  Lemmon,  was  married  to 
Dennis  E.  Durick  on  Tuesday,  December 
30th.  After  a 2 weeks  vacation  in  the  Black 
Hills  and  the  rest  of  the  U.  S.  A.  they  will 
continue  to  make  Lemmon  their  home.  Mr. 
Durick  is  an  extensive  farmer  but  has  taken 
time  off  the  past  two  winters  to  help  in  the 
Smith  Drug  Store. 


"MY  GOODNESS!" 

Paul  W.  Opsahl,  president  of  the  Farmers 
Union,  today  deplored  the  hysterics  being 
indulged  in  by  an  official  of  the  South  Dakota 
Medical  Association  and  said  the  cry  of  “red” 
would  not  deflect  the  Farmers  Union  from 
its  drive  for  more  adequate  health  care  for 
low-income  people. 

Opsahl  was  referring  to  the  report  of  a 
Sioux  Falls  speech  in  which  John  C.  Foster, 
executive  secretary  of  the  state  medical  as- 
sociation, assailed  socialized  medicine,  singled 
out  two  groups  — the  Communists  and 
Farmers  Union  — as  advocating  government 
control  of  medicine,  and  alluded  to  Farmers 
Union  leaders  as  fanatical  and  “sometimes 
subversive.” 

It  is  unfortunate,  said  Opsahl,  that  a matter 
so  vital  to  the  rural  and  city  working  people 
as  improved  health  care  should  become  en- 
meshed in  this  wave  of  hysteria  that  is  sweep- 
ing the  country  at  this  time  — a wave  charac- 
terized chiefly  by  branding  as  communistic 
or  subversive  a person  or  program  with  which 
somebody  disagrees. 

“The  Farmers  Union  has  always  been  will- 
ing, and  is  willing  now,”  said  Opsahl,  “to 
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settle  this  health-care  issue  through  purely 
democratic  methods  — a vote  by  the  Con- 
gress of  the  United  States.  We  challenge  the 
opposition  to  accept  the  same  decision  instead 
of  stumping  the  country  and  waving  the 
bloody  shirt.  It  has  been  well  established  that 
the  demand  for  expanded  group  medical  care 
is  valid.  The  medical  men  have  admitted  this, 
in  effect,  by  setting  up  sickness  insurance 
programs  of  their  own  in  an  effort,  we  sus- 
pect, to  keep  anything  broader  and  cheaper 
from  being  enacted. 

“In  addition  to  this  they  insist  upon  con- 
tinuing a nationwide  propaganda  campaign 
against  all  co-operative  methods  to  improve 
the  lot  of  the  people  in  the  lower  brackets  and 
this  campaign  is  financed  by  a slush  fund 
running  into  the  hundreds  of  thousands  of 
dollars. 

“But  there’s  more  to  this  campaign  than 
appears  on  the  surface.  It’s  part  of  a larger 
movement  to  ‘divide  and  conquer’  the 
people,  economically  and  politically.  The 
politicians  have  always,  or  most  always, 
succeeded  in  driving  a wedge  between  groups 
of  farmers  and  between  farmers  and  city 
working  people  to  gain  their  own  ends. 

“The  same  technique  is  being  employed 
now  by  the  medico-politicians  in  a somewhat 
restricted  and  more  specialized  field.  It  is  to 
drive  a wedge  between  Farmers  Union  mem- 
bers, through  flattery  and  cajolery,  and  the 
leaders  these  same  members  have  elected  by 
democratic  process  in  district,  state  and  na- 
tional conventions. 

“This  campaign  should  be  recognized  by 
farmers  for  just  what  it  is.” 


EYELID  DERMATITIS 
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Primary  Malignancy  of  the  Lung* 

by 

ALTON  OGHSNER,  M.D.,  MICHAEL  E.  DeBAKEY,  M.D. 
and  J.  LEONARD  DIXON,  M.D.** 


Although  I am  sure  that  many  of  you  when 
you  saw  the  title  of  “Primary  Malignancy  of 
the  Lung”  wondered  why  I should  talk  about 
such  a subject  which  is  probably  of  little 
interest  to  you,  I hope  before  I finish  to 
convince  you  that  primary  malignancy  of 
the  lung  is  a frequent  and  therefore  an  im- 
portant lesion.  Whereas  a decade  ago  pri- 
many  malignancy  of  the  lung  was  considered 
rare  it  is  now  known  to  be  one  of  the  most 
frequent  primary  malignant  lesions  in  the 
male.  In  fact,  primary  bronchogenic  car- 
cinoma occurs  in  from  one  to  four  per  cent  of 
all  autopsies,  and  from  ten  to  fifteen  per  cent 
of  all  carcinomas  occur  primarily  within  the 
lung.  This,  therefore,  is  a condition  in  which 
every  practitioner  of  medicine  should  be  in- 
terested and  is  a condition  which  must  be 
thought  of  more  frequently  than  it  has  been 
in  the  past. 

There  has  been  a definite  increase  in  the  in- 
cidence of  bronchogenic  carcinoma  in  the  past 
twenty-five  years.  Whether  this  increase  is 
only  relative  in  that  more  cases  are  being 
recognized  and  diagnosed  or  whether  it  is 
absolute  cannot  be  definitely  stated.  It  is  our 
belief  that  although  the  former  is  important 
there  is  an  actual  increase  in  the  incidence  of 
bronchogenic  carcinoma,  the  reason  for  which 
is  not  obvious.  Statistics  show,  however,  that 
the  increased  incidence  in  primary  lung 
malignancy  has  been  progressive,  whereas  the 
incidence  of  the  malignant  lesions  involving 
the  rest  of  the  body  has  remained  about  the 
same  throughout  the  United  States  as  a 
whole. 

The  cause  of  bronchogenic  carcinoma  is  not 
known.  There  is  some  presumptive  evidence 
that  smoking  might  be  a factor  and  might 
account  for  the  increased  incidence.  It  is  con- 
ceivable that  the  long  continued  irritation  of 
the  bronchial  mucosa  caused  by  habitual 
smoking  may  be  an  etiologic  factor. 

This  presentation  is  based  on  a study  of 
412  cases  of  primary  malignancy  of  the  lung 


which  we  have  seen,  of  which  number  147 
were  treated  by  pneumonectomy. 

Cancer  of  the  lung  is  primarily  a disease 
of  males.  In  the  147  cases  of  bronchogenic 
carcinoma  in  which  a pneumonectomy  was 
done  as  a curative  procedure,  121  were  males 
(82.3  per  cent)  and  26  (17.7  per  cent)  were 
females.  It  is  also  a disease  of  the  white 
race.  In  our  pneumonectomy  series  94.5  per 
cent  were  white  and  5.4  per  cent  were  negro. 
Cancer  of  the  lung  as  cancer  generally  is  a 
disease  primarily  of  older  individuals.  In 
our  series  the  greatest  age  incidences  were 
in  the  fifth,  sixth,  and  seventh  decades. 
Thirty-nine  and  eight-tenths  per  cent  of  the 
entire  series  of  cases  and  44.2  per  cent  of 
those  subjected  to  pneumonectomy  were  be- 
tween 50  and  59  years  of  age.  That  the  lesion 
does  occur  in  younger  persons  is  evidenced 
by  the  fact  that  four  of  the  entire  group  of 
412  cases  were  individuals  less  than  20  years 
of  age  and  three  of  the  147  operated  upon 
were  less  than  20. 

Primary  malignancies  of  the  lung  are  with 
few  exceptions  bronchogenic  carcinoma. 
Alveolar  carcinoma  probably  occurs  rarely 
but  most  of  the  peripherally  located  tumors 
also  originate  in  the  bronchi.  The  larger  main 
and  secondary  bronchi  are  frequently  in- 
volved but  the  peripheral  bronchi  are  the 
originating  foci  more  frequently  than  com- 
monly considered.  The  right  side  is  involved 
slightly  more  frequently  than  the  left.  In  our 
147  pneumonectomy  cases  87  (59  per  cent) 
occurred  on  the  right  side  and  60  (41  per  cent) 
on  the  left.  It  is  of  interest  that  the  right 
lower  lobe,  the  right  upper  lobe,  and  the  left 
upper  lobe  were  involved  in  equal  frequency, 
36  cases  each  (24.5  per  cent).  The  left  lower 
lobe  was  involved  in  only  11.6  per  cent.  Pri- 
mary bronchogenic  neoplasia  extend  as  do 

* From  the  Department  of  Surgery,  School  of 
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other  malignant  tumors  by  direct  peripheral 
invasion  through  the  red  blood  stream  and 
through  the  lymphatics.  The  lymph  drainage 
is  to  the  regional  lymph  nodes  in  the  media- 
stinum. In  addition  to  the  above  mentioned 
methods  of  extension,  a primary  neoplasm 
of  the  bronchus  can  progress  by  intralumi- 
nary bronchial  extension  producing  meta- 
stases  in  the  peripheral  portions  of  the  lung. 
Another  possible  method  of  metastasis  is  by 
implantation,  either  during  aspiration  biopsy 
or  during  operation.  Primary  bronchogenic 
carcinomas  generally  are  relatively  slow 
growing  and  if  the  diagnosis  can  be  made 
relatively  early  the  prognosis  as  regards  cure 
following  pneumonectomy  is  good.  Several 
years  ago  Dr.  DeBakey  and  I,  in  a series  of 
3,047  collected  fatal  cases  of  bronchogenic 
carcinoma,  found  that  the  regional  lymph 
nodes  were  involved  in  72.9  per  cent.  Distant 
metastases  can  and  do  occur  in  the  advanced 
cases.  The  sites  of  metastases  are  the  liver, 
the  pleura,  the  opposite  lung,  the  bone,  the 
adrenals,  the  kidney,  brain,  heart,  and  peri- 
cardium. Metastases  to  the  skin  are  infre- 
quent but  because  they  are  so  readily  recog- 
nized and  because  they  can  be  removed 
easily  for  microscopic  study  they  should  al- 
ways be  looked  for.  Although  skin  metastases 
occurred  in  only  four  per  cent  of  our  cases 
they  were  important  because  they,  as  obvious 
evidence  of  systemic  involvement,  precluded 
the  possibility  of  a cure. 

The  clinical  manifestations  of  bronchogenic 
carcinoma  are  not  characteristic.  With  few 
exceptions  the  onset  is  insidious.  Usually 
there  is  a history  of  an  antecedent  respiratory 
tract  infection  which  is  not  unlike  an  in- 
fluenza or  lower  respiratory  tract  infection 
from  which  the  patient  does  not  recover  as  he 
normally  should.  Cough,  expectoration,  and 
pyrexia  continue.  Other  symptoms  are  he- 
moptysis, thoracic  discomfort,  and  wheezing. 
These  are  relatively  early  manifestations  of 
bronchogenic  carcinoma  and  in  a male  40 
years  of  age  or  older  justify  a presumptive 
diagnosis  of  bronchogenic  carcinoma  until  it 
can  be  ruled  out.  Any  respiratory  tract  infec- 
tion which  does  not  respond  within  a period 
of  a few  days  or  weeks  should  make  one  sus- 
picious of  bronchogenic  carcinoma.  Only  by 
suspecting  bronchogenic  carcinoma  in  such 
cases  can  an  early  diagnosis  be  made  and 


therapy  instituted  at  a time  while  the  lesion 
is  still  localized. 

The  late  manifestations  of  bronchogenic 
carcinoma  are  those  of  complications.  Fever, 
due  to  necrosis  of  the  tumor  with  the  pro- 
duction of  an  abscess  or  to  atelectasis  distal 
to  the  bronchial  obstruction  by  the  tumor  is 
a late  manifestation.  A lung  abscess  occur- 
ring in  an  older  male  person  without  a very 
definite  story  of  aspiration  of  foreign  ma- 
terial or  a frank  pneumonia  is  a bronchgenic 
carcinoma  until  proved  otherwise.  Thoracic 
pain  is  also  a late  manifestation  and  is  usually 
the  result  of  an  invasion  of  the  thoracic 
parietes  by  the  tumor.  In  a relatively  small 
group  of  cases  there  are  digestive  disturb- 
ances which  probably  are  due  to  involve- 
ment of  the  vagus  nerve  by  the  neoplastic 
process.  Emaciation  is  a late  or  terminal 
manifestation. 

Of  the  147  cases  in  which  pneumonectomy 
was  done  for  primary  bronchogenic  carci- 
noma 92  per  cent  had  a cough;  79.6  per  cent, 
weight  loss;  67  per  cent,  pain  in  the  chest;  61 
per  cent,  hemoptysis;  62  per  cent,  a history  of 
previous  respiratory  tract  infection;  57  per 
cent,  dyspnea;  25  per  cent,  weakness;  20  per 
cent,  wheezing;  10  per  cent,  voice  changes; 
and  5 per  cent,  night  sweats. 

The  diagnosis  of  bronchogenic  carcinoma 
is  not  difficult  if  the  physician  only  thinks  of 
its  possible  existence  and  attempts  to  confirm 
or  eliminate  it.  As  mentioned  above  an  un- 
explained thoracic  discomfort  in  a male  past 
40  years  of  age  should  be  considered  a bron- 
chogenic carcinoma  until  proved  otherwise. 
Of  great  value  in  the  diagnosis  of  broncho- 
genic carcinoma  is  roentgenography.  A 
shadow  in  the  lung  field  produced  by  the  tu- 
mor may  be  the  result  of  infiltration  of  the 
lung  parenchyma  by  the  tumor  or  as  a result 
of  atelectasis  of  the  lung  distal  to  bronchial 
obstruction  by  the  tumor.  In  the  latter  in- 
stance in  addition  to  the  massive  shadow 
there  is  displacement  of  the  mediastinum  and 
mediastinal  structures  toward  the  affected 
side  and  elevation  of  the  diaphragm  on  that 
side.  In  addition  to  plain  and  serial  roent- 
genograms which  are  of  importance  in  dif- 
ferentiating between  neoplastic  and  inflam- 
matory lesions,  bronchography  is  extremely 
valuable,  particularly  in  tumors  located  in 
the  upper  lobe  bronchi,  a position  which  can 
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not  be  readily  visualized  by  the  broncho- 
scopist.  In  our  series  of  147  cases  broncho- 
grams  were  performed  in  69.47  per  cent. 

Of  all  the  diagnostic  procedures  broncho- 
scopy probably  yields  more  information 
when  the  tumor  can  be  visualized  than  any 
other  method.  If  the  tumor  is  in  a main  stem 
bronchus  or  in  a lower  secondary  division 
the  bronchoscopist  is  able  not  only  to  visual- 
ize the  tumor  but  can  also  remove  a piece  of 
tissue  for  microscopic  examination.  Thus, 
positive  pathologic  diagnosis  can  be  made. 
In  our  series  of  147  pneumonectomy  cases 
bronchoscopy  was  done  in  125.  In  74  (59.2  per 
cent)  a biopsy  was  obtained  and  in  51  (44.8 
per  cent)  no  tumor  tissue  was  seen  which 
could  be  biopsied.  Of  the  74  in  which  biopsy 
was  obtained  it  was  positive  for  bronchogenic 
carcinoma  in  61  (82.4  per  cent)  and  negative 
in  13  (17.6  per  cent).  Unfortunately  there  are 
many  tumors  which  lie  in  the  periphery  of 
the  lung  beyond  the  bronchoscopic  reach  or 
in  the  upper  lobe  bronchi  which  are  not 
visible  bronchoscopically.  An  extremely  valu- 
able and  yet  only  relatively  recently  em- 
ployed diagnostic  method  is  the  cytologic 
examination  of  bronchial  secretion.  Exami- 
nation of  the  sputum  or  material  obtained 
during  bronchoscopic  examination,  using  the 
Papanicolaou  stain  gives  a high  percentage 
of  correct  diagnoses.  Thorascopy  is  a proce- 
dure which  is  of  more  prognostic  than  diag- 
nostic significance.  In  a patient  who  has 
pleural  effusion  not  only  is  it  desirable  to 
examine  the  centrifuged  fluid  for  tumor  cells 
but  thoracoscopy  will  frequently  prove  the 
presence  of  extension  of  the  tumor  to  the 
chest  wall.  Whereas  aspiration  biopsy  is 
ardently  advocated  by  some  and  is  valuable 
in  many  lesions  elsewhere,  we  are  of  the 
opinion  that  it  should  not  be  used  in  the  diag- 
nosis of  bronchogenic  carcinoma  because  of 
the  danger  of  implantation  of  tumor  cells 
along  the  site  of  the  aspirating  needle  which 
if  it  does  occur  precludes  curability  by  re- 
section. A final  diagnostic  procedure  is  thor- 
acic exploration.  Whereas  we  originally 
thought  that  a patient  with  a suspected 
bronchogenic  carcinoma  should  not  be  op- 
erated upon  unless  it  could  be  proved  pre- 
operatively,  we  now  believe  that  if  other- 
wise the  picture  suggests  a primary  broncho- 
genic carcinoma  the  patient  should  be  given 


the  advantage  of  thoracic  exploration  in 
order  to  prove  or  disprove  the  diagnosis. 
Occasionally-  in  an  individual  who  has  a le- 
sion limited  to  a single  lobe  in  which  there 
is  some  question  about  the  diagnosis,  particu- 
larly in  the  presence  of  suppuration,  a lobec- 
tomy is  done  as  a preliminary  procedure.  Im- 
mediate frozen  sections  are  made  of  the  le- 
sion in  the  resected  lobe  and  if  the  lesion 
proves  to  be  carcinoma  the  case  is  completed 
by  the  performance  of  a pneumonectomy. 

The  treatment  of  bronchogenic  carcinoma 
consists  of  pneumonectomy  with  extirpation 
of  the  mediastinal  nodes.  It  is  our  belief  that 
it  is  just  as  essential  to  perform  a pneumon- 
ectomy and  to  completely  extirpate  the  me- 
diastinal nodes  in  a patient  with  a broncho- 
genic carcinoma  as  it  is  to  remove  the  entire 
breast  and  axillary  nodes  in  a patient  with 
carcinoma  of  the  breast.  Whereas  there  are 
some  surgeons  who  believe  that  lobectomy  is 
indicated  in  certain  cases  of  malignant  di- 
sease of  the  lung,  we  are  of  the  opinion  that 
lobectomy  has  little  if  any  place  in  the  treat- 
ment of  primary  malignancy  of  the  lung. 
Only  by  the  radical  pneumonectomy  with 
complete  extirpation  of  the  mediastinal 
nodes  can  good  results  be  expected  in  the 
treatment  of  these  neoplasms. 

The  present  report  is  based  upon  a series 
of  412  cases  which  we  have  seen,  of  which 
121  (29.4  per  cent)  were  considered  inoper- 
able. Preoperative  evidence  of  inoperability 
has  been  the  subject  of  considerable  contro- 
versy by  thoracic  surgeons.  There  are  some 
surgeons  who  believe  that  involvement  of 
the  phrenic  and  recurrent  laryngeal  nerves 
is  indication  of  inoperability,  but  although 
we  would  agree  that  in  such  instances  many 
cases  will  be  found  not  to  be  resectable,  we 
are  convinced  that  to  deny  a patient  the  ad- 
vantage of  exploration  simply  because  he  has 
phrenic  or  recurrent  laryngeal  paralysis  is 
not  justified.  The  only  obvious  evidence  of 
inoperability  as  far  as  we  are  concerned  is 
definite  evidence  of,  distant  metastases,  i.  e. 
the  finding  of  skin  lesions,  the  finding  of 
tumor  cells  within  the  pleural  cavity,  and 
involvement  of  the  trachea  by  the  tumor  is 
evidence  of  inoperability.  Otherwise,  we  feel 
that  every  patient,  even  those  with  involve- 
ment of  the  recurrent  laryngeal  and  phrenic 
nerves,  should  be  given  the  advantage  of  an 
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exploration.  In  our  series  of  412  cases,  291 
were  considered  operable,  70.6  per  cent  of  the 
entire  group.  Forty-five  of  these  (15.5  per 
cent)  refused  surgery,  however,  and  246  were 
explored  (84.5  per  cent).  Thus,  of  the  412 
cases  of  bronchogenic  carcinoma  which  we 
have  seen,  59.7  per  cent  were  operated  on 
and  40.3  per  cent  were  not.  Of  the  246  ex- 
plored 99  (40.2  per  cent)  were  found  to  be  not 
resectable  because  of  the  extension  to  the 
vital  structures  such  as  the  aorta  or  the 
heart.  That  we  performed  pneumonectomies 
in  a large  number  of  cases  with  extensive  in- 
volvement is  shown  by  the  fact  that  in  18  (12 
per  cent)  ligation  of  the  pulmonary  vessels 
was  accomplished  within  the  pericardium;  in 
8 (5  per  cent)  suture  of  the  auricle  was 
necessary  because  the  tumor  had  extended 
along  the  hilar  vessels  to  the  heart:  9 (6  per 
cent)  had  extensive  involvement  of  the  dia- 
phragm, requiring  resection  of  massive  por- 
tions of  the  diaphragm;  and  8 (5  per  cent) 
had  extensive  involvement  of  the  chest  wall 
requiring  massive  resection  of  the  chest 
wall.  Of  the  99  cases  which  were  found  to  be 
not  resectable  on  exploration  23  (23.2  per 
cent)  died  within  the  hospital  and  76  (76.8 
per  cent)  left  the  hospital  alive.  Of  the  147 
cases  in  which  the  resection  was  possible, 
59.8  per  cent  of  those  operated  upon,  36  (24.5 
per  cent)  died  within  the  hospital  and  111 
(75.5  per  cent)  left  the  hospital  alive.  Of  the 
111  leaving  the  hospital  alive  63  (56.8  per 
cent)  have  subsequently  died  and  48  (43.2  per 
cent)  are  still  alive.  These  cases  include  all 
the  cases  which  we  have  operated  upon  from 
the  first  11  years  ago.  This  patient  incidenalty 
is  still  alive  and  well.  It  is  interesting  to  con- 
trast the  hospital  mortality  rates  before  and 
after  1942.  The  over  all  mortality  rate  is 
24.5  per  cent,  the  mortality  rate  before  1942 
was  46.4  per  cent,  and  in  the  119  cases  oper- 
ated upon  since  1942  the  mortality  rate  was 
19.3  per  cent.  The  period  of  hospitalization 
before  and  after  1942  is  also  considerably  dif- 
ferent. For  the  15  cases  operated  upon  before 
1942,  and  which  did  not  die  within  the  hos- 
pital, the  average  length  of  hospitalization 
was  32.3  days;  whereas,  in  the  96  operated 
upon  since  1942  the  average  hospitalization 
was  13.5  days.  In  the  147  cases  18  (12.2  per 
cent)  developed  an  empyema  and  8 (5.4  per 
cent)  had  the  main  stem  bronchus  open  up. 


The  36  hospital  deaths  are  of  interest:  17 
(47.2  per  cent)  were  cardiovascular,  14  of 
which  were  cardiac  and  3 pulmonary  embo- 
lism. Because  approximately  half  of  the  hos- 
pital deaths  were  the  result  of  cardiovascu- 
lar lesions  recently  we  have  added  a 
cardiologist  to  our  thoracic  team  and  hope 
that  in  the  future  the  incidence  of  these 
fatalities  can  be  decreased.  It  must  be  re- 
membered, however,  that  since  most  of  these 
patients  are  older  individuals  and  are  in  the 
age  group  in  which  cardiovascular  disease  is 
likely  to  occur  the  number  of  cardiovascular 
deaths  will  probably  remain  high  in  spite  of 
all  that  is  done.  Eleven  (30.6  per  cent)  of  the 
deaths  were  respiratory;  four  (11.1  per  cent) 
were  the  result  of  hemorrhage.  There  were 
four  deaths  which  were  due  to  miscellaneous 
causes;  one,  the  result  of  an  anesthetic;  one 
from  peritonitis,  due  to  rupture  of  the  in- 
testine because  of  an  associated  periarteritis 
nodosa;  one  death  was  the  result  of  a septi- 
cemia with  an  infarct,  and  one  was  due  to  a 
tension  pneumothorax.  Most  of  these  and  also 
those  due  to  hemorrhage  were  the  result  of 
technical  errors  and  occurred  in  the  earlier 
cases  and  can  and  should  be  obviated.  Of  the 
36  hospital  deaths,  one-third  occurred  within 
the  first  day,  19  per  cent  from  the  first  to  the 
fifth  day,  22  per  cent  from  the  sixth  to  the 
tenth  day. 

In  the  treatment  of  malignant  disease  one 
is  interested  not  only  in  getting  the  patient 
to  survive  an  operative  procedure  to  be  used 
in  therapy  but  also  is  interested  in  the  end 
result.  Of  the  123  cases  which  had  been  op- 
erated upon  six  months  or  longer  68  are  still 
alive  (55.3  per  cent.)  Of  107  operated  upon  a 
year  longer  41  (38.3  per  cent)  are  still  alive, 
and  of  30  operated  upon  5 years  or  longer  7 
(23.3  per  cent)  are  still  alive.  If  one  excludes 
the  hospital  deaths  in  these  cases  74  per  cent 
of  those  operated  upon  six  months  or  longer 
are  still  alive,  52  per  cent  of  those  operated 
upon  a year  are  alive,  and  44  per  cent  of  those 
operated  upon  5 years  or  longer  are  alive. 
When  one  realizes  that  in  this  series  of  cases 
the  diagnosis  was  made  late  as  evidenced  by 
the  high  percentage  of  patients  with  loss  of 
weight  and  thoracic  pain,  it  is  evident  that  a 
salvage  rate  of  almost  one-fourth  of  the  cases 
at  the  end  of  5 years  is  a very  good  record 
for  advanced  cases.  If  the  diagnosis  had  been 
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made  earlier,  and  certainly  the  diagnosis  of 
primary  bronchogenic  carcinoma  can  be  made 
early,  the  salvage  rate  would  have  been  and 
should  be  much  greater.  It  is  evident  from 
these  statistics  that  the  prognosis  in  bronch- 
ogenic carcinoma  is  not  as  bad  as  has  been 
thought  in  the  past  and  if  a relatively  early 
diagnosis  can  be  made  the  outlook  is  good. 
The  relatively  good  results  obtained  from 
pneumonectomy  in  bronchogenic  carcinoma, 
even  at  the  present  time  when  the  frequency 
of  bronchogenic  carcinoma  is  not  appreciated 
by  the  profession  generally,  is  shown  when 
compared  with  the  results  obtained  in  carci- 
noma of  the  stomach.  Gastric  carcinoma  is 
a lesion  with  which  every  practitioner  is 
familiar  and  although  it  is  a lesion  which  is 
frequently  suspected  and  diagnosed  the  pres- 
ent five-year  salvage  following  treatment  is 
not  good.  In  a series  of  collected  cases  ad- 
mitted to  various  hospitals  in  the  United 
States  in  which  a diagnosis  of  gastric  carci- 
noma was  made  only  50  per  cent  were  con- 
sidered operable.  Only  20  per  cent  of  the 
entire  group  were  resectable  and  only  17  per 
cent  survived  the  operation.  At  the  end  of 
five  years  only  five  per  cent  were  alive.  If 
one  compares  these  statistics  with  the  present 
statistics  obtained  in  the  treatment  of  carci- 
noma of  the  lung,  in  which  the  making  of  the 
diagnosis  has  been  delayed  60  per  cent  of  the 
patients  were  operable;  36  per  cent  were  re- 
sectable; 26  per  cent  survived  the  resection; 
and  8 per  cent  of  the  entire  group  were  alive 
at  the  end  of  five  years.  Undoubtedly  the  in- 
cidence of  five-year  salvage  can  be  greatly 
increased  if  the  medical  profession  becomes 
more  cognizant  of  the  frequency  with  which 
carcinoma  of  the  lung  occurs  and  suspects 
the  condition  at  a time  when  the  lesion  is 
still  limited  to  the  lung.  In  this  way  the 
five-year  salvage  can  be  increased  many 
times,  but  it  requires  the  early  recognition  of 
bronchogenic  carcinoma  and  the  appreciation 
by  the  general  practitioner  that  bronchogenic 
carcinoma  is  a common  lesion,  that  an 
unexplaimed  thoracic  discomfort  in  a male 
40  years  of  age  or  older  is  bronchogenic 
carcinoma  until  proved  otherwise.  Once  the 
condition  is  suspected  the  diagnosis  is  not 
difficult  and  when  a correct  diagnosis  has 
been  made  the  institution  of  adequate  therapy 
which  consists  of  pneumonectomy  with  the 


extirpation  of  the  regional  mediastinal  nodes 
will  result  in  a cure  in  a high  portion  of 
cases. 

Summary  and  Conclusions 

Primary  bronchogenic  carcinoma  is  a com- 
mon lesion  and  is  found  in  from  one  to  four 
per  cent  of  all  autopsies.  Its  incidence  is  in- 
creasing, probably  both  relatively  and  ab- 
solutely. 

The  clinical  manifestations  are  varied.  In 
unexplained  thoracic  discomfort  in  a male  40 
years  of  age  or  older  justifies  a diagnosis  of 
primary  bronchogenic  carcinoma  until  proved 
otherwise.  Cough,  hemopytysis  expectoration, 
and  thoracic  consciousness  are  frequent 
symptoms.  The  diagnosis  is  not  difficult  if 
the  condition  is  considered. 

The  treatment  consists  of  pneumonectomy 
and  removal  of  the  mediastinal  nodes.  The 
results,  although  far  from  satisfactory,  are 
much  better  than  commonly  thought.  Ap- 
proximately one-fourth  of  those  resected  are 
five-year  salvages.  The  results  from  the 
treatment  in  bronchogenic  carcinoma  are 
better  than  those  in  gastric  carcinoma. 

**  The  preceding  paper  was  presented  at  the  66th 
Annual  Meeting  of  the  South  Dakota  Medical 
Association,  Rapid  City,  June  1947. 


PHARMACY  OFFICERS  NEEDED  IN  U.  S. 

NAVY 

Rear  Adm.  Clifford  A.  Swanson  (MC)  USN, 
Surgeon  General  of  the  Navy,  announced 
that  480  pharmacy  officers  are  needed  to  fill 
established  billets  in  240  inactive  volunteer 
medical  reserve  divisions.  Under  present  law 
these  officers  must  be  drawn  from  men  cur- 
rently holding  commissions  in  the  Naval  Re- 
serve. However,  Admiral  Swanson  pointed 
out  that  professionally  qualified  pharmacists 
holding  line  or  other  staff  corps  commissions 
may  be  reclassified  in  the  Medical  Service 
Corps  (Reserve)  (Pharmacy)  and  accepted 
now  into  these  reserve  divisions. 

Admiral  Swanson  also  said  that  the  pharm- 
acy section  of  the  recently  created  Medical 
Service  Corps  has  opportunities  at  this  time 
for  more  than  50  pharmacy  officers  in  the 
regular  service.  These  officers  will  be 
assigned  to  Naval  Hospitals,  Naval  Medical 
Supply  Depots,  Naval  Hospital  Corps  Schools, 
District  Medical  Offices,  Marine  Corps  activi- 
ties and  possibly  on  hospital  ships. 

(Continued  on  Page  54) 


— 47  — 


Hypertension  and  Diabetes* 

by 

A.  C.  Grorud,  M.D.** 

Bismarck,  North  Dakota 


The  clinical  impression  that  a close  relation- 
ship obtains  between  essential  hypertension 
and  diabetes  mellitus  has  been  verified  by 
many  authors  during  the  past  few  years.  The 
incidence  of  hypertension  in  diabetics  is 
significantly  higher  than  in  non-diabetics. 

Edeiken  1 , in  a ten  year  study  of  one 
hundred  cases  of  diabetes  found  coexisting 
hypertension  in  38  per  cent.  All  of  his  cases 
with  hypertension  were  past  fifty  years  of 
age,  the  incidence  increasing  with  each  de- 
cade. Hypertension  was  twice  as  common  in 
women  as  in  men.  Furthermore,  it  was  ap- 
parently not  related  to  the  duration,  severity 
or  control  of  the  diabetes. 

John2,  reported  a series  of  1,828  cases  of 
diabetes  in  which  the  blood  pressure  was  not 
higher  than  the  expected  average  under  the 
age  of  forty.  Above  this  age,  the  blood 
pressures  were  remarkably  higher. 

Material  and  Method 

The  clinical  records  of  all  cases  of  diabetes 
seen  at  the  Quain  and  Ramstad  Clinic  from 
1937  to  1946,  inclusive,  were  studied  for  the 
presence  of  associated  hypertension.  Nephri- 
tic, renal  and  other  conditions  known  to  give 
a characteristic  elevation  of  blood  pressure 
were  not  included.  Only  cases  of  primary 
“essential”  hypertension  were  used.  The 
minimum  levels  of  150  systolic  and  90  diastolic 
were  chosen  as  the  criteria.  Since  most  of  the 
cases  were  seen  more  than  once,  the  blood 
pressure  trend  was  usually  readily  estab- 
lished. 

Results 

In  the  ten  year  period,  877  separate  cases  of 
diabetes  were  seen.  The  males  numbered  373, 
and  there  were  504  females.  A total  of  440, 
or  50.17  per  cent,  were  found  to  have  hyper- 
tension. There  was  94  cases  of  hypertension 
in  the  373  males,  which  gave  an  incidence  of 
25.2  per  cent.  In  the  504  female  diabetics, 
346,  or  68.65  per  cent,  had  associated  hyper- 
tension. 


Table  I 

Records  of  877  consecutive  cases  of 
diabetes  mellitus  seen  from  1937  to 
1946,  inclusive. 

Males 373 

Females 504 

Total  ....  ....  877 

Hypertension  and  diabetes  mellitus 
440 

Males  94  (25.2%) 

Females.  346  (68.65%) 

Total  440 


In  studying  the  incidence  by  age  groups,  it 
was  found  that  in  females  hypertension 
started  to  be  definitely  more  common  than  in 
the  expected  average  non-diabetic  in  the  46 
to  50  year  group.  It  reached  a peak  in  the  51 
to  55  year  group.  The  incidence  remained 
well  above  the  average  range  up  to  the  age 
of  sixty-five.  From  there  on  the  figures  were 
not  unusual. 

The  male  diabetics  showed  the  highest  in- 
cidence of  hypertension  in  the  61  to  65  year 
group,  and  was  no  greater  than  that  of  the 
non-diabetics. 

An  additional  general  observation  from  the 
records  of  those  seen  many  times  over  several 
years  was  the  fact  that  the  diabetes  almost 
always  preceded  the  onset  of  the  hyperten- 
sion. 

Correlations  Between  Hypertension  and 
Diabetes 

(1)  General  Incidence:  Both  are  common 
diseases.  There  are  an  estimated  one  million 
diabetics  in  this  country.  An  estimate  that 
as  high  as  50  per  cent  of  the  people  over  fifty 
years  of  age  have  hypertension  is  given  by 
Herndon3. 

* Read  before  the  North  Dakota  Regional  Meeting, 

American  College  of  Physicians,  at  Bismarck, 

North  Dakota,  on  September  13,  1947. 

**  From  the  Department  of  Internal  Medicine, 
Quain  & Ramstad  Clinic,  Bismarck,  North 
Dakota. 
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(2)  Heredily:  This  factor  is  well  known  in 
diabetes.  In  hypertension,  O’Hare  et  al4 
found  68  per  cent  of  300  cases  to  have  a posi- 
tive family  history  of  cardiovascular  disease 
as  compared  with  37  per  cent  in  a control 
series.  It  is  not  known  which  factors  are  in- 
herited — a hyper-reactive  vasomotor  system 
or  others.  Perhaps  an  endocrine  system 
stigma  is  carried  over.  At  any  rate,  it  is  be- 
lieved that  both  diseases  are  transmitted  as 
mendelian  characteristics. 

(3)  Obesity.  The  association,  if  not  a real 
etiological  factor,  of  obesity  with  both  dis- 
eases is  common  knowledge. 

(4)  Age:  The  onset  of  essential  hyperten- 
sion occurs  after  forty  and  before  seventy  in 
80  per  cent  of  the  cases5.  It  is  true  that  most 
cases  of  diabetes  become  apparent  in  middle 
age. 

Table  II 

Age  groups  of  those  with  diabetes  and 
hypertension 

Age  Males  Females 


(1) 

Under  26  years  - - 

1 

1 

(2) 

26  - 

30  years  - - - 

1 

0 

(3) 

31  - 

35  years  - - - 

2 

2 

(4) 

36  - 

40  years  - - - 

2 

15 

(5) 

41  - 

45  years  - - - 

5 

26 

(6) 

46  - 

50  years  - - - 

6 

59 

(7) 

51  - 

55  years  - - - 

10 

72 

(8) 

56  - 

60  years  

14 

63 

0) 

61  - 

65  years  

28 

63 

GO) 

66  - 

70  years  

13 

27 

(11) 

Over 

70  years  

12 

18 

Totals 

_ 94 

346 

(5)  Sex:  Hypertension  is  more  common  in 
women  than  men  by  a ratio  of  3:26.  Diabetes 
approximates  this  ratio  from  the  results  of 
this  study. 

(6)  Complications:  The  vascular  system  is 
the  site  of  the  more  important  complications 
in  both  diabetes  and  hypertension.  This  in- 

cludes arteriosclerosis  in  general  and  inter- 
capillary glomerulosclerosis  in  particular.  In 
hypertension,  the  degree  of  elevation  of  the 
blood  pressure  is  not  so  important  as  the 

duration  in  regard  to  vascular  damage.  The 

same  is  true  in  diabetes  where  the  time  ele- 
ment is  the  deciding  factor  in  the  appearance 

of  vascular  complications.  This  is  true  in 
spite  of  good  therapeutic  control.  Dolger7 

presents  evidence  that  the  present  day  treat- 


ment of  diabetes  has  failed  to  prevent  vascu- 
lar damage,  which  is  to  be  considered  as 
associated  phenomenon  of  the  disease  rather 
than  a complication. 

Gout  is  a fairly  common  complication  in 
both.  Theories  of  the  etiology  include  some 
endocrine  deficiency  and  a functional  distur- 
bance of  the  renal  sympathetics  (Grab- 
field8);  Levine  stated  that  gout  is  among  those 
diseases  which  may  predispose  to  hyperten- 
sion through  its  effect  on  blood  vessels.  Al- 
loxan, which  is  chemically  related  to  uric 
acid,  and  which  has  the  ability  to  produce 
total  diabetes  by  selective  destruction  of  the 
Beta  cells  of  the  pancreas,  may  have  signifi- 
cant implications. 

Discussion  of  Endocrine  Aspecis 

It  is  not  illogical  to  believe  that  endocrine 
dysfunction  underlies  the  state  of  essential 
hypertension.  When  the  true  etiology  is  un- 
covered, abnormal  endocrine  mechanisms 
will  likely  be  found  operating.  This  does  not 
conflict  with  Page’s  renal  humoral  theory 
wherein  the  vasopressor  substance  acts  as  the 
constrictor  stimulus  on  an  unbalanced  vaso- 
motor system10.  Herndon  stated,  “Hyper- 
tension may  be  regarded  as  a disturbance  of 
the  endocrine  function  of  the  kidney  in  which 
the  normal  balance  between  renin  formation 
and  secretion  into  the  blood  and  destruction 
of  the  effector  substance,  angiotonin,  is  dis- 
turbed.” 

I.  Pituitary  Gland 

Abnormal  functioning  of  the  anterior  lobe 
of  the  pituitary  gland  is  manifested  by  dis- 
ease and  syndromes  which  involve  the  regu- 
lation of  blood  pressure  and  blood  sugar. 

In  1931,  Houssay9  removed  the  hypo- 
physis of  a dog  and  found  him  to  be  markedly 
hypersensitive  to  insulin.  Furthermore,  when 
a depancreatized  animal  underwent  hypophy- 
sectomy,  it  was  learned  that  he  was  able  to 
live  quite  comfortably  in  a state  of  ahnelio- 
rated  diabetes.  Therefore,  the  intact  pituitary 
is  necessary  in  order  to  get  diabetes  from 
pancreatectomy. 

Young11  and  others  have  demonstrated 
the  diabetogenic  role  of  the  anterior  pituitary 
by  injections  in  experimental  animals.  The 
injection  of  large  amounts  of  anterior  pitui- 
tary extract  destroys  the  isles  of  Langerhans 
through  the  stimulation  of  a high  blood  sugar 
maintained  for  a period  of  time.  Further- 
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more,  Best12  prevented  the  development 
of  diabetes  in  dogs  receiving  anterior  pituitary 
extract  by  the  simultaneous  administration 
of  insulin.  An  antihormone  effect  is  produced 
(anterior  pituitary  hormone  versus  insulin). 

Griffith  and  his  associates13  claim  that 
there  are  two  recognized  groups  of  pituitary 
hypertension:  (1)  that  due  to  hyperactivity 
of  the  posterior  lobe  and,  (2)  the  type  result- 
ing from  increased  activity  of  both  lobes.  The 
first  is  diagnosed  by  bio-assay  for  anti-diuretic 
hormone  of  the  blood,  and  can  be  treated  by 
x-rays  or  by  injections  of  pitressin.  The 
beneficial  effects  of  the  latter  are  believed 
to  be  due  to  the  production  of  an  anti- 
hormone. Increased  activity  of  both  lobes  is 
discovered  by  bio-assay  for  gonadotropic  hor- 
mone in  addition  to  the  antidiuretic  assay. 
This  is  the  type  that  may  be  seen  at  the 
climacteric  in  both  sexes,  and  is  usually 
ameliorated  by  sex  hormone  therapy. 

Hutton  and  his  coworkers14  reported  a 
series  of  thirty-four  patients  having  both 
hypertension  and  diabetes  in  which  the 
diabetes  was  significantly  improved  in  fifty 
per  cent  following  irradiation  of  the  pituitary 
and  adrenal  areas. 

Pendergrass1 5 treated  142  patients  with 
hypertension  by  irradiation  of  the  pituitary 
gland.  Improvement  clinically  and  sphygmo- 
manometerally  approached  seventy-five  per 
cent. 

Ziskin16  demonstrated  the  pituitary 
glands  of  hypertensives  to  be  larger  than 
normal,  as  measured  by  roentgenograms. 

In  Simmond’s  disease  (pituitary  cachexia) 
the  findings  of  hypoglycemia  and  hypotension 
are  exactly  opposite  to  the  pathognomonic 
features  of  diabetes  and  hypertension. 

Thirty-five  percent  of  acromegaliacs  have 
diabetes,  and  the  percentage  rises  to  sixty  in 
these  women  at  the  menopause. 

Cushing’s  syndrome  (pituitary  basophilism 
and/or  adrenal  cortical  tumor)  shows  con- 
comittant diabetes  in  sixty  per  cent.  Hyper- 
tension here  is  a part  of  the  complex. 

II.  Adrenal  Gland 

The  cortical  hormones  are  more  prominent 
in  this  consideration.  However,  a rapid  drop 
in  blood  sugar  stimulates  the  adrenal  med- 
ulla, the  liberated  epinephrine  causing  glyco- 
genolysis  from  the  liver.  In  hyperadrenalism 
due  to  pheochromocytomas,  paroxysmal 


hypertension  with  glycosuria,  due  to  the 
glycogenolytic  effects  of  epinephrine,  is  seen. 

The  cortical  hormones  have  two  recognized 
important  functions:  (1)  regulation  of  renal 
thresholds  for  electrolytes,  and  (2)  control 
over  the  formation  of  carbohydrate  from 
protein  (neoglucogenesis)  and  upon  the  util- 
ization of  carbohydrate  in  the  body.  It  ap- 
pears plausible  that  the  blood  levels  of  corti- 
cal hormones  regulate  the  anterior  pituitary 
secretion  of  adrenotropic  hormone,  since  it 
has  been  shown  that  the  removal  of  the  an- 
terior lobe  results  in  adrenal  atrophy.  Also, 
the  administration  of  adrenotropic  hormone 
of  the  anterior  pituitary  causes  hyertrophy 
of  the  adrenal  cortex  (Tepperman-Engel  and 
Long17. 


NO  Table  III 

CASES  NUMBER  OF  CASES  B¥  SEX  AND  AGE  GROUPS 


GROtTPS 

Long18  reported  evidence  of  impaired 
carbohydrate  metabolism  in  fifty  per  cent  of 
55  cases  of  adrenal  cortex  tumors  and  cortical 
hyperplasia,  indicating  an  anti-insulin  action. 
Hyperadrenocorticism  is  known  to  show 
hypergluconeogenesis.  A corollary  is  Addi- 
son’s disease,  where  the  failure  of  this  pro- 
cess is  a factor  in  producing  hypoglycemia. 
The  development  of  hypertension  has  been 
observed  in  the  treatment  of  Addison’s  disease 
with  desoxycorticosterone. 

As  stated  before,  only  mild  diabetes  results 
following  pancreatectomy  in  hypophysectom- 
ized  animals.  Long19  demonstrated  a simi- 
lar effect  by  removing  the  adrenal  cortices  in 
depancreatized  animals.  Therefore,  the  ad- 
renal cortex  must  be  intact  to  get  diabetes 
in  depancreatized  animals,  and  the  anterior 
pituitary  mediates  its  effects  through  the 
cortex. 
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Russi  et  al2°  found  131  cases  having  small 
adrenal  cortical  adenomas,  constituting  1.45 
per  cent  of  a series  of  9,000  autopsies.  Hyper- 
tension and  diabetes  were  five  times  as  fre- 
quent in  these  patients  as  in  the  general 
autopsy  records.  In  addition,  diabetes  and 
hypertension  were  often  present  in  the  same 
case. 

The  treatment  of  hypertension  by  the  use 
of  low  sodium  diets  has  given  good  subjective 
results  and  a definite  lowering  of  the  blood 
pressure  level  in  forty  to  fifty  per  cent  of 
the  cases,  according  to  different  series. 
Bryant21  and  others  have  used  this  method 
successfully.  The  rationale  rests  on  the 
theory  that  a state  of  sodium  retention  exists 
in  hypertension,  and  the  adrenal  cortex 
governs  sodium  metabolism. 

III.  Thyroid  Gland 

Although  there  are  often  marked  distur- 
bances in  carbohydrate  metabolism  in  hyper- 
thyroidism, which  do  not  represent  diabetes 
mellitus,  Wilder5  gives  the  incidence  of 
diabetes  complicating  toxic  goiters  to  be  3.2 
per  cent.  Thyroxin  is  known  to  have  an  anti- 
insulin effect.  The  elevation  of  blood  pressure 
in  thyrotoxicosis  is  well  known,  although  it 
is  not  the  same  as  essential  hypertension.  On 
the  other  hand,  hypothyroidism  usually  ex- 
hibits low  blood  pressure  and  lower  than 
average  blood  sugar  levels. 

IV.  Gonads 

From  the  results  of  this  paper,  both  dia- 
betes and  hypertension  are  most  common 
after  the  climacteric  in  both  sexes.  Theoretic- 
ally, with  involution  of  the  gonads,  stimula- 
tion of  the  anterior  pituitary  occurs  which,  in 
turn,  stimulates  the  adrenal  cortex  with  re- 
sultant vasoconstriction  and  hypertension 
(and  often  diabetes).  It  is  a clinical  fact  that 
both  diabetes  and  hypertension  are  better 
controlled  by  the  adjuvant  use  of  sex  hor- 
mone therapy  when  indicated. 

In  the  toxemias  of  pregnancy,  hypertension 
is  a conspicuous  finding.  The  most  usual 
origin  of  toxemia  is  thought  to  be  placental 
and,  therefore,  endocrine,  although  renal 
damage  often  supervenes.  It  is  perhaps 
significant  that  toxemias  are  four  to  five 
times  more  common  than  average  in  both 
diabetics  and  hypertensives. 


SUMMARY  AND  CONCLUSIONS 

1.  Hypertension  is  present  in  68  per  cent  of 
diabetic  women,  becoming  apparent  in 
the  majority  of  cases  after  the  menopause. 

2.  The  incidence  of  hypertension  in  male 
diabetics  is  highest  after  the  climacteric, 
but  no  more  so  than  in  the  expected 
average  non-diabetics. 

3.  Diseases  and  syndromes  of  the  anterior 
pituitary,  adrenal  cortex  and  thyroid 
which  are  manifestations  of  hyperfunction 
tend  to  produce  both  elevation  of  the 
blood  pressure  and  the  blood  sugar. 
Conditions  characterized  by  hypofunc- 
tion  of  these  endocrine  glands  typically 
reveal  low  blood  pressure  and  low  blood 
sugar. 

4.  Diabetes  mellitus  and  essential  hyperten- 
sion have  so  many  endocrine  implications, 
as  well  as  predisposing  factors,  in  common 
that  abnormal  endocrine  interrelation- 
ships and  functions  are  suggested  in  their 
etiologies.  Subclinical  functional  over- 
activity of  the  anterior  pituitary,  med- 
iated through  the  adrenal  cortex,  and  with 
secondary  effects  on  the  gonads,  pan- 
creas and  other  endocrine  glands,  may  be 
very  significant  in  this  respect.  The 
exact  mechanisms  remain  to  be  revealed. 
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To  this  audience  it  should  be  unnecessary 
to  report  that  there  is  a growing  interest  in 
the  present  problems  and  the  future  of  the 
general  practitioner. 

Attention  to  this  important  subject  has  no 
doubt  been  aroused  chiefly  by  two  things: — 

1.  The  diminishing  number  of  general  prac- 
titioners, in  rural  areas  (notably  in  the 
small  towns  which  in  former  years  had 
one  or  more  physicians),  and 

2.  The  relatively  rapid  increase  in  the  num- 
ber of  certified  specialists,  and  also  the 
large  number  of  medical  students  and 
physicians  discharged  from  the  Armed 
Forces  who  have  indicated  their  in- 
tentions of  becoming  specialists. 

There  are  at  present  sixteen  approved  ex- 
amining boards  in  medical  specialties,  and 
some  of  these  now  provide  for  examinations 
in  sub-specialties.  As  of  March  1,  1947,  28,476 
certificates  had  been  awarded  by  the  various 
boards.  This  figure  includes  those  who  have 
died  and  those  who  have  retired  from  prac- 
tice. However,  the  “Directory  of  Medical 
Specialists”  lists  24,028  specialists  certified 
prior  to  November  1945  and  this  figure  repre- 
sents only  those  living  at  the  time  of  publica- 
tion in  1946,  although  it  does  include  those 
retired  from  active  practice.  On  the  other 
hand,  only  two  of  the  sixteen  boards  were  in- 
corporated prior  to  1930,  so  it  should  be  fair 
to  assume  that  with  the  numbers  added  since 
November  1945,  there  are  approximately  25,- 
000  living  and  active  certified  specialists  in 
the  United  States.  A recent  estimate  from  the 
American  Medical  Association  indicates  that 
the  total  number  of  practicing  physicians  is 
160,000. 

In  other  words  there  is  one  specialist  for 
each  6.4  physicians  in  this  country  and  that 
ratio  is  evidently  getting  larger. 

From  March  1,  1946  to  the  same  date  in 
1947,  2,404  certificates  in  specialties  were 


awarded.  The  number  of  medical  school 
graduates  during  a like  period,  June  1,  1946 
to  June  30,  1947,  was  6,389  (This  figure  repre- 
sents a period  of  13  months  and  includes  10 
schools  which  graduated  2 classes  during  that 
time,  hence  is  relatively  larger  than  an 
average  year).  Even  so,  the  present  ratio,  as 
indicated  by  these  latest  figures,  shows  that 
for  each  specialist  certified  there  were  only 
2.6  medical  students  graduated. 

These  figures  are  not  given  necessarily  to 
prove  anything  in  particular,  but  they  do 
show  a definite,  if  not  overwhelming,  trend 
toward  specialization,  and  everyone  cannot 
be  a specialist  if  we  are  to  maintain  our  pres- 
ent concepts  of  the  practice  of  medicine. 

At  the  last  annual  assembly  of  the  Omaha 
Mid-West  Clinical  Society  in  October  of  this 
year  a round  table  discussion  was  held  on  the 
subject  “What  is  being  done  about  the  present 
problems  and  the  future  of  the  general  prac- 
titioner.” Among  other  subjects,  over-special- 
ization was  discussed  and  some  very  good 
points  on  this  were  brought  out  by  Mr.  M.  C. 
Smith,  Executive  Secretary  of  the  Nebraska 
State  Medical  Association. 

The  same  subject  was  discussed  at  a recent 
meeting  of  the  Association  of  American  Med- 
ical Colleges.  It  was  shown  there  that  at 
least  some  of  the  Specialty  Boards  are  be- 
coming quite  concerned  about  the  present 
trend  and  are  hoping  that  in  some  way  it 
might  be  stemmed  to  a certain  extent. 

From  what  has  been  said  it  would  seem 
that  we  are  facing  a problem  of  over-special- 
ization or  too  many  specialists.  On  the  other 
hand,  perhaps  this  could  rather  be  looked 
upon  as  a problem  of  too  few  general  prac- 
titioners. We  all  know  that  there  is  still  a 
great  demand  for  specialists,  especially  in 
certain  categories,  and  in  certain  parts  of  the 

* Prepared  for  presentation  at  the  North  Central 

Conference,  November  1947,  at  St.  Paul,  Minn. 


52 


FEBRUARY  1948 


country.  There  are  definitely  not  too  many 
specialists  in  South  Dakota,  and  quite  a few 
more,  properly  distributed  or  located,  could 
be  very  useful,  not  only  to  themselves,  but 
to  the  general  practitioners  now  there,  and 
what  after  all  is  the  most  important  of  all, 
to  the  people  of  South  Dakota.  (This  should 
not  be  interpreted  to  mean  that  the  people  of 
South  Dakota  are  suffering  from  lack  of 
medical  or  specialists  care,  but  to  many  of 
them  it  not  only  entails  great  inconvenience, 
but  to  my  way  of  thinking,  unnecessary  hard- 
ships in  order  for  them  to  reach  certain  types 
of  specialists,  — notably  ophthalmologists, 
otolaryngologists  and  psychiatrists.) 

Consequently,  with  specialists  as  well  as 
general  practitioners  perhaps  the  really  great 
problem  is  that  of  proper  distribution. 

This  brief  discourse  was  in  no  way  intended 
to  state  a problem  and  then  point  out  the 
solution. 

However,  a few  suggestions  pertaining  to 
the  solution  will  be  offered: 

1.  The  A.M.A.  or  the  Advisory  Board  for 
Medical  Specialties  should  make  an 
attempt  to  determine  the  optimum  num- 
ber of  specialists  needed.  This  of  course 
should  include  not  only  the  number  of 
each  type  needed,  but  (and  of  the  utmost 
importance)  where  they  are  needed. 
Naturally  this  would  be  quite  an  under- 
taking, but  it  should  not  be  too  difficult. 
(The  Armed  Forces  had  definite,  even 
though  misguided,  ideas  about  how  many 
physicians  they  should  have  for  each  100 
men.  Also  Procurement  and  Assignment 
Services  worked  out  their  problems  on 
the  basis  of  ratios,  1 physician  for  each 
1,500  civilians.) 

2.  The  same  thing  should  be  done  concern- 
ing general  practitioners;  that  is,  the 
optimum  number  needed  and  again 
where  they  are  needed. 

3.  This  information  should  always  be  kept 
up  to  date  and  it  should  also  be  given 
great  publicity  among  medical  students. 
In  fact,  at  least  a few  lectures  on  the 
subject  could  well  be  given  to  the  sen- 
ior class,  with  great  emphasis  being 
placed  on  where  they  are  needed. 

4.  Medical  schools  might  very  well  arrange 
their  curricula  to  allow  for  considerable 
more  time  in  teaching  medical  history 


and  ethics.  For  example,  how  many  med- 
ical students  have  been  taught  the  pre- 
cepts of  Hippocrates,  especially  this  one? 
“Sometimes  give  your  services  for  noth- 
ing, calling  to  mind  a previous  benefac- 
tion. And  if  there  be  an  opportunity  of 
serving  one  who  is  a stranger  in  financial 
straits,  give  full  assistance  to  all  such. 
For  where  there  is  love  of  man,  there 
is  also  love  of  art.  For  some  patients, 
though  conscious  that  their  condition  is 
perilous,  recover  their  health  simply 
through  their  contentment  with  the 
goodness  of  the  physician.  And  it  is  well 
to  superintend  the  sick  to  make  them 
well,  to  care  for  the  healthy  to  keep 
them  well,  but  also  to  care  for  one’s  own 
self,  so  as  to  observe  what  is  seemly.” 
It  would  not  hurt  to  point  out  that 
medicine  had  its  origin  in  the  ancient 
temples,  and  although  the  teaching  of 
medicine  is  now  practically  completely 
separated  from  religion,  it  is  still  based 
entirely  on  service  to  mankind.  It  has 
been  said  “The  right  to  serve  is  man’s 
one  freedom  that  must  never  be  denied. 
For  out  of  free  men’s  devotion  to  their 
self-appointed  tasks  have  come  the  great 
gifts  to  all  mankind.”  - 

There  could  be  nothing  wrong  with  at- 
tempting to  instill  in  these  students  more 
of  the  higher  values  in  life,  and  espec- 
ially keep  before  them  this  question, 
“Where  am  I needed,  not  just  where  do 
I want  to  go.” 

5.  As  for  the  specialty  boards,  they  might 
consider  two  things.  One,  encourage 
these  young  men  to  go  out  into  general 
practice  for  awhile.  Arrange  in  some 
way  to  give  them  some  credit  for  a few 
years  in  that  type  of  work.  Do  not  re- 
strict them  on  age.  Enough  of  them  will 
no  doubt  return  to  become  specialists  and 
perhaps  a few  of  them  will  learn  to  love 
their  work  and  the  people  they  serve  so 
well  that  they  will  stay  in  general  prac- 
tice. Those  who  go  out  and  then  return 
might  even  become  better  specialists 
than  otherwise,  for  I am  sure  that  quite 
a few  of  our  most  eminent  ones  started 
out  in  general  practice. 

The  other  thing  that  specialty  boards 
might  consider  is  that  in  some  respects 
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perhaps  they  are  too  restrictive.  The 
American  Board  of  Surgery,  for  ex- 
ample, requires  that  one  limit  his  work 
entirely  to  surgery  before  being  eligible 
for  certification.  If  that  rule  had  been 
followed  in  the  past  we  would  have 
quite  a few  less  diplomates  of  their 
board  at  present  and  if  it  is  held  to  in 
the  future  it  cannot  help  but  influence  at 
least  the  distribution  of  competent  sur- 
geons if  not  their  actual  numbers. 

In  the  latest  volume  published  by  the 
South  Dakota  Historical  Society  there  is 
a biographical  sketch  of  Dr.  Theodore  F. 
Riggs  of  Pierre.  The  final  paragraph  is 
a quotation  from  Dr.  Richard  W.  T. 
Linde,  Chief  Gynecologist  of  Johns  Hop- 
kins Hospital:  “I  have  known  Dr.  Riggs 
for  twenty-five  years,  and  he  is  an  out- 
standing surgeon,  in  fact,  I know  of  no 
one  who  does  better  general  surgery  in 
the  broad  sense  than  Dr.  Riggs.  The 
State  of  South  Dakota  can  feel  very 
happy  that  a man  of  Dr.  Riggs’  training 
and  ability  chose  to  spend  his  life  in  a 
frontier  community  rather  than  stay  in 
one  of  the  large  cities.  Since  having  a 
short  professional  association  with  Dr. 
Riggs  twenty-five  years  ago,  I have  sent 
him  an  assistant  from  the  Johns  Hopkins 
Hospital  almost  every  year.  I happen  to 
know  that  each  one  of  these  assistants 
regards  Dr.  Riggs  as  highly  as  I do.” 
Dr.  Riggs,  of  course,  is  not  interested  in 
becoming  a diplomate  of  the  American 
Board  of  Surgery  for  he  already  is  one. 
On  the  other  hand  he  would  no  doubt 
readily  admit  that  his  practice  is  not 
strictly  limited  to  surgery  and  so  as  of 
this  day  he  would  not  be  eligible  to  be- 
come one. 

Some  of  the  above  suggestions  may  sound 
a little  idealistic,  but  in  this  atomic  age  of 
international  confusion  and  disillusionment 
we  could  all  do  much  worse  than  to  attempt 
in  every  way  to  elevate  our  profession  further 
and  further  toward  the  ultimate  goal  of 
American  Medicine.  “The  best  medical  care, 
made  available  to  all  the  people,  — not  only 
of  these  United  States,  but  to  all  the  World.” 
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The  Surgeon  General  said  it  is  contem- 
plated that  pharmacy  officers  will  supervise 
operating  pharmacy  services;  have  assign- 
ments in  connection  with  the  procurement, 
distribution,  storage  and  issuance  of  medical 
supplies;  teaching  in  Naval  Hospital  Corps 
Schools  and  other  similar  duties  which  would 
utilize  their  professional  training. 

Under  present  law  and  regulations,  active 
and  inactive  naval  reserve  officers,  holding 
B.S.  degrees  in  pharmacy  may  apply  for 
change  of  classification  and  immediate  in- 
tegration into  the  Medical  Service  Corps  of 
the  regular  Navy,  in  their  present  temporary 
rank.  Admiral  Swanson  said  that  while  appli- 
cations can  not  be  accepted  at  this  time  from 
other  than  reserve  or  temporary  officers, 
legislation  has  been  proposed  which,  if  en- 
acted into  law,  will  permit  qualified  B.S.  de- 
gree pharmacists  under  32  years  of  age,  to 
apply  for  commissioning  in  the  regular  Navy, 
directly  from  civilian  status. 

The  Surgeon  General  urged  all  qualified 
pharmacist’s,  holding  commissions  in  any 
branch  of  the  Naval  Reserve,  to  consider  his 
announcement  an  invitation  to  apply  for 
designation  as  a pharmacy  officer  in  the 
Medical  Service  Corps  of  the  regular  Navy. 
Interested  reserve  officers  may  submit  a 
(Continued  on  page  62) 
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The  Treatment  of  the  Sequelae  of 
Phlegmasia  Alba  Dolens 

By  JOHN  E.  SUMMERS,  M.D.,  Associate  in  Anatomy 
School  of  Medicine,  University  of  South  Dakota,  Vermillion,  South  Dakota 


Phlegmasia  Alba  Dolens,  or  milk  leg,  has 
been  a common  complication  of  the  puerper- 
ium,  the  post-operative  period,  and  of  pro- 
longed bed  rest  in  the  older  group  of  medical 
patients.  This  thrombophlebitis  occurring  in 
the  deep  and  communicating  veins  perman- 
ently damages  the  vein  wall  and  valves,  in- 
terfering with  the  hemodynamics  of  the  lower 
extremity,  and,  in  the  majority  of  cases,  re- 
sults in  the  postphlebitic  syndrome.  The 
postphlebetic  syndrome  is  characterized  by 
swelling,  induration,  pigmentation  and  ulcer- 
ation of  the  skin  and  subcutaneous  tissues  of 
the  lower  leg. 

The  Normal  Circulation  of  Venous  Blood 
in  the  Lower  Extremity 

Normally  the  veins  of  the  lower  extremity, 
which  consist  of  the  deep  veins,  (posterior 
tibial,  peroneal,  anterior  tibial,  popliteal  and 
femoral  veins),  the  communicating  and  the 
superficial  veins  (the  greater  and  lesser 
saphenous  veins),  are  valved.  The  valves  of 
the  deep  veins  are  more  numerous  than  those 
of  the  superficial  systems  of  veins.  The  deep 
veins  of  the  leg  are  well  supported  by  the 
surrounding  muscles  and  fascia,  whereas  the 
superficial  veins,  lying  in  the  subcutaneous 
tissue,  do  not  have  this  strong  support. 

Due  to  the  hydrostatic  pressure  consequent 
on  the  erect  position  the  venous  return  from 
the  lower  extremity  is  rendered  more  diffi- 
cult as  compared  with  the  venous  return 
from  other  parts  of  the  body.  A very  im- 
portant part  in  the  venous  return  is  played 
by  the  muscles  of  the  lower  extremity.  By 
their  contraction  and  relaxation,  the  valves, 
being  competent,  they  raise  the  blood  in  the 
deep  veins  and  aspirate,  through  the  com- 
municating veins,  the  blood  in  the  saphenous 
systems  of  veins. 

The  Abnormal  Circulation  of  Venous  Blood 
in  the  Lower  Extremity 

An  increase  in  intra-abdominal  pressure 
impedes  the  venous  return  from  the  lower 
extremity.  The  repeated  hammering  action 


of  the  column  of  blood  pushed  down  through 
the  femoral  vein  increases  in  the  intra- 
abdominal pressure  especially  effects  the 
great  saphenous  vein.  Due  to  the  relatively 
poor  support  of  the  great  saphenous  vein  by 
the  subcutaneous  tissue,  this  force  eventually 
causes  dilatation  of  the  vein  and  the  develop- 
ment of  superficial  varicosities.  These  var- 
icosities may  or  may  not  be  associated  with 
swelling,  pigmentation,  induration  and  ulcera- 
tion of  the  lower  leg  depending  upon  the 
competency  of  the  valves  of  the  communica- 
ting veins. 

In  Phlegmasia  Alba  Dolens,  or  milk  leg, 
the  deep  (Iliofemoral  thrombophlebitis 
usually)  veins  are  thrombosed.  This  throm- 
bosis may  involve  the  communicating  veins. 
Due  to  this  obstruction  of  the  deep  veins,  in 
the  acute  phase,  the  lower  extremity  becomes 
swollen  and  painful.  The  superficial  veins 
dilate  in  order  to  return  the  venous  blood 
from  the  lower  extremity.  After  the  acute 
inflammatory  process  subsides,  recanaliza- 
tion of  the  deep  veins  occurs  but  the  valves 
have  been  seriously  injured  and  the  vein 
walls  have  become  hardened  and  thickened. 
During  the  acute  phase  of  the  disease  the 
superficial  venous  systems  are  usually  dilated 
with  the  development  of  superficial  varicosi- 
ties, but,  this  does  not  always  occur. 

In  the  chronic  phase  of  deep  thrombophle- 
bitis, one  is  confronted  with  a deep  system  of 
veins  whose  valves  have  been  rendered  in- 
competent and  whose  walls  are  rigid,  with 
incompetent  communicating  veins  and 
usually,  with  superficial  varicosities. 

In  such  an  extremity,  when  the  pumping 
action  of  the  muscles  of  the  leg  occurs  during 
walking  the  blood  is  not  raised  in  the  deep 
veins  as  normally  occurs,  but  is  squeezed  out 
into  the  superficial  veins.  During  quiet 
standing  the  venous  return  is  impeded  to  an 
even  greater  degree.  This  stagnation  of 
blood  gives  rise  to  the  postphlebitic  syndrome, 
i,e.,  swelling,  pigmentation,  induration,  and 
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ulceration  of  the  lower  part  of  the  leg. 

Methods  of  Treatment  of  the  Postphlebitic 
Syndrome 

Leg  ulceration  due  to  varices  of  the  super- 
ficial venous  systems  is  satisfactorily  treated 
by  surgical  removal  of  the  greater  saphenous 
vein,  and,  if  it  is  involved,  the  lesser  saphen- 
ous vein.  In  addition,  any  incompetent  com- 
municating veins  must  be  interrupted. 

In  leg  ulceration  following  phlegmasia  alba 
dolens  the  situation  is  different  in  that  one 
is  dealing  with  an  extremity  whose  deep  and 
communicating  veins  have  been  permanently 
damaged.  Most  methods  of  treatment  of 
postphlebitic  ulceration  include  a thorough 
removal  of  the  superficial  varicosities  and 
communicating  veins. 

Excision  of  the  Varicose  Veins  and  of  the 
Ulcerated  Area  With  Skin  Grafting  of  the 
Defect 

Thorough  removal  of  the  superficial 
varices,  beginning  with  a careful  dissection 
at  the  sapheno-femoral  vein  junction  and 
wide  and  deep  excision  of  the  ulcerated  area 
with  immediate  or  delayed  skin  grafting  of 
the  defect  has  been  practiced  by  Homans9, 
Trout23,  Owens18,  Heller7,  and  deTakats5. 
Excision  of  the  Varicose  Veins  and  of  the 
Communicating  Veins  of  the  Leg  and  Thigh 

Madelung14  in  1884,  through  a long  in- 
cision on  the  medial  surface  of  the  leg,  from 
the  knee  to  the  internal  malleolus,  excised 
the  great  saphenous  vein  and  all  of  its  com- 
munications in  the  leg.  This  operation  has 
been  elaborated  upon  by  Linton13  to  in- 
clude the  complete  removal  of  the  greater 
and  lesser  saphenous  veins  followed,  at  a 
second  stage,  by  a complete  excision  of  all 
of  the  deep  communicating  veins  of  the 
greater  saphenous  vein  in  the  leg. 

Removal  of  the  Varicose  Veins  and  Ligation 
of  the  Femoral  Vein 

The  removal  of  the  superficial  varices  and 
the  ligation  of  the  femoral  vein  has  been  re- 
ported by  Buxton  and  Coller4,  Homans10, 
Linton13  and  Rees  and  Slevin20.  This 
operation  was  based  on  the  idea  that  since 
the  deep  femoral  vein  had  been  converted, 
by  the  previous  thrombosis,  into  a pipe  de- 
void of  valves,  it  was  not  only  useless  but 
detrimental  to  the  venous  circulation  of  the 
lower  extremity.  Ligation  of  the  femoral 


vein  and  excision  of  the  superficial  varicosi- 
ties would  cause  the  collateral  veins  to  dilate 
and,  somehow,  this  would  improve  the  ven- 
ous return.  The  logic  of  this  operation  is  open 
to  question. 

Sympathectomy 

Lumbar  sympathectomy  for  postphlebitic 
ulceration  has  been  performed  by  Adams1, 
Schumacker21,  Smithy22,  Gravelle  and 
O’Donnell6,  and  deTakats5.  The  reports 
are  not  encouraging.  In  view  of  the  pathology 
discussed  above,  interruption  of  the  vasocon- 
strictor fibers  is  not  especially  indicated.  In 
the  acute  phase  of  deep  thrombophlebitis  in- 
terruption of  the  sympathetic  nerve  supply 
to  the  lower  extremity,  by  procaine  block 
of  the  lumbar  sympathetic  chain,  is  definitely 
beneficial1 7 . 

Compression  Bandages 

Since  the  main  factor  in  the  production  of 
the  postphlebitic  syndrome  is  venous  stasis, 
it  follows  that  measures  to  relieve  this  ven- 
ous stagnation  will  allow  the  ulcer  to  heal. 
Elevation  of  the  extremity  for  a long  period 
of  time  will  usually  accomplish  this  purpose. 
A still  better  method  is  the  application  of  an 
inelastic  but  pliable  dressing  to  the  foot, 
ankle,  and  leg,  the  patient  remaining  ambula- 
tory. This  is  not  a new  method  of  treatment 
2,  3,  8,  9,  16,  18,  Various  types  of  bandages 
have  been  devised  but  the  one  that  gives 
adequate  support  and  practically  always  per- 
mits healing  of  the  ulcer  is  the  Unna  paste 
boot. 

Formula  for  Unna's  Paste 

To  make  3V2  pounds  of  the  paste  the  follow- 
ing quantities  of  ingredients  are  necessary. 
Glycerin  ...  712  c.  c. 

Gelatin  312  Grams 

Zinc  Oxide  125  Grams 

Water  950  c.  c. 

The  gelatin  is  melted  in  the  heated  water 
over  a water  bath.  The  glycerin  and  zinc 
oxide  are  then  added  while  the  mixture  is 
being  stirred.  The  paste  jells  on  cooling.  It  is 
reliqufied  by  heating  over  the  water  bath 
just  prior  to  its  use. 

Application  of  the  Unna  Boot 

The  boot  is  best  applied  in  the  morning  or 
after  the  affected  extremity  has  been  elevated 
for  a period  of  time  so  that  edema  will  be  at 
a minimum. 

The  leg  is  cleansed  and  a simple  dressing 
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of  any  type  is  placed  over  the  ulcer. 

Using  two  inch,  plain,  white,  gauze  roller 
bandage,  and  beginning  at  the  metatarso- 
phalangeal joints,  the  entire  foot,  ankle  and 
leg,  to  the  knee,  is  snugly  and  neatly 
bandaged.  It  is  important  to  include  both 
the  internal  and  external  malleoli  of  that  ex- 
tremity, otherwise,  swelling  will  occur  at  the 
unbandaged  areas. 

Next,  a coat  of  the  warm  Unna’s  paste  is 
brushed  on  the  gauze  bandage. 

A second  layer  of  two  inch  gauze  bandage 
is  applied.  A second  coat  of  Unna’s  paste  is 
applied  and  a third  and  fourth  layer  of  gauze 
bandage  is  wrapped  around  the  lower  ex- 
tremity. One  may  place,  for  cosmetic  pur- 
poses, a final  bandage  of  paper  and  wind  a 
few  strips  of  V2”  adhesive  tape  obliquely 
over  this  to  hold  it  in  place. 

Usually,  the  boot  may  be  replaced  by  a 
fresh  one  each  week  but  I have  had  less 
fastidious  patients  wear  one  boot  for  as  long 
as  three  months.  A fresh  boot  is  reapplied 
until  the  ulcer  has  healed. 

After  the  ulcer  has  healed,  thorough  re- 
moval of  the  superficial  varices  and  com- 
municating veins  must  be  performed.  Usual- 
ly there  is  a large  incompetent  communicat- 
ing vein  directly  beneath  the  ulcer. 

After  Care  of  the  Patient 

One  can  never  restore  the  venous  system 
in  an  extremity,  previously  affected  by 
phlegmasia  alba  dolens,  to  its  original,  normal 
state. 

After  the  superficial  varices  and  their  in- 
competent communications  have  been  re- 
moved, venous  stagnation  in  the  superficial 
tissues  will  be  greatly  reduced.  However,  the 
deep  veins  still  present  their  pathology.  The 
patient  should  avoid  standing  in  one  position 
for  long  periods  of  time.  A desk  type  job 
would  be  a great  help.  The  habit  of  elevating 
the  leg  during  the  day  should  be  acquired  and 
elastic  stockings  should  be  worn. 

Prophylaxis 

Of  extreme  value  in  the  prevention  of 
phlegmasia  alba  dolens  is  the  employment  of 
early  ambulation  after  child  birth  and  opera- 
tions12. These  prophylactic  measures  have 
recently  been  emphasized  in  the  literature. 
During  the  acute  phase  of  phlegmasia  alba 
dolens  procaine  block  of  the  lumbar  sym- 
pathetic chain17  and/or  the  use  of  the  anti- 


coagulants, heparin  and  dicoumarol2,  3 
with  early  ambulation,  are  recommended  to 
accelerate  the  resolution  of  the  thrombosis 
and  minimize  injury  to  the  deep  veins. 


TECHNIQUE  OF  APPLICATION  OF 
THE  UNNA  PASTE  BOOT 


Figure  1.  The  leg  and  ulcer  are  cleansed. 
A simple  dressing  is  placed  over  the  ulcer. 
Using  a two  inch,  gauze,  roller  bandage  the 
foot,  ankles,  and  leg,  to  the  knee,  are  snugly 
and  neatly  bandaged. 


paste  is  applied.  Over  this  a second  layer  of 
two  inch  gauze  bandage  is  placed.  The  second 
(and  final)  coat  of  Unna’s  paste  is  brushed 
on  and  then  a third  and  fourth  layer  of  two 
inch  gauze  bandage  is  applied.  The  final 
layer  may  consist  of  two  inch  paper  bandage 
which  is  used  to  prevent  soiling  of  the  stock- 
ing due  to  the  paste  oozing  through  the  gauze 
bandages.  The  most  common  errors  are: 
1.  To  not  include  enough  of  the  foot  and  ankle 
joint  in  the  bandages.  2.  To  apply  the  bandage 
too  sloppily  and  loosely. 

Summary 

The  postphlebitic  syndrome  which  follows 
phlegmasia  alba  dolens,  is  characterized  by 
edema,  pigmentation,  induration  and  ulcera- 
tion of  the  leg.  This  is  a common  disease  due 
to  the  improper  care  of  women  after  child- 
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birth.  An  extremity,  once  attacked  by  phleg- 
masia alba  dolens,  has  a permanently  dam- 
aged venous  system.  This  results  in  stagna- 
tion of  the  venous  blood  in  the  leg  during  the 
upright  position.  Treatment  must  be  directed 
towards  eliminating  this  venous  congestion. 
This  is  accomplished  by:  (a)  removing  the 
superficial  varices  and  incompetent  com- 
municating veins,  and;  (b)  repeated  applica- 
tions of  the  Unna  Paste  Boot.  Rehabilitation 
of  the  patient  with  constant  care  of  the  ex- 
tremity will  be  necessary,  probably,  for  the 
rest  of  the  patient’s  life. 
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AMERICAN  RED  CROSS 
DISTRIBUTES  ATABRINE 

To  combat  a serious  upsweep  of  malaria 
in  Rumania,  the  American  Red  Cross  has 
made  available  2,500,000  atabrine  tablets 
sufficient  to  treat  89,000  persons  in  the 
affected  areas.  Distribution  of  the  tablets 
will  be  made  through  the  Rumanian  Red 
Cross,  according  to  an  announcement  by  Mid- 
western Area  Red  Cross  officials  in  St.  Louis. 

The  anti-malarial  medicine  was  requested 
by  the  World  Health  Organization  through 
the  League  of  Red  Cross  Societies.  It  is  the 
first  request  of  its  kind  directed  to  the  Red 
Cross  League  by  this  United  Nations  Agency. 
Response  came  not  only  from  the  American 
Red  Cross  but  also  from  the  French  and 
Swedish  societies. 


IMPROVEMENT  OUR  AIM 

This  is  the  second  issue  of  the  South  Dakota 
Journal,  as  you  can  see,  the  editors  are  striv- 
ing to  improve  the  publication  with  each 
issue.  Our  first  number  lacked  a proper 
weight  cover  and  it  needed  more  color.  This 
issue  strives  to  right  those  errors. 

We  feel  that  we  can  be  proud  of  the  scien- 
tific material  contributed  thus  far,  but  we 
would  like  more  of  same,  and  of  the  home 
grown  variety,  if  our  Journal  is  to  be  a South 
Dakota  Proposition,  the  bulk  of  the  writings 
should  come  from  South  Dakota  physicians. 
The  journal  is  a challenge  to  every  prac- 
titioner to  disseminate  information  of  a 
nature  that  will  be  beneficial  to  others  in 
practice  in  the  State. 

Are  you  with  us,  Doctor? 
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REPORT  OF  THE  COMMITTEE  OF  THE  STATE  MENTAL  HEALTH  ASSOCIATION  ON 
ITS  INVESTIGATION  OF  YANKTON  STATE  HOSPITAL.  JANUARY  8 & 9.  1948 


PURPOSE 

The  committee,  appointed  by  the  president 
of  the  South  Dakota  State  Mental  Health 
Association,  visited  Yankton  State  Hospital 
with  the  sole  purpose  of  studying  conditions 
to  ascertain  needs  and  to  make  recommenda- 
tions for  the  betterment  of  the  care  and  wel- 
fare of  the  patients.  This  investigation  must 
be  regarded  as  an  honest  attempt  to  inform 
the  people  of  South  Dakota  on  the  situation 
at  Yankton.  It  must  be  understood  that  a 
two-day  visit  can  only  be  of  a cursory  nature, 
but  the  following  things  were  found  and  the 
following  recommended. 

PERSONNEL 

In  discussing  the  numbers  of  personnel,  the 
committee  is  comparing  ideal  figures  as  sug- 
gested by  the  American  Psychiatric  Associa- 
tion with  what  the  committee  actually  found. 

1.  There  were  133  paid  ward  attendants 
on  the  December  payroll  caring  for  approxi- 
mately 1,623  patients  (the  census  as  of  Jan- 
uary 8,  1948)  which  is  a ratio  of  one  to  12.2. 
The  recommended  ratio  is  one  to  8.  How- 
ever, there  are  times  at  night  on  certain 
wards  when  there  are  no  attendants  at  hand. 
The  only  compensating  factor  in  these  wards 
is  the  condition  of  the  patients,  which  is  that 
of  the  less  disturbed  type.  The  lack  of  ward 
attendants,  in  the  opinion  of  the  committee, 
is  at  times  critical.  Often,  the  actual  ratio  is 
one  attendant  to  50  patients. 

2.  The  investigation  revealed  only  two 
registered  nurses,  hired  recently,  in  the  em- 
ploy of  the  hospital,  whereas  a minimum  of 
thirteen  headed  by  an  experienced  psychia- 
tric nurse  should  be  employed.  Supervision 
by  a graduate  nurse  is  essential  in  ward 
care,  particularly  on  the  receiving  wards  and 
where  shock  therapy  is  given.  A school  of 
nursing  in  connection  with  Yankton  Hospital 
is  highly  desirable,  and  it  is  the  understand- 
ing of  the  committee  that  plans  are  under- 
way to  start  such  a program. 


3.  There  are  six  doctors  of  medicine  at 
the  hospital,  including  the  superintendent. 
The  five  physicians  (excluding  the  superin- 
tendent) form  a ration  of  one  to  324  patients. 
The  ideal  is  one  to  150. 

4.  Technical  personnel  is  in  short  supply 
in  most  departments.  There  is  a laboratory 
technician,  x-ray  technician,  and  a dentist, 
which  meet  the  requirements  of  the  Amer- 
ican Psychiatric  Association.  There  is  no 
planned  program  of  occupational  therapy,  due 
to  the  absence  of  qualified  occupational  ther- 
apists. The  ideal  situation  requires  one  oc- 
cupational therapist  to  each  215  patients. 
The  committee  considers  activity  of  this  kind 
a must.  Lack  of  personnel  is  tied  in  with 
lack  of  equipment  in  this  particular  depart- 
ment. 

Social  workers  and  psychologists  are  con- 
spicuous by  their  absence. 

THE  PHYSICAL  PLANT 

1.  The  committee  inspected  all  of  the 
buildings  and  found  most  of  them  in  excellent 
condition  and  of  fire-resistant  construction. 
However,  the  Administration  Building,  and 
particularly  the  West  Wing  constitutes  a 
definite  fire-hazard.  The  upper  floors  of  the 
West  Wing  have  been  vacated  by  patients, 
and  one  floor  is  being  redecorated  for  occu- 
pancy by  employed  personnel.  The  com- 
mittee is  perturbed  by  the  fire  hazards  in 
evidence  and  recommends  an  inspection  by 
by  the  State  Fire  Marshal.  Attention  should 
be  given  to  fire  escapes  and  other  facilities. 
The  committee  feels  that  the  superintendent’s 
building  proposals  should  be  given  careful 
consideration.  Maintenance  of  the  buildings 
is  excellent. 

2.  Equipment  in  the  main  is  good. 
Kitchen  facilities  are  good,  although  some 
kitchens  do  not  have  steam  dish-washing 
machines.  Roadways  have  been  black-topped 
and  the  general  appearance  of  the  entire  hos- 
pital is  good. 
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SERVICES  TO  THE  PATIENT 

1.  The  food  situation  was  closely  inspected 
and  the  food  in  one  dining  room  was  found 
to  be  cold  when  the  patients  arrived.  There 
is  no  regular  dietician,  and  although  the  food 
may  have  been  nutritionally  well-propor- 
tioned, it  did  not  appear  to  be  so,  and  was  not 
tastefully  prepared.  Members  of  the  com- 
mittee felt  that  the  food  situation  on  most 
wards  was  definitely  inadequate.  The 
kitchens  are  clean  and  no  complaint  can  be 
lodged  on  general  cleanliness.  Patients  get 
butter  twice  a day,  and  according  to  an  at- 
tendant, ice  cream  is  never  served. 

2.  Recreation  facilities  are  inadequate, 
particularly  for  women  patients.  The  men 
have  pool  tables,  card  tables  and  summer  out- 
door equipment. 

A movie  was  being  shown  on  one  ward  dur- 
ing the  visit  and  an  attendant  informed  the 
committee  that  the  portable  projector  was 
new  (the  former  projector  was  destroyed 
during  a fire  in  the  entertainment  building  in 
1942)  and  the  program  of  ward  visits  was 
newly  inaugurated.  Much  can  be  done  with 
additional  personnel  in  this  department. 

MISCELLANEOUS 

1.  Increased  funds  should  make  provision 
for  an  increased  wage  scale  so  that  more  and 
better  personnel  may  be  employed. 

2.  Funds  should  be  available  for  replace- 
ment of  worn  carpeting  in  “J”  Building, 
where  many  elderly  ladies  are  housed. 

3.  Articles  for  the  patients’  comfort  are 
occasionally  in  short  supply,  but  this  is  par- 
tially due  to  difficulty  in  procurement  of 
still-scarce  materials. 

ADMINISTRATION 

In  view  of  the  excellent  appearance  of  the 
hospital  and  the  obvious  care  that  is  given  the 
the  patients,  in  spite  of  critical  personnel 
shortages,  the  committee  wishes  to  commend 
the  Superintendent  on  the  work  he  is  doing. 
The  committee  encountered  individuals  who 
had  complaints  on  the  administration;  most 
of  the  complaints  would  not  be  particularly 
valid  with  the  addition  of  proper  and  trained 
personnel. 

The  committee  wishes  to  point  out  that 
additional  personnel  can  not  be  hired  and 
conditions  improved  without  adequate  hous- 
ing for  them.  We  are  informed  that  money 
has  been  appropriated  for  an  employee’s 


building,  but  with  increasing  costs  of  build- 
ing, more  is  needed  to  complete  the  project. 

The  committee  also  desires  to  include  for 
the  information  of  the  public,  that  most  of 
the  findings  and  recommendations  reported 
after  this  visit  have  been  recognized  by  the 
superintendent,  and  are  recorded  in  his  29th 
Biennial  Report  made  to  the  State  Board  of 
Charities  and  Corrections  ending  June,  1946. 

SUMMARY 

The  physical  plant  and  equipment  at 
Yankton  State  Hospital  is  good.  The  person- 
nel problem  and  the  housing  thereof  con- 
stitutes the  most  acute  condition.  Kitchen 
facilities  are  good;  the  food  should  be  im- 
proved. (Here  again  adequate  personnel  may 
be  the  answer.)  Occupational  therapy,  hy- 
drotherapy and  physio-therapy  are  needed, 
and  an  enlarged  medical  and  nursing  staff. 
Fire  hazards  are  evident  and  equipment  and 
personnel  should  be  readied  for  emergencies. 

The  committee  realizes  that  this  report,  of 
necessity,  is  a preliminary  and  cursory  find- 
ing. The  committee  does  not  feel  qualified 
to  comment  on  the  medical  and  psychiatric 
care  given  the  patients,  preferring  to  have 
such  conclusions  drawn  by  competent  medi- 
cal examiners. 

The  committee  wishes  to  thank  the  staff 
for  its  excellent  cooperation  during  our  two- 
day  visit. 

Respectfully  submitted 
A.  G.  BAUER  K.  J.  CAMPBELL 

E.  C.  ANTRIM 

GEORGE  PHIFER  JOHN  C.  FOSTER 


Your  Contribution 
Will  Help 
Fight  Cancer! 
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Red  Cross  Blood  Program 

EMERSON  G.  STEPHENS* 

Pierre,  South  Dakota 


The  American  Red  Cross  blood  program, 
adopted  June  12,  1947,  largest  and  most  am- 
bitious project  yet  attempted  by  the  organiza- 
tion is  slowly  gathering  momentum.  More 
than  forty  universities  supplied  with  blood 
products  by  the  Red  Cross,  are  engaged  in 
blood  research;  plasma  and  gamma  globulin 
are  being  distributed  free  to  civilians  through 
the  official  state  health  agencies,  and  recently 
announced  plans  call  for  the  selection  and 
operation  of  five  blood  centers  before  the 
end  of  the  year. 

The  five,  one  for  each  Red  Cross  area,  will 
be  the  first  of  the  proposed  20  to  25  blood 
centers  contemplated  for  the  first  year  of 
operation.  It  is  estimated  that  300  centers 
will  have  to  be  established  during  the  next 
five  years  in  order  to  supply  the  needs  of 
the  country.  First  center  for  the  Midwestern 
Area  will  be  in  Wichita,  Kansas. 

Recently  appointed  to  direct  the  program 
is  Vice  Admiral  Ross  T.  Mclntire,  wartime 
Surgeon  General  of  the  U.  S.  Navy  and  form- 
erly White  House  physician.  A fellow  of  the 
American  College  of  Surgeons,  a member  of 
the  American  Medical  Association,  the  or- 
ganization of  Military  Surgeons  and  with 
thirty  years  of  active  service  in  the  Navy,  Dr. 
Mclntire  is  considered  uniquely  fitted  for  the 
post. 

Under  his  direction,  the  program  will  func- 
tion in  five  important  operations.  First,  blood 
collection,  which  will  operate  substantially 
along  the  lines  used  in  the  wartime  blood 
program,  with  established  blood  donor  cen- 
ters, and  with  mobile  units  to  cover  outlying 
communities.  Red  Cross  chapters  will  assume 
the  task  of  organizing  the  communities  for 
blood  donations  and  will  arrange  for  bleed- 
ings as  the  needs  require. 

Second,  processing  for  use  as  whole  blood, 
plasma  and  derivatives,  packing  and  storage. 
Derivatives  include  serum  albumin,  success- 
fully used  in  the  treatment  of  nephrosis; 
gamma  globulin  for  amelioration  of  measles; 


fibrin  film,  used  to  replace  dura  in  brain 
injuries  and  as  substitutes  for  nerve  sheaths; 
red  cell  suspensions,  used  in  the  treatment  of 
pernicious  anemia;  red  cell  paste  and  powder 
which  has  been  used  with  good  effects  in  the 
treatment  of  chronic  skin  ulcers.  It  is  planned 
to  distribute  these  fractionation  materials 
through  the  official  state  health  agencies 
just  as  gamma  globulin  is  distributed  at 
present. 

Third,  distribution  which  involves  making 
the  best  possible  arrangements  that  will 
afford  ready  accessibility  of  the  blood  and 
blood  products  to  all  people  and  their  phy- 
sicians and  hospitals,  including  veterans, 
military,  and  marine  as  well  as  civilian  hos- 
pitals. 

Fourth,  making  blood  available  for  con- 
tinuous research  and  investigation  which  will 
consist  in  supplying  research  authorities  who 
will  be  guided  by  the  Blood  and  Blood 
Derivatives  Committee  of  the  American  Na- 
tional Red  Cross  Advisory  Board  on  Health 
Services. 

Fifth,  maintaining  the  high  standards  set 
by  leading  authorities  in  this  field. 

In  order  to  realize  the  estimated  quantity  of 
blood  needed  for  the  nation  statisticians  de- 
clare that  one  person  out  of  every  thirty-five 
must  donate  a pint  once  a year  — or  3,700,000 
contributors  annually.  The  cost  for  the  first 
year  may  be  between  three  and  five  million 
dollars. 

Though  the  cost  is  high,  Red  Cross  officials 
consider  that  problem  negligible  compared  to 
the  task  of  re-inspiring  the  million  of  war- 
time blood  donors  who  gave  because  the  war 
touched  every  family  in  the  person  of  some 
relative  on  the  field  of  battle.  As  the  greatest 
single  factor  in  health  education,  the  medical 
profession  is  strongly  counted  on  as  a means 
to  persuade  the  American  public  of  the  pro- 
gram’s importance  to  its  life  and  health. 

* E.  G.  Stephens  is  State  Relations  Director  of  the 

American  Red  Cross  in  South  Dakota. 
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OVER  200  REGISTER 
AT  SIOUX  VALLEY  MEETING 

Over  two  hundred  physicians  of  the  Sioux 
Valley  area  registered  for  the  Annual  meet- 
ing of  the  Sioux  Valley  Medical  Society  at  the 
Hotel  Martin  in  Sioux  City,  January  28th  and 
29th. 

The  meetings  opened  with  a clinical  dis- 
cussion by  Drs.  Ferguson  and  Fullgrabe  of 
the  University  of  South  Dakota  followed  by 
a smoker  Tuesday  evening  January  27th. 
The  program  of  scientific  papers  was  well 
attended  as  were  the  separate  meetings  of  the 
E.E.N.T.  group. 

Two  hundred  and  ten  doctors,  exhibitors 
and  their  wiyes  attended  the  banquet  on  the 
evening  of  January  28.  The  meal  was  roast 
elk,  a beast  that  had  made  the  error  of  stand- 
ing still  when  one  of  the  Sioux  Valley  doc- 
tors had  the  safety  catch  off  his  rifle.  Main 
speaker  of  the  dinner  was  Arthur  Brayton, 
Secretary  of  the  Des  Moines  Convention 
Bureau,  who  used  as  his  subject  “Telling  the 
World  Effectively.” 

The  program,  which  had  to  be  changed 
due  to  the  inability  of  two  of  the  speakers  to 
attend,  follows: 

“Poly  Pharmacy  in  Anesthesia”  — O.  S. 
Orth,  M.D.,  Associate  in  Anesthesia,  Wiscon- 
sin General  Hospital. 

“Management  of  Iritis”  — Hugo  L.  Blair, 
M.D.,  Mayo  Clinic. 

“Culaneous  Cancer”  — Henry  E.  Michelson, 
M.D.,  Professor  of  Dermathology,  University 
of  Minnesota. 

“Problems  of  Biliary  Tract  Surgery”  — 
Edwin  Miller,  M.D.,  University  of  Illinois. 

“Common  Dematological  Diseases” — Henry 
E.  Michelson,  M.D. 

“Problems  in  Surgery  of  Stomach  and 
Esophagus”  — Edwin  Miller,  M.D. 

“Renal  Tumors”  — N.  G.  Alcoch,  M.D. 
Professor  of  Urology,  University  of  Iowa. 

“The  Clinical  Considerations  in  the  Treat- 
ment of  Bright’s  Disease”  — Harold  C.  Leuth, 
M.D.,  Dean,  College  of  Medicine,  U of  Ne- 
braska. 

“Hematuria”  — M.  G.  Alcock,  M.D. 

“Nephritis  and  Hypertension”  — Harold  C. 
Lueth. 

Earl  Sage,  M.D.,  of  Omaha  appeared  on  the 
program  for  two  papers  but  the  subjects  were 
not  available  at  the  time  of  preparation. 


(Continued  from  Page  54) 
letter  of  application  to  the  Chief  of  Naval 
Personnel  via  the  commandant  of  the  Naval 
district  in  which  they  maintain  residence. 
Commandants  will  order  a physical  examina- 
tion and  this  will  be  followed  by  an  interview 
by  a local  board  which  will  forward  the  appli- 
cation with  recommendation.  Letters  of  ap- 
plication should  show  age,  date  of  reporting 
for  active  duty,  date  of  present  rank,  previous 
duty  assignments,  education,  civilian  exper- 
ience and  other  pertinent  data.  The  letter 
should  indicate  applicant’s  present  status, 
for  example,  inactive  Naval  Reserve,  and 
also  classification  and  file  number.  Additional 
information  can  be  obtained  from  any  office 
of  Naval  Officer  Procurement  or  District 
Headquarters.  Applications  should  not  be 
directed  to  Washington. 

Admiral  Swanson  said  that  progress  was 
being  made  in  implementing  the  Medical 
Service  Corps  and  that  there  was  a definite 
need  for  additional  pharmacy  officers  to  as- 
sume their  professional  responsibilities  in 
the  Medical  Department  of  the  Navy. 


CORRECTION 

In  the  January  issue  of  the  South  Da- 
kota Journal  of  Medicine,  the  article 
“Quinidine  Restrictions  Place  Burden 
of  Proof  on  Pharmacists”  read:  “and 
not  more  than  53  grain  capsules.”  This 
should  have  read  “not  more  than  50-3 
grain  capsules.” 


DOCTORS  ARE 
URGED  TO  COOPERATE 
WITH  THE  PHARMACIST 
ADVERTISING  IN  THIS 
JOURNAL 
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Albert  M.  H arris,  M.D.,  was  born  December  7,  1912  in  Nebraska  and 
was  graduated  from  the  University  of  Nebraska  in  1939.  He  took  his  residency 
in  Pathology  at  University  Hospital  in  Omaha  where  he  spent  18  months  and 
then  instructed  in  the  Department  of  Pathology  at  the  University  of  Arkansas 
until  he  entered  the  Army.  Dr.  Harris  served  as  Chief  of  Laboratories  in  a 
General  Hospital  in  England  for  three  and  one  half  years  and  then  returned  to 
Sioux  Falls  where  he  became  pathologist  for  McKennan  and  Sioux  Valley  Hos- 
pitals. More  recently  he  confined  his  work  to  Sioux  Valley  Hospital  where  he 
was  in  charge  of  the  laboratories  at  the  time  of  his  death. 

Dr.  Harris  had  been  working  on  a simple  test  for  cancer  and  had  just 
published  his  preliminary  findings  in  the  Journal.  He  had  been  a frequent  con- 
tributor to  “This  Is  Your  Medical  Association”  during  1947. 

Ill  only  a short  time,  Dr.  Harris  succumbed  to  a malignant  brain  tumor. 
He  is  survived  by  his  widow  and  four  children. 
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MEDICAL  SERVICE 

This  is  the  age  of  specialization  in  Medicine. 
Perhaps  the  pendulum  has  swung  too  far  al- 
ready — in  that  too  much  attention  is  being 
given  to  specialization  in  the  various  fields 
of  Medicine.  The  young  physician  may  to- 
day be  brought  up  or  educated  in  medical 
centers  having  all  the  advantages  of  the  most 
modern  facilities  for  diagnosis  and  treatment 
and  never-the-less  be  inadequately  trained 
in  that  highly  important  part  of  medical 
service  that  we  speak  of  as  — “The  Art  of 
Medicine.”  We  might  say  the  young  physician 
today  suffers  from  laboratoryitis,  or  perhaps 
more  aptly  stated,  specialitis.  There  is,  no 
doubt,  a great  need  for  specialists  today  but 
the  crop  of  general  practitioners  is  rapidly 
dwindling.  It  no  longer  seems  necessary  to 
gain  a well-rounded  experience  in  general 
practice  in  order  to  obtain  that  store-house  of 
knowledge  and  experience  which  makes  a 
specialist. 

There  is  no  doubt  that  many  of  us,  at  one 
time  or  another,  are  blind  to  the  opportunities 
that  surround  us.  This  has  been  so  aptly  por- 
trayed by  the  noted  theologian,  educator  and 
lecturer  — Russell  H.  Conwell,  in  his  famous 
lecture  “Acres  of  Diamonds.”  Opportunity 
and  success  are  not  necessarily  found  in  the 
far-off  places,  a wide  medical  experience  can 
be  had  in  a small  town  and  the  effort  ex- 
pended is  not  without  its  rewards. 

To  the  writer,  it  seems  that  a four-year 
medical  school  in  South  Dakota  is  a necessity 
in  the  scheme  of  things  to  come.  The  time  is 
not  far  off  when  there  will  be  no  room  for 
our  boys  to  attend  medical  schools  in  other 
states.  If  an  education  can  be  given  them  in 
our  State,  then  it  should  rate  with  the  best. 
Certainly  — our  towns  and  villages  could  be 
better  supplied  with  a type  of  medical  service 
which  they  now  lack.  There  is  no  substitute 
for  experience  gained  in  a general  practice 
and  specialization  is  the  crystalization  of  one 
particular  adaptation  to  a given  phase  of 


Medicine. 

We  can  not  afford  to  stand  by  without 
attempting  in  some  way  to  better  the  medical 
service  in  South  Dakota.  If  we  fail  to  heed 
the  signs  of  the  times  we  may  well  stand  to 
lose  our  heritage  of  the  opportunity  and  re- 
sponsibility to  our  fellow  men. 

D.  L.  Kegaries,  M.D. 


PUBLIC  RELATIONS 

Public  relations  problems  have  always 
been  controversial  as  far  as  the  medical  pro- 
fession is  concerned  but  withal  they  are  a 
necessary  evil.  In  a conversation  with  an 
osteopathic  physician  the  other  day  the 
author  was  interested  to  hear  the  doctor 
state  that  the  worst  crime  he  could  find 
amongst  the  members  of  the  healing  arts  pro- 
fessions was  the  lack  of  attention  to  favor- 
able public  opinion. 

When  pressed  for  an  explanation  he  re- 
sponded with  the  idea  that  high  costs  of  med- 
ical care,  uncertain  charges,  and  brusque 
treatment  by  physicians  turned  people  to- 
wards a plan  of  medical  care  sponsored  by 
the  government. 

This  statement  should  give  the  medical  pro- 
fession something  to  think  about.  Basically, 
public  relations  boils  down  to  your  treatment 
of  the  patient  in  your  office.  It  the  patient 
leaves  with  a good  taste  in  his  mouth,  chances 
are  you  won’t  have  much  trouble  lining  him 
up  on  your  side  when  the  showdown  comes. 
If  he  walks  out  feeling  that  the  knife  is  still 
being  turned  between  his  ribs,  then  you  will 
have  a life-long  opponent.  If  that  happens, 
all  the  nice  things  that  a public  relations  ex- 
pert could  get  into  the  newspapers  for  you 
will  not  amount  to  a hill  of  beans. 

Thus  it  is  well  to  remember  that  you  are 
your  own  best  publicity  agent.  Your  conduct 
and  the  conduct  of  your  practice  of  medicine 
will  move  the  public  to  support  or  oppose  you 
on  vital  legislation  that  is  now  pending  in 
Congress. 
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Some  Clinical  Aspects  of  the  Disease  Poliomyelitis 


By 

John  A.  Anderson,  M.D.,  Professor  and  Head  of  Department  of  Pediatrics,  University  of  Utah 

Medical  School,  Salt  Lake  City,  Utah 


In  order  to  be  able  to  present  clearly  some 
important  clinical  aspects  about  the  disease, 
poliomyelitis,  it  is  necessary  to  present  the 
state  of  our  knowledge  of  the  epidemiology, 
pathology,  and  pathologic  physiology  as  it 
exists  today.  Several  important  epidemio- 
logical considerations  should  be  brought 
forth.  The  first  of  these  emphasizes  the  in- 
creasing importance  of  the  disease  poliomye- 
litis the  world  over.  Fifty  to  sixty  years  ago, 
poliomyelitis  was  not  an  epidemic  disease, 
but  occurred  sporadically  in  all  parts  of  the 
world.  However,  since  this  time,  it  has 
changed,  rather  slowly  at  first  and  over  the 
past  twenty  years  with  increasing  rapidity, 
to  a disease  which  has  marked  epidemic 
characteristics.  The  reason  for  this  change 
is  not  known  as  many  gaps  in  our  know- 
ledge exist.  The  answer  to  this  problem  will 
be  brought  forth  when  we  have  the  answers 
to  factors  relative  to  the  virus,  host  and  en- 
vironment which  exist  in  the  areas  where 
poliomyelitis  becomes  epidemic. 

Another  epidemiological  point  of  clinical 
importance  is  the  fact  that  the  age  at  which 
the  disease  poliomyelitis  now  affects  man  has 
been  gradually  shifting  from  under  the  age 
of  five  to  over  the  age  of  five.  Thirty  to  forty 
years  ago  when  epidemics  made  their  ap- 
pearance in  the  larger  cities  in  the  United 
States  and  in  metropolitan  areas  of  the  world, 
80  to  90  percent  of  the  cases  occurred  in  chil- 
dren under  the  age  of  five.  This  situation 
likewise  exists  in  certain  areas  of  the  world 
at  the  present  time,  e.  e.  China,  where  epi- 
demics, for  the  most  part,  have  never  occurred 
to  our  knowledge.  Now,  as  many  children 
between  the  ages  of  five  and  nine  become 
affected  as  children  under  the  age  of  five; 
so  that  in  certain  metropolitan  areas  of  the 
United  States  where  epidemics  have  occurred, 
approximately  one-third  of  the  cases  occur 
under  the  age  of  five,  one-third  between  the 
ages  of  five  and  ten,  and  one-third  over  the 
age  of  ten.  The  recent  epidemic  of  1946  in 


certain  areas  of  the  country  had  an  unusually 
large  incidence  of  the  disease  in  the  adult 
over  the  age  of  twenty. 

Another  factor  of  clinical  importance  which 
must  be  emphasized  is  the  increasing  fre- 
quency of  the  bulbar  or  bulbo-spinal  case 
that  occurs  when  an  epidemic  develops  in 
certain  areas.  This  trend  was  emphasized 
in  1945  in  the  state  of  Utah  when  246  cases 
of  poliomyelitis  occurred  of  which,  39.3  per- 
cent were  of  the  bulbar  and  bulbo-spinal 
type.  This  epidemic  followed  an  epidemic  in 
the  state  of  Utah  which  occurred  in  1943  when 
only  12.5  percent  of  399  cases  were  of  the  bul- 
bar variety.  This_  epidemiological  trend  must 
necessarily  direct  our  attention  towards  the 
early  diagnosis  and  proper  treatment  of  the 
bulbar  variety  which,  as  is  well  known,  is 
highly  fatal. 

While  it  is  not  known  for  the  country  as  a 
whole,  as  epidemiological  surveys  have  not 
been  reported  as  yet,  a rather  interesting 
observation  which  had  not  been  previously 
reported  occurred  in  1945  in  the  state  of 
Utah.  This  concerns  itself  with  the  distribu- 
tion of  the  bulbar  case  in  relationship  to  age. 
It  will  be  noted  (Figure  1)  that  while  the 
greatest  incidence  of  the  cases  in  relationship 
to  age  occurred  at  about  the  age  of  four  or 
five,  the  relative  percent  of  bulbar  cases  in- 
creased with  age  (Table  1).  Here  it  will  be 
noted  that  between  the  ages  of  one  and  five, 
26  percent  of  the  cases  were  of  the  bulbar 
variety;  while  between  the  ages  of  six  and 
ten,  47  percent  were  of  the  bulbar  variety; 
and  between  the  ages  of  eleven  to  fifteen,  51 
percent  of  the  cases  were  of  the  bulbar  var- 
iety. The  epidemiological  significance  of  this 
trend,  which  appeared  to  be  present  in  Utah, 
is  only  speculative. 

Another  rather  interesting  epidemiological 
fact  of  clinical  importance  is  the  relationship 
of  age  and  sex  in  the  bulbar  cases  which  was 
experienced  in  the  state  of  Utah  in  1945.  Here 
(Figure  2),  it  will  be  noted  that  the  ratio  of 
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males  to  females  of  various  ages  was  as 
follows:  Between  the  age  of  one  to  five, 
3.75:1;  six  to  ten,  1.75:1;  eleven  to  fifteen, 
.67:1;  sixteen  and  over,  .75:1.  Why  boys  should 
be  affected  with  the  bulbar  variety  of  the 
disease  approximately  four  times  more  fre- 
quently than  girls  under  the  age  of  five  can- 
not be  answered  at  this  time.  Why  the  pre- 
dominance of  girls  with  the  bulbar  variety 
should  occur  as  maturity  is  approached  is 
another  question  likely  to  be  of  equal  im- 
portance. 

It  has  been  stated  that  poliomyelitis  is  a 
disease  of  rural  areas  rather  than  urban.  This 
fact  has  led  to  the  implication  that  the  sea- 
sonal character  and  the  rural  distribution 
point  to  a gastro-intestinal  portal  or  an  in- 
sect vector  as  being  responsible  for  the  mode 
of  transmission  of  the  virus.  Because  of  this 
fact,  it  was  somewhat  of  academic  interest  to 
study  the  distribution  of  the  cases  in  the  state 
of  Utah  in  1945.  There  are  three  large  cities 
in  the  state  which  can  be  considered  as  being 
of  an  urban  nature.  These  are  Ogden,  Salt 
Lake  City,  and  Provo.  The  remainder  of  the 
state  consists  of  small  villages  and  towns,  in 
the  outskirts  of  which,  there  are  agricultural 
activities  of  minor  to  major  degrees.  Here  we 
note  that  the  predominance  of  spinal  cases 
was  slightly  in  favor  of  the  urban  areas  while 
the  predominance  of  bulbar  cases  was  defin- 
itely and  significantly  greater  in  the  urban 
areas  as  compared  with  the  rural  (Table  1). 


SPINAL 

BULBAR 

OGDEN  43,688 

S.L.C.  149,934 

PROVO  18,071 

53% 

68.6% 

RURAL 

47% 

31.4% 

Table  1.  Geographi 

c distribution  of  1945 

cases. 

Thus,  if  the  bulbar  form  of  poliomyelitis  is 
disseminated  by  contact  rather  than  by  in- 
gestion of  virus  containing  material,  one 
might  expect  the  greater  opportunities  for 
contact  to  have  occurred  within  the  cities  as 
compared  to  within  the  country. 

Finally,  the  following  three  epidemiological 
considerations  when  related  to  each  other  be- 
come of  vital  importance  to  the  clinician  hav- 
ing to  deal  with  poliomyelitis  in  the  sporadic 


or  epidemic  form.  These  three  facts  concern 
themselves  with  our  present  knowledge  in 
regard  to  (1)  the  reservoir  of  the  virus,  (2)  its 
possible  mode  of  dissemination,  and  (3)  the 
period  of  sojourn  of  the  virus  in  the  pre- 
paralytic case  in  familial  or  environmental 
contacts  with  inapparent  infection  and  in  the 
abortive  case  as  well. 

In  regard  to  the  reservoir  of  the  virus,  one 
is  forced  to  conclude  from  the  most  excellent 
work  of  Sabin,  who  analyzed  the  body  tissues 
and  organs  of  fatal  cases  of  poliomyelitis,  that 
two  tissues  are  predominantly  attacked,  the 
alimentary  tract  and  the  nervous  system. 
Thus,  while  it  is  not  surprising  that  fatal 
cases  have  the  virus  in  these  two  tissues  pre- 
dominantly, the  importance  of  this  knowledge 
is  enhanced  if  we  associate  with  it  the  most 
careful  studies  by  Francis  of  the  University 
of  Michigan.  These  workers  have  shown 
that  75  percent  of  the  families  in  which 
paralytic  cases  of  poliomyelitis  cases  occur 
were  found  to  be  carriers,  and  in  extra- 
familial  close  associates  of  paralytic  cases,  18 
percent  were  positive  while  only  two  out  of 
127  families  or  1.8  percent  contained  virus  in 
their  stools  even  though  they  had  had  no 
association  with  cases  of  the  disease.  The 
demonstration  by  Horstman,  Ward,  and  Mel- 
nick  that  70  percent  of  the  cases  of  poliomyeli- 
tis continued  to  excrete  the  virus  for  at  least 
two  weeks  following  the  acute  phase  of  the 
disease  and  that  27  percent  continued  to  ex- 
crete the  virus  until  the  sixth  week  adds  to 
the  importance  of  the  above  observations. 
Isolated  examples  of  excretion  of  the  virus 
following  a mild  abortive  attack  for  as  long 
as  123  days  have  been  reported.  These  facts 
lead  to  only  one  conclusion,  that  the  virus 
may  be  present  in  the  gastro-intestinal  tract 
in  man  and  may  be  propagated  there,  whether 
there  is  an  apparent  disease  or  not. 

The  second  epidemiological  point  of  im- 
portance which  necessarily  must  be  consid- 
ered in  the  clinical  approach  to  this  disease 
is  the  fact  that  sewage  systems  of  urban  com- 
munities contain  virus,  not  only  in  the  sum- 
mer months  when  poliomyelitis  is  present  in 
the  community,  but  also  at  times  during  the 
winter  months.  This  presence  of  virus  in 
sewage  plus  the  fact  that  flies  of  the  blow 
fly  or  house  fly  variety  are  able  to  carry  the 
virus  when  collected  from  areas  where  they 
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have  contact  with  exposed,  recently  evacu- 
ated human  feces  adds  to  the  importance  at- 
tached to  the  presence  of  the  virus  in  sewage. 
Sabin  has  also  demonstrated  that  in  large 
cities  such  as  Cleveland  and  in  Atlanta,  the 
routine  collection  of  flies  from  even  the  re- 
latively clean,  hygienic  areas  of  the  city  re- 
vealed positive  results  for  virus.  The  import- 
ance of  the  fly  aspect  may  be  carried  a step 
further  by  citing  the  work  of  Horstman, 
Ward,  and  Melnick,  who,  during  an  out- 
break in  North  Carolina,  demonstrated  that 
the  food  that  was  exposed  to  flies  in  homes  of 
poliomyelitis  patients,  became  contaminated 
with  enough  poliomyelitis  virus  to  be  capable 
of  producing  the  infection  in  chimpanzees 
that  ate  it. 

These  facts  would  be  of  little  importance 
if  it  had  not  been  demonstrated  that  the  in- 
gestion of  strains  of  virus  of  recent  human 
origin  by  chimpanzees  or  cynomolgus  mon- 
keys can  produce  with  considerable  regular- 
ity, a characteristic  central  nervous  system 
disease. 

Finally,  before  we  enter  into  the  pathology 
and  histopathological  defects  of  the  disease, 
poliomyelitis,  it  is  necessary  to  state  that  in 
the  United  States  where,  comparatively,  the 
greatest  advances  in  sanitation  and  hygiene 
apparently  exist,  not  only  in  the  urban,  but 
also  in  many  of  the  rural  areas  of  the  country, 
epidemics  have  occurred.  This  observation, 
coupled  with  the  fact  that  poliomyelitis  is 
now  affecting  an  older  age  group  of  in- 
dividuals than  it  did  formerly  when  it  was 
not  in  epidemic  form,  offers  two  puzzling 
circumstances  which  challenge  the  investi- 
gator today. 

A brief  review  of  the  pathology,  patho- 
genesis, and  pathologic  physiology  of  the 
disease  of  poliomyelitis  is  necessary  in  order 
to  establish  more  clearly  within  our  minds 
the  importance  of  some  of  the  initiating  signs 
and  symptoms  that  are  seen  clinically  by  the 
physician.  Because  the  virus  of  poliomyelitis 
is  neurotropic  and  moves  by  way  of  the  nerve 
fiber,  in  experimental  animals  the  evidence 
of  pathology  is  seen  first  in  those  segments  of 
cord  that  belong  to  the  nerve  inoculated. 
When  such  nerve  is  cut  or  frozen,  the  virus, 
apparently,  is  unable  to  migrate  farther.  The 
identification  of  the  virus  from  the  tongue, 
oral  pharynx,  walls  of  the  large  and  small 


intestine  by  Sabin  in  human  cases  that  died, 
and  the  studies  of  Faber  and  Silverberg  on 
the  pathologic  changes  in  the  superficial 
nerve  fibers  and  peripheral  ganglia  of  the 
oral  pharynx,  particularly  the  trigeminal 
neurone  system,  offer  excellent  evidence  that 
the  primary  penetration  of  the  virus  is  along 
a nerve  channel  directly  to  the  central  ner- 
vous system.  The  presence  of  the  virus  in 
only  one  of  111  acute  human  cases  as  studied 
by  Ward  suggests  that  dissemination  of  the 
virus  by  means  of  the  blood  is  relatively  un- 
important. 

Apart  from  the  characteristic,  pathologic 
sequence  of  events  that  exists  when  the  virus 
invades  the  spinal  cord  and  lower  portions  of 
the  brain,  emphasis  here  will  be  placed  on 
the  areas  of  the  central  nervous  system  which 
seem  to  be  predominantly  affected  by  the 
virus.  The  disease  poliomyelitis  has  become 
known  as  anterior  poliomyelitis  because  of 
the  frequency  with  which  the  lesion  was  seen 
in  the  anterior  horn  cell  of  the  gray  matter 
of  the  spinal  cord  in  fatal  cases.  The  demon- 
stration of  this  discrete  lesion  pathologically 
and  the  clinical  occurrence  of  paralysis,  weak- 
ness, and  ensuing  atrophy  and  contracture, 
narrowed  the  concept  to  one  which  centered 
itself  around  motor  neuronal  degeneration 
and  the  ensuing  sequence  of  events  of  the 
denervated  muscle.  Recently,  as  has  been 
emphasized  by  Elliot  and  others,  the  posterior 
horns,  lateral  and  dorsal  cell  groups  of  the 
motor  gray  matter,  are  first  and  most  severely 
involved,  and  the  lesions  appear  to  spread 
from  these  fields  in  a somewhat  irregular 
and  spotty  fashion.  Likewise,  the  emphasis 
by  Kabat  on  the  lesions  in  the  internuncial 
cell  of  the  cord  of  fatal  cases  of  poliomyelitis 
in  the  absence  of  anterior  horn  cell  changes, 
again  are  evidences  of  a pathological  nature 
which  can  be  correlated  to  the  clinical  state 
of  affairs  that  exist  in  the  early  phase  of  in- 
vasion of  the  central  nervous  system.  With- 
out entering  into  the  details  as  to  the  lesions 
and  the  locations  of  such  in  the  dorsal  por- 
tions of  the  medulla  and  involvement  of  the 
nuclei  of  the  cranial  nerves,  it  is  necessary  to 
mention  that  careful  clinical  evaluation  for 
evidence  of  physiologic  inadequacy  of  the 
neurone  system  of  all  of  the  cranial  as  well 
as  the  cardio-respiratory  regulatory  mech- 
anisms is  necessary  in  order  to  recognize  the 
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possibility  of  invasion  of  the  central  nervous 
system  with  the  virus  through  the  oral- 
pharyngeal  route.  Finally,  one  must  present 
the  evidence  presented  by  Bodian  and  his 
group  of  workers  in  regard  to  the  pathological 
changes  of  the  reticular  formation  of  the  hind 
brain  in  experimental  poliomyelitis  cases  in 
monkeys  showing  at  the  time  of  sacrifice  of 
the  animal,  no  paralysis,  but  only  a mild, 
generalized  stiffness  of  the  back  and  ex- 
tremities. 

With  this  very  brief  and  general  presenta- 
tion of  pertinent  facts  in  regard  to  the  patho- 
logic physiology  that  exists  in  the  disease, 
poliomyelitis,  a general  clinical  classification 
of  the  type  of  onset  of  poliomyelitis  that  may 
occur  is  presented. 

Clinical  Forms  of  Poliomyelitis 

Poliomyelitis  has  recently  been  classified 
into  three  forms,  abortive,  non-paralytic,  and 
paralytic.  The  various  cases,  dependent  upon 
the  predominant  lesion  of  the  central  nervous 
system  that  exists,  such  as  spinal,  bulbar,  and 
encephalitic,  can  be  worked  into  the  frame- 
work of  the  previously  named  three  types. 
Usually,  approximately  80  percent  of  the 
cases  that  occur  in  any  one  community  are 
of  the  abortive  nature;  whereas  only  20  per- 
cent are  of  the  paralytic  and  non-paralytic 
type.  This  original  distribution  was  cited 
by  Trask  in  1931  and  1932  and  varies,  to  some 
extent,  dependent  upon  the  area  in  which  the 
epidemic  occurs. 

The  abortive  form  of  the  disease  which 
accounts  for  such  a large  number  of  the 
cases  needs  to  be  defined  further.  Its 
symptomotology  is  that  of  an  entirely  non- 
specific, minor  illness  without  clinical  evi- 
dence of  central  nervous  system  involvement. 
Its  course  is  brief,  lasting  usually  from  24  to 
48  hours.  It  is  likely  that  most  of  the  patients 
with  this  form  of  poliomyelitis  are  never  seen 
by  a physician  and,  thus,  cannot  be  included 
in  statistics  of  reported  cases  because  no 
specific  diagnosis  can  be  made.  The  clinical 
signs  and  symptoms  which  are  useful  in  the 
presumptive  diagnosis  of  poliomyelitis  are 
headache,  fever,  and  vomiting.  Aside  from  a 
slightly  red  throat,  the  physical  examination 
is  usually  negative.  This  red  throat  which  is 
seen  in  most  of  the  cases  of  poliomyelitis, 
whether  abortive,  nonparalytic,  or  paralytic, 
deserves  special  attention.  The  patient  may 


or  may  not  complain  of  sore  throat;  however, 
physical  examination  reveals  a dusky  redness 
rather  than  that  of  a bright  injection  of  single 
vessels  as  is  seen  in  streptococcic  and  other 
throat  infections.  In  describing  the  abortive 
poliomyelitis,  Bridge  recently,  using  the  term 
“contact  illnesses,”  encountered  fever  and 
headache  as  the  most  common  complaints. 
Nausea,  vomiting,  and  sore  throat  affected  all 
age  groups  up  to  twenty  about  equally  as  far 
as  age  distribution  was  concerned.  Fever  ap- 
peared to  be  present  more  frequently  in  the 
younger  child  under  the  age  of  nine  than  in 
the  older  individual.  This  observation  of  the 
presence  of  fever  had  been  previously  re- 
ported by  Casey  in  the  Chicago  epidemic. 
Several  investigators  have  emphasized  the 
fact  that  a running  nose,  diarrhea,  and  cough 
generally  contra-indicate  a presumptive  dia- 
gnosis of  abortive  poliomyelitis.  Finally,  an 
abortive  poliomyelitis  can  never  be  truly 
diagnosed  unless  the  virus  is  identified  from 
the  oral  pharynx  or  from  the  stools  of  the 
case  who  has  the  mild  complaints.  Lack  of  a 
specific  diagnostic  test  which  can  be  easily 
done  by  physicians  is  an  important  stumbling 
block  to  a more  careful  evaluation  of  this 
mild  clinical  symptomatology. 

The  type  of  onset  of  clinical  signs  and  sym- 
ptoms which  are  encountered  in  poliomyelitis 
are  exemplified  by  what  occurred  in  Utah  in 
1945.  Here  thirty  percent  of  193  cases  in 
which  an  accurate  history  was  obtained,  had 
an  onset  of  an  abrupt  nature.  In  this  group, 
signs  of  headache,  stiffness  of  the  neck  and 
back,  paralysis  and  other  signs  indicative  of 
central  nervous  system  invasion  were  present 
within  48  hours  after  the  time  of  the  onset  of 
the  disease.  Forty-eight  percent  of  the  cases 
encountered  had  an  interval  of  from  three  to 
seven  days  between  the  initial  onset  and  the 
signs  and  symptoms  of  central  nervous  sys- 
tem involvement.  Twenty  percent  of  the 
cases,  as  far  as  could  be  determined  from  the 
history  presented  no  evidence  of  a pre- 
existent clinical  illness  of  any  nature.  The 
onset  seemed  to  be  explosive  and  abrupt  with 
signs  and  symptoms  of  stiffness,  weakness, 
and  paralysis  occurring  within  the  first 
twenty-four  hours  of  illness.  It  is  also  in- 
teresting to  note  that  there  were  four  cases 
in  which,  respectively,  fifteen,  nineteen, 
twenty-one  and  twenty-six  days  elapsed  be- 
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tween  a definite  initial  illness  resembling  the 
prodromal  phase  such  as  sore  throat,  head- 
ache, and  fever,  and  the  time  of  development 
of  signs  and  symptoms  of  central  nervous 
system  involvement. 

This  epidemic  was  unusual  because  of  the 
high  incidence  of  the  bulbar  case  and  as  will 
be  noted  in  Figure  3,  the  interval  between  the 
first  signs  and  symptoms  of  the  disease  and 
the  occurrence  of  bulbar  signs,  which  are  in- 
dicative of  central  nervous  system  invasion, 
was  48  hours  or  less  in  three-fourths  of  the 
86  bulbar  cases  studied. 

The  Course  of  the  Disease 

At  the  time  of  the  development  of  signs 
and  symptoms  of  central  nervous  system  in- 
volvement, whether  bulbar  or  spinal  in 
nature,  there  are  several  features  in  common; 
irritability  and  fretfulness  in  the  younger 
child  and  headache  in  the  older  child  appear 
to  be  a general  complaint.  Associated  with 
the  headache  and  fretfulness,  muscle  sore- 
ness, particularly  in  the  back  of  the  neck  was 
noted  by  most  patients.  At  times,  pulling  or 
cramping  of  the  extremities  is  complained 
of.  Rarely  is  this  of  such  intensity  as  to  keep 
the  child  awake  during  the  night.  At  times 
the  older  child  complains  of  jumpiness  in 
their  arms  or  legs. 

In  the  spinal  form  of  the  disease  the  par- 
alysis first  makes  itself  manifest  as  a weak- 
ness of  particular  muscles  which  increases  in 
degree  and  distribution  with  varying  rapidity. 
In  many  cases  it  reaches  its  maximum  within 
48  to  72  hours  after  the  first  evidence  of  weak- 
ness is  noted.  In  other  patients,  however,  pro- 
gressive paralysis  occurs  for  as  long  as  from 
five  to  seven  days  after  the  onset  of  the  first 
indications  of  central  nervous  system  involve- 
ment. Fever  usually  persists  during  this  time 
but  does  not  usually  exceed  a period  of  seven 
days  following  the  initial  day  of  the  illness. 
Once  the  temperature  has  returned  to  normal 
further  paralysis  of  previously  uninvolved 
muscles  does  not  usually  occur. 

It  is  interesting  to  note  that  in  the  1945 
Utah  epidemic  bulbar  cases  the  average  dura- 
tion of  fever  was  6.5  days  after  the  signs  of 
the  illness  appeared.  The  majority  of  the  bul- 
bar cases  were  admitted  within  two  days  after 
the  appearance  of  the  first  signs  and  sym- 
ptoms of  their  disease.  The  fever,  in  the  bul- 
bar cases,  only  rarely  continued  for  as  long 


as  two  and  three  weeks.  Here,  however,  it 
was  associated  with  the  presence  of  an  upper 
respiratory  or  other  complicating  infection. 

The  chief  signs  and  symptoms  indicative 
of  bulbar  involvement,  other  than  the  general 
signs  of  headache,  stiffness,  fever,  irritability, 
and  general  malaise  are  regurgitation  through 
the  nose  of  liquids  or  foods,  complaints  of 
soreness  in  the  throat  or  difficulty  in  swallow- 
ing, even  without  apparent  paralysis.  These 
symptoms  occur  rather  promptly,  as  indicated 
by  the  child  being  able  to  swallow  and  eat  his 
breakfast  in  the  morning  but  being  unable  to 
do  so  at  dinner  because  of  regurgitation  and 
choking. 

In  addition  to  the  irritability  which  is  pres- 
ent in  the  spinal  cases,  the  child  with  the  bul- 
bar form  of  involvement  often  presents  a 
moderate  degree  of  drowsiness,  even  ap- 
proaching stupor  at  times.  In  spite  of  this 
drowsiness,  the  child  can  usually  be  aroused 
and,  when  aroused,  is  fairly  alert  and  appre- 
hensive. If  a history  of  cyanosis  due  to  ob- 
struction of  the  respiratory  passages  or  for 
other  reasons  is  present,  the  child  often  is  ir- 
rational, disoriented,  and  extremely  irritable. 

Most  frequent  signs  of  involvement  of  the 
cranial  nuclei  are  regurgitation  of  liquids 
through  the  nose  when  swallowing  is  at- 
tempted, gagging  associated  with  attempts  to 
swallow  liquids  or  food,  facial  paralysis  usual- 
ly lower  in  type,  ocular  disorders  and  evi- 
dences of  upper  esophageal  paralysis. 
Occasionally,  a paralysis  of  the  tongue  is  en- 
countered. Children  who  have  had  an  attack 
of  cyanosis  previous  to  admission  often  pre- 
sent a high  degree  of  stupor,  irrationality,  and 
evidences  of  encephalitic  involvement.  The 
pupils  may  be  widely  dilated  and  fixed. 

Patients  manifesting  disorientation,  fixed 
pupils,  excessive  stupor,  and  disorders  of  the 
extra-ocular  muscle  movements  may  be  hav- 
ing poliomyelytic  involvement  of  higher 
centers  or  have  been  injured  by  a period  of 
anoxia  occurring  previous  to  admission  to 
the  hospital. 

Cause  of  Death  from  Bulbar  Poliomyelitis 

The  deaths  encountered  in  poliomyelitis 
epidemics  are  due,  usually,  to  one  of  three 
causes:  1)  respiratory  paralysis,  either  inter- 
costal or  diaphragmatic,  2)  destruction  of  the 
medullary  centers  of  respiration  and  circula- 
tion, and  3)  aspiration  of  mucus  or  vomitus 
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obstructing  respiration. 

In  the  death  due  to  paralysis  of  the  respira- 
tory muscles,  the  respiratory  movements  be- 
come progressively  weaker  and  more  shallow. 
Such  is  evidenced  by  lack  of  or  diminished 
excursion  of  the  thorax,  either  unilaterally  or 
bilaterally.  At  times,  the  respirations  become 
so  shallow  and  feeble  as  to  be  barely  detect- 
able. Evidence  of  activity  of  the  accessory 
muscles  of  respiration,  such  as  the  dilatation 
of  the  alae  nasae,  and,  at  times,  the  anterior 
neck  muscles,  if  they  are  not  already  involved 
with  paralysis,  is  usually  present.  In  res- 
piratory failure  of  a peripheral  nature,  with 
intercostal  and  diaphragmatic  involvement, 
inadequate  respiratory  exchange  soon  leads 
to  progressive  cyanosis  and  anoxia  and, 
ultimately,  death. 

Death  from  involvement  of  those  bulbar 
nuclei  which  control  the  cardio-respirator 
activity  produce  a different  picture  from  that 
encountered  with  respiratory  paralysis  due  to 
intercostal  or  diaphragmatic  involvement. 
At  times,  the  respiratory  excursion  may  ap- 
pear to  be  uniform  and  regular.  At  other 
times,  the  rate  and  depth  of  excursion  may 
be  so  diminished  that  the  patient  appears  to 
be  apnoeic.  Cyanosis  and  anoxia  are  then 
evident  and  in  spite  of  the  administration  of 
adequate  oxygen  by  nasal  catheter  or  mask, 
the  maintenance  of  oxygen  of  the  blood  is 
difficult.  When  such  signs  of  respiratory 
irregularities  develop,  indicative  of  a failing 
central  regulatory  mechanism,  death  in- 
variably occurs  within  the  next  36  to  48 
hours.  This  is  particularly  true  if  the  degree 
of  anoxia  is  persistent  or  frequently  re- 
current. Evidence  of  involvement  of  the 
cardio-circulatory  controlling  centers  may  be 
present.  Here,  variations  in  the  pulse  im- 
pulse, rate,  and  rhythm  suggest  a disturbance 
of  the  cardio-circulatory  mechanisms.  These 
become  manifest  at  times  by  a rather  marked 
and  sudden  fall  in  the  pulse  pressure  and  a 
marked  tachycardia.  The  administration  of 
fluids  and  plasma  to  sustain  the  falling  blood 
pressure  is  usually  of  no  avail.  It  appears 
that  a complete  lack  of  control  of  the  central 
regulatory  mechanism  for  vascular  tone  has 
been  abolished.  Occasionally,  a sudden  strik- 
ing rise  in  blood  pressure  is  encountered.  This 
occurred  briefly  before  death  of  the  patient. 

The  terminal  picture,  whether  due  to  res- 


piratory or  cardio-circulatory  failure,  results 
in  engorgement  of  the  right  heart  and  a 
sudden  transudation  of  a bloody  fluid  into 
the  lungs. 

Treatment  of  Poliomyelitis 

As  our  knowledge  has  advanced  as  to  the 
nature  of  the  disease,  poliomyelitis,  so  has  the 
treatment  of  the  disease  become  an  extremely 
complicated  task.  It  involves  the  utilization 
of  the  services  of  a team  of  many  individuals 
who  have  had  special  training  in  certain 
phases  of  the  problem.  In  large  medical  cen- 
ters, all  phases  of  medicine  must  be  called  in 
to  assist  in  the  therapeutic  program.  These 
involve  the  general  practitioner  or  pediatri- 
cian, the  orthopedic  surgeon,  the  phy- 
siotherapist, the  specially  trained  nurse,  and 
the  psychologist  and  psychiatrist.  It  will  not 
be  possible  to  dwell  on  any  of  the  phases  of 
the  medical  treatment  of  poliomyelitis  except 
as  it  confines  itself  to  the  acute  phase  of  bul- 
bar or  bulbo-spinal  poliomyelitis.  The  treat- 
ment of  this  particular  phase  is  emphasized 
for  the  reason  that,  as  has  been  stated  before, 
the  incidence  of  the  bulbar  and  bulbo-spinal 
form  of  the  disease  seems  to  be  increasing 
over  the  past  eight  or  ten  years,  and  thus, 
because  of  its  highly  fatal  character,  deserves 
particular  attention  in  regard  to  diagnosis 
and  the  institution  of  proper  life-saving, 
therapeutic  procedures. 

Treaimeni  of  the  Acule  Phases  of  Bulbar  or 

Bulbo-Spinal  Poliomyelitis 

Unfortunately,  there  is  no  specific  treat- 
ment which  will  stop  the  progress  of  the  in- 
vasion of  the  virus  in  the  acute  phase  of  in- 
fantile paralysis.  Neither  is  there  any  form 
of  treatment  which  will  cause  a reverse  of 
the  weakness  or  paralysis  in  a specific  way. 
In  spite  of  the  fact  that  there  is  no  specific 
therapy  for  the  disease,  many  things  are  of 
value  in  reducing  the  mortality  if  instituted 
at  the  proper  time.  Their  chief  value  is  in 
the  avoidance  of  complications  prone  to  occur 
in  the  bulbar  form  of  the  disease. 

Certain  procedures  were  used  routinely  on 
the  cases  of  bulbar  or  bulbo-spinal  polio- 
myelitis admitted  during  the  1945  epidemic. 
Six  general  principles  of  therapy  were  in- 
stituted. These  are: 

1.  Hydration  measures. 

2.  Avoidance  of  respiratory  obstruction. 
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3.  Restriction  of  oral  fluids  and  food  dur- 
ing the  febrile  period. 

4.  Maintenance  of  the  water  and  nutritional 
requirements  parenterally. 

5.  The  use  of  oxygen. 

6.  The  avoidance  of  secondary  infections. 

HYDRATION  MEASURES 

Because  of  the  nature  of  the  involvement 
in  the  bulbar  cases  of  poliomyelitis,  it  is 
usually  impossible  for  the  patient  to  swallow 
liquid  or  food  when  involvement  of  the  pala- 
tine or  pharyngeal  structures  begins.  Preced- 
ing the  development  of  central  nervous  sys- 
tem signs  it  is  not  uncommon  to  obtain  a his- 
tory of  vomiting  or  refusal  of  food  for  at  least 
two  days  previous  to  the  development  of  in- 
volvement of  the  cranial  nerves.  Thus,  the 
refusal  to  take  fluids  and  food  in  the  early 
period  of  the  disease,  the  inability  to  do  so 
once  palatine  and  pharyngeal  paralysis  has 
developed,  the  presence  of  fever  for  a period 
of  three  or  four  days  is  conducive  to  the  de- 
velopment of  a moderate  to  severely  de- 
hydrated state  in  most  of  the  patients  en- 
countered. For  this  reason,  attention  must  be 
directed  to  the  abnormal  physiologic  con- 
dition of  dehydration. 

On  admission,  when  the  patient  is  found  to 
have  partial  or  complete  paralysis  of  the 
palate  or  upper  pharyngeal  musculature,  the 
patient  should  be  given  no  liquid  or  food 
by  mouth  until  he  is  completely  afebrile.  The 
fluids  to  be  given  depend  upon  the  clinical 
estimation  of  the  severity  of  the  dehydration. 
Sodium  chloride,  glucose,  and  plasma  may  be 
used  to  treat  the  patient  in  the  dehydrated 
state  in  order  to  restore  his  tissues  to  a normal 
state  of  hydration. 

Following  hydration  procedures  the  patient 
usually  looks  and  feels  much  better.  Mucus 
accumulations  become  less  viscid  and  can  be 
more  easily  aspirated.  At  times  the  material 
accumulating  in  the  throat  may  become  thin 
enough  to  flow  out  of  the  mouth  easily  when 
the  head  is  in  a dependant  position  and  fre- 
quent aspiration  may  not  be  necessary. 
AVOIDANCE  OF  RESPIRATORY 
OBSTRUCTIONS 

Of  prime  importance  in  the  treatment  of 
bulbar  poliomyelitis  is  constant  attention  to 
the  accumulated  mucus  and  other  secretions 
in  the  respiratory  passages. 

There  is  no  real  increase  in  mucus  produc- 


tion in  a case  of  bulbar  poliomyelitis.  The 
material  that  accumulates  in  the  mouth  and 
naso-pharynx  is  usually  the  normal  secretions 
that  are  present,  but  because  of  the  inability 
of  the  patient  to  swallow  or  expectorate,  they 
accumulate  in  large  amounts,  presenting  the 
potential  danger  of  aspiration  of  mucus  into 
the  trachea  and  deeper  portions  of  the  lung. 
For  this  reason  the  patient  should  be  placed 
with  the  head  in  a dependant  position  and  an 
aspirator  kept  constantly  by  the  bed.  The 
staff  and  nurses  should  be  instructed  to 
aspirate  these  children  when  any  mucus 
accumulation  is  present  in  the  throat.  Aspira- 
tion should  be  done  only  at  the  expiration 
phase  of  respiration.  The  older  child  who 
does  not  have  paralysis  or  weakness  of  the 
upper  arms  and  is  co-operative  can  be  trained 
to  turn  on  the  aspirating  machine  himself  and 
aspirate  his  own  throat.  At  times  the  child 
may  have  aspirated  a small  amount  of  ma- 
terial before  admission  to  the  hospital,  most 
often  associated  with  previous  attempts  to 
give  either  milk  or  water  by  mouth.  It  is  thus 
necessary  to  do  a direct  laryngoscopic  ex- 
amination and  aspirate  the  accumulated  ma- 
terial from  the  upper  respiratory  recesses 
with  a soft  catheter. 

MAINTENANCE  OF  WATER  AND 
NUTRITIONAL  REQUIREMENTS 
Following  the  treatment  of  the  dehydration 
and  because  of  withholding  of  oral  feedings, 
the  patient  must  be  maintained  on  a paren- 
teral regime  for  the  administration  of  nu- 
trients until  the  fever  subsides  and  the 
patient  can  swallow  liquids.  Protein  require- 
ments should  be  calculated  for  each  child  and 
may  be  met  by  the  administration  of  plasma 
and  amigen,  given  either  intravenously  or 
subcutaneously  in  glucose  or  Ringer’s  solu- 
tion. Caloric  requirements  may  be  met 
partly  by  the  subcutaneous  or  intravenous 
administration  of  a glucose  solution.  Mineral 
requirements  may  be  met  by  saline  or 
Ringer’s  solutions.  It  is  possible  to  almost 
meet  the  basic  caloric  requirements,  parent- 
erally, as  well  as  the  minimal  protein  require- 
ment for  a period  which,  for  the  most  part, 
does  not  exceed  seven  days.  Usually  within 
four  to  seven  days  following  the  admission 
to  the  hospital  the  patient  is  able  to  tolerate 
liquid  nutrients  administered  through  a 
gavage  tube,  and  within  a few  days  there- 
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after  can  usually  tolerate  small  amounts  of 
liquid  by  mouth.  When  the  patient  is  able  to 
take  the  total  caloric  requirement  either  by 
gavage  tube  or  by  swallowing  small  amounts 
by  mouth,  the  parenteral  administration  of 
glucose  and  other  nutrients  should  be  dis- 
continued. 

The  following  examples  of  the  quantity  and 
the  quality  of  the  fluids  given  to  two  bulbar 
patients  are  presented  below. 

Case  R.  M.  C. 

9/15/45:  Admitted.  Penicillin  10,000  U q.4.h 
1,000  cc.  5%  glucose  I.  V.  Nasal 
oxygen. 

9/16/45:  1,000  cc.  5%  glucose  S.  C.  500  cc. 

plasma  I.  V.  700  cc.  5%  glucose  I.  V. 
9/17/45:  500  cc.  5%  amigen  and  5%  glucose 
I.  V.  300  cc.  5%  glucose  S.  C.  Afe- 
brile. 

9/18/45:  250  cc.  10%  amigen  in  750  cc.  10% 
glucose  I.  V.  500  cc.  5%  glucose  in 
saline  S.  C. 

9/19/45:  Fluids  tolerated  by  mouth.  Oxygen 
discontinued.  500  cc.  10%  glucose 
I.  V.  Penicillin  discontinued. 

9/20/45:  Fluids  and  formula  tolerated  by 
mouth. 

9/21/45:  Soft  diet  tolerated. 

Case  W.  K. 

8/27/45:  Penicillin  15,000  U q.3.h.  1,000  cc.  5% 
glucose  I.  V.  500  cc.  amigen  I.  V. 
Intra-nasal  oxygen. 

8/28/45:  160  cc.  plasma  I.  V.  1,000  cc.  5% 
glucose  S.  C.  Intranasal  oxygen. 
8/29/45:  500  cc.  5%  glucose  I.  V.  500  cc.  5% 
amigen  I.  V.  500  cc.  10%  glucose  in 
saline  S.  C.  500  cc.  plasma  I.  V. 
Intranasal  oxygen. 

8/30/45:  1,000  cc.  5%  glucose  S.  C.  320  cc. 

formula  gavaged.  Intranasal  oxygen. 
8/31/45:  520  cc.  water.  960  cc.  formula.  Small 
amounts  tolerated  by  mouth.  Oxygen 
discontinued.  Penicillin  discon- 
tinued. 

9/1/45:  500  cc.  water  gavaged.  500  cc.  form- 
ula per  gavage.  Afebrile. 

9/2/45:  Soft  diet  tolerated. 

THE  USE  OF  OXYGEN 

Our  previous  experience  in  the  epidemic 
of  1943  in  Utah  demonstrated  that  it  was  not 
an  uncommon  experience  in  a child  who  had 
a bulbar  poliomyelitis  and  no  evidence  of 


disorder  or  respiratory  function  to  have  a 
short  period  of  obstruction  due  to  mucus  or 
other  material  followed  by  the  development 
of  cyanosis  and  anoxia.  This  mucus  does  not 
necessarily  have  to  be  aspirated  into  the 
trachea  or  bronchi  to  produce  obstruction. 
When  very  viscid,  it  covers  the  epiglottic  re- 
gion and  a febrile,  dehydrated,  listless  child 
cannot  cough  vigorously  enough  to  remove 
the  tenacious  mucoid  material.  At  times  this 
is  followed  by  irregularities  of  rate  and  depth 
of  respiration.  This  indicates  that  the  res- 
piratory center,  which  may  have  been  un- 
involved or,  perhaps,  only  slightly  involved 
before  the  development  of  the  respiratory 
obstruction,  now  is  injured  by  the  temporary 
anoxia,  causing  the  loss  of  the  central  con- 
trolling activity  of  the  respiratory  function. 

Thus,  in  1945  every  child  with  a complete 
paralysis  of  the  palate  or  the  upper  esopha- 
geal and  pharyngeal  region  received  oxygen 
by  nasal  catheter.  This  was  given  regardless 
of  the  presence  of  cyanosis  or  not,  it  being 
considered  advisable  to  have  a moderate  ex- 
cess of  oxygen  available  at  all  times.  When 
properly  inserted,  the  catheter  did  not  seem 
to  irritate  the  posterior  pharyngeal  mucosa 
causing  an  increased  production  of  mucus. 

While  it  must  be  admitted  that  the  admin- 
istration of  oxygen  by  nasal  catheter  does  in- 
crease the  concentration  of  oxygen  in  the 
trachea  in  normal  individuals  and  in  those 
in  whom  the  rate  and  depth  of  respiration  is 
increased,  there  was  no  real  reason  to  believe 
that  an  increased  oxygen  content  in  the  lung 
was  afforded  these  patients  with  bulbar 
poliomyelitis.  The  diminished  rate  and  dis- 
turbed rhythm  of  the  respiratory  activity 
would  not,  of  course,  permit  the  entrance  of 
oxygen  into  the  lungs  regardless  of  the  con- 
centration given  by  nasal  catheter.  The  ex- 
perience of  the  Minnesota  group  with  trach- 
eotomy and  oxygen  helium  mixtures  appears 
to  afford  a method  whereby  the  oxygen  can 
be  introduced  directly  into  the  trachea  in 
patients  where  the  respiratory  excursion  is 
low.  In  the  bulbar  cases  in  Utah  in  1945,  the 
use  of  nasal  catheter  oxygen  on  an  empiric 
basis  only  seemed  to  keep  the  patients  much 
more  comfortable,  and  the  incidence  of  post- 
anoxic  respiratory  and  cardio-circulatory 
disorders  was  much  less  frequent. 
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THE  AVOIDANCE  OF  SECONDARY 
INFECTIONS 

Every  effort  should  be  made  to  avoid 
secondary  infection.  Penicillin  was  given  to 
every  child  with  a bulbar  poliomyelitis  ad- 
mitted to  the  Pediatric  Division  of  the  Salt 
Lake  County  General  Hospital.  It  was  given 
in  preference  to  the  sulfonamides,  for  it  has 
been  reported  that  in  the  acute  phase  of 
poliomyelitis,  the  administration  of  a sul- 
fonamide may  contribute  to  the  progress  of 
the  disease.  While  this  has  not  as  yet  been 
definitely  proven,  it  was  felt  advisable  to 
avoid  the  administration  of  these  drugs. 
Respiratory  infection  is  not  uncommon  in  the 
bulbar  or  respiratory  form  of  poliomyelitis. 
A low  respiratory  excursion  present  when  in- 
tercostal or  diaphragmatic  weakness  or 
paralysis  exist  is  conducive  to  poor  aeration 
of  the  lung  and  the  development  of  secondary 
infection.  The  aspiration  of  a small  amount 
of  fluid,  associated  with  attempts  to  drink, 
into  the  upper  portion  of  the  trachea  and 
larynx  was  common  in  many  of  the  children 
before  admission  to  the  hospital.  While  not 
of  significant  seriousness  to  have  produced 
obstruction,  nevertheless,  a certain  degree  of 
irritation  had  been  set  up  which  was  con- 
ducive to  the  development  of  a low  grade 
secondary  lower  respiratory  infection.  Thus, 
while  penicillin  is  certainly  not  a specific 
therapeutic  for  the  poliomyelitis  virus,  it  was 
given  to  all  of  our  cases  during  the  febrile 
phase  of  the  disease,  and  as  long  as  the  diffi- 
culty in  swallowing  existed. 

It  is  also  felt  that  certain  other  medications 
are  absolutely  contra-indicated  in  bulbar 
poliomyelitis.  These  are  the  sedatives  such  as 
phenobarbital  and  other  barbiturates,  and  the 
narcotics  which,  of  course,  have  a definite  de- 
pressive action  upon  the  respiratory  center. 
These  should  be  avoided  for  the  reason  that 
one  could  never  predict  whether  or  not  the 
central  cardio-respiratory  centers  are  going 
to  be  involved  in  this  form  of  the  disease. 
Thus,  to  have  a child  under  the  effect  of  a 
sedative  or  a specific  drug  which  would  re- 
duce the  cough  reflex  of  interfere  with  the 
irritability  of  the  respiratory  and  cardiac 
centers  add  insult  to  injury.  The  use  of 
atropine  to  dry  up  secretions  should  be 
avoided  definitely.  Several  children  were  ad- 
mitted to  our  hospital  after  having  been  given 


atropine  to  help  dry  up  the  secretions  that 
were  present  in  their  naso-pharynx.  This  is 
considered  a particularly  dangerous  pro- 
cedure as  it  produced  thick,  viscid  mucoid 
secretions  which,  when  aspirated,  are  difficult 
to  aspirate.  One  child  who  had  been  given 
atropine  in  his  home  some  sixty  miles  away 
from  Salt  Lake  City  arrived  at  the  hospital 
and  expired  within  a few  minutes  after  ad- 
mission. The  autopsy  revealed  the  presence 
of  a large  amount  of  thick,  tenacious  viscid 
material  that  had  been  aspirated  into  the 
lungs  by  the  child  on  his  way  to  the  hospital. 

While  it  cannot  be  definitely  stated  that  the 
mortality  rate  of  the  cases  of  bulbar  polio- 
myelitis admitted  to  the  Salt  Lake  County 
General  Hospital  was  reduced  by  the  pro- 
cedures instituted  above,  there  are  many 
physiologic  and  anatomic  reasons  for  the  in- 
stitution of  them.  Certainly  they  are  without 
harm,  and  comparative  figures,  as  presented 
in  the  following  paragraphs,  leave  the  im- 
pression that  they  were  conducive  to  a reduc- 
tion in  the  mortality  of  the  bulbar  cases. 

THE  MORTALITY  OF  POLIOMYELITIS 

The  mortality  rate  for  infantile  paralysis 
varies  greatly  from  one  epidemic  to  the  next 
and  in  different  localities.  In  1916  in  New 
York  City,  the  over-all  mortality  was  25.2%. 
However,  it  has  been  found  to  be  as  low  as  1 
or  1.8%,  as  was  reported  from  Sidney, 
Australia  and  in  Canada.  Recently,  however, 
particularly  during  the  last  five  years,  the 
average  mortality  for  the  epidemics  in  this 
country  has  been  between  7 and  8%.  In 
general,  the  death  rate  in  recent  years  has 
been  lower  than  in  the  earlier  epidemics. 
High  mortalities  reported  in  the  epidemics 
ten  to  fifteen  years  ago  are  very  likely  on 
the  basis  of  incomplete  reporting  of  the  milder 
or  abortive  cases  of  infantile  paralysis.  In 
more  recent  years,  recognition  of  the  non- 
paralytic or  abortive  cases  which  are  thus 
reported  to  State  Boards  of  Health  have  in- 
creased greatly  the  number  of  cases  that  are 
reported,  and,  therefore,  proportionately  re- 
duce the  over-all  reported  mortality.  Thus, 
the  irregularity  in  the  recognition  of  cases 
from  one  community  to  the  next  makes 
accurate  numerical  comparison  impossible  at 
present. 

In  spite  of  the  fact  that  the  mortality  from 
this  disease  appears  to  be  reducing,  this  de- 
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crease  is  most  likely  due  to  the  increased 
number  of  milder  abortive  and  non-paralytic 
forms  of  the  disease  that  are  now  being  re- 
ported. 

An  example  of  the  change  in  the  mortality 
rate  for  the  State  of  Utah  over  the  past  few 
years  is  indicated  by  the  high  mortality  rates 
in  those  years  in  which  epidemic  proportions 
of  the  disease  do  not  exist  as  compared  with 
the  low  mortality  rate  in  those  years  in  which 
epidemics  exist.  Certainly  when  an  epidemic 
exists  there  is  an  increasing  awareness  on  the 
part  of  the  public  in  regard  to  the  disease 
poliomyelitis  which  leads  to  the  directing  of 
the  attention  of  the  physician  to  the  milder 
forms  of  the  disease  which  ordinarily  would 
not  be  seen  by  the  physician.  Thus,  in  Utah 
in  1927,  when  88  cases  occurred,  there  was  a 
mortality  of  25%.  Approximately  the  same 
is  true  in  1928  with  23  cases,  and  again 
in  1937,  when  7 out  of  33  reported  cases  died. 
However,  in  1943,  with  399  cases,  the  mor- 
tality was  only  6%.  In  1945,  nineteen  of  the 
256  cases  reported  to  the  State  Board  of 
Health  died,  giving  an  over-all  mortality  of 
7.4%.  However,  the  mortality  of  6%  in  the 
1943  epidemic  cannot  be  compared  with  the 
mortality  of  7.5%  in  1945  unless  one  takes 
into  account  several  factors  which  are  of 
great  importance  to  the  mortality  rate.  As 
was  stated,  12.5%  of  the  399  cases  seen  in 
1943  were  of  the  bulbar  or  bulbo-spinal  type; 
whereas,  39%  of  the  219  cases  admitted  in 
1945  were  of  the  bulbar  or  bulbo-spinal  type. 
Thus,  in  1945,  with  a greater  than  three-fold 
increase  in  the  number  of  bulbar  cases  as 
compared  with  1943,  there  was  only  a slight 
increase  in  the  over-all  mortality  rate. 

A further  breakdown  of  the  mortality  rate 
obtained  in  the  86  bulbar  cases  that  were 
treated  in  the  hospital  in  1945  presents  some 
interesting  points  which  would  indicate  that 
the  previously  described  pattern  of  therapy 
is  likely  to  be  conducive  to  a lower  mortality 
rate. 

Of  the  86  bulbar  cases  in  the  219  admitted 
to  the  Salt  Lake  County  General  Hospital, 
thirteen  were  in  the  age  group  of  sixteen  and 
over,  and  73  were  in  the  age  group  under  six- 
teen. There  was  a mortality  of  44%  among 
the  adults,  six  of  the  thirteen  succumbing  to 
the  disease.  There  were,  however,  only  nine 
deaths  among  73  children  under  the  age  of 


sixteen,  or  a mortality  of  12.3%.  This  rather 
low  mortality,  as  compared  with  other  re- 
ported figures  and  epidemics  throughout  the 
country,  was  thought  to  be  due,  in  part,  to 
the  avoidance  of  difficulties  and  complications 
while  the  child  was  in  the  acute  phase  of  this 
disease  and  being  cared  for  in  the  hospital. 
In  fact,  the  experience  gained  during  this 
year  in  the  treatment  of  the  bulbar  cases  has 
not,  at  present,  justified  the  discontinuation 
of  any  portion  of  the  procedures  that  were 
instituted.  In  fact,  every  effort  is  being  made 
to  provide  the  suitable  equipment  necessary 
to  admisister  oxygen  more  effectively  for 
cases  likely  to  occur  in  the  future. 
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1 - 15  183  39.9 

16  & over  36  38.0 


ULTIMATE  PROGNOSIS 


Ultimate  prognosis  as  regards  residual 
paralysis  or  defective  function  in  the  cases 
in  which  a satisfactory  follow-up  was  made 
is  presented.  Through  the  cooperation  of  the 
State  Crippled  Children’s  Division  and  their 
panel  of  orthopedic  and  pediatric  consultants, 
follow-up  information  was  sent  to  the  De- 
partment of  Pediatrics  of  the  University  of 
Utah  which  permits  an  evaluation  of  our  1945 
cases  in  regard  to  the  ultimate  prognosis  at 
this  time.  Satisfactory  follow-up  was  ob- 
tained on  198  of  the  204  cases  that  survived. 
Information  as  to  the  ultimate  status  was 
obtained  after  a period  of  over  four  months 
from  the  day  of  onset  in  161  of  the  198  chil- 
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dren,  and  observations  of  longer  than  six 
months  in  114  of  the  198.  Those  children  who 
had  the  most  severe  paralysis  have  been  ob- 
served the  longest  period  of  time,  and  those 
in  whom  there  was  evidence  of  mild  weak- 
ness at  the  time  of  discharge  from  the  hos- 
pital which  ultimately  disappeared  com- 
pletely were  observed  only  a few  months. 
Likewise,  the  children  who  manifested  com- 
plete return  to  normal  before  they  left  the 
hospital  had  a shorter  period  of  observation. 
It  appeared  that  follow-up  was  much  more 
satisfactory  in  children  who  had  a severe 
form  of  the  disease,  parents  failing  to  bring 
in  the  child  who  appeared  to  them  to  be  per- 
fectly normal. 

In  the  evaluation  of  the  ultimate  prognosis 
in  these  children,  the  following  definitions  of 
the  terms  must  be  made. 


Spin 

al 

Bulbar 

All 

Cases 

Percent 

Percent 

Percent 

Complete  Recovery 

16 

12.6 

19 

26.5 

35 

17.7 

Probably  Normal 

18 

14.2 

11 

15.5 

29 

14.6 

Slight  Residual 

30 

23.6 

21 

29.6 

51 

25.8 

Moderate  Residual 

'25 

19.7 

10 

14.0 

35 

17.7 

Marked  Residual 

35 

27.6 

10 

14.0 

45 

22.7 

Complete  Residual 

3 

2.4 

3 

1.5 

TOTAL  127 

Table  3.  End  results  of 

71 

198  cases 

198 

occurring  in 

1945. 

Complete  Recovery  means  that  the  child 
had  made  a complete  return  to  normal  at  the 
time  of  the  last  examination,  so  that  the  ex- 
aminer was  unable  to  find  any  evidence  of 
muscle  weakness  or  disturbance  of  function. 

Probably  Normal  means  essentially  the 
same  as  Complete  Recovery  except  for  the 
fact  that  there  was  some  question  in  the  mind 
of  the  examiner  as  to  the  specific  nature  of 
the  gait  or  of  the  deformity  or  curvature  of 
the  back.  It  was  difficult  to  establish  whether 
these  deformities  of  posture  or  of  gait  were 
evident  before  the  poliomyelitis  occurred.  It 
also  indicates  those  cases  who  left  the  hospital 
within  a month  or  two  after  their  illness, 
showing  at  that  time  only  very  slight  eviden- 
ces of  physiologic  disturbance,  such  as  stiff- 
ness without  any  evidence  of  weakness. 

Slight  Residual  involvement  means  that  a 
diminution  in  the  strength  or  function  of  one 
or  more  muscle  groups  of  the  extremities  or 
the  trunk  was  present  at  the  time  of  the  last 
examination.  It  was  not,  however,  sufficient 


to  incapacitate  or  even  to  produce  an  abnor- 
mality in  gait  and  was  brought  out  only  by 
special  strength-testing  measures. 

Moderate  Residual  means  that  definite 
weakness  in  one  or  more  muscle  groups  of 
the  extremities  or  the  trunk  exists  which,  in 
the  position  of  normal  posture  or  in  normal 
walking,  gives  evidence  of  an  abnormal  gait 
due  to  the  degree  of  weakness  or  disturbance 
in  function  present. 

Marked  Residual  involvement  indicates 
those  cases  in  whom  severe  weakness  of  the 
majority  of  the  muscles  of  the  extremities, 
either  the  arm,  the  leg,  a shoulder  group,  or 
a hip  group.  At  times  it  would  be  the  neck, 
so  that  support  would  be  necessary  in  order 
to  maintain  the  head  erect  when  the  patient 
is  in  the  upright  position.  All  of  these  in- 
dividuals are  able  to  get  about  with  their 
support,  which  consists  of  braces  in  21  of  the 
45  individuals,  five  of  whom  also  need  sticks 
or  crutches  in  order  to  ambulate.  Several  of 
these  children  have  corsets  for  support  to  the 
trunk,  and  two  have  braces  for  support  of  the 
head. 

Complete  Residual  refers  to  those  cases 
who  are  still  recumbent,  have  complete 
paralysis  either  of  both  lower  extremities  or 
of  both  lower  extremities  and  arms  and 
trunk,  so  that  they  are  still  invalided. 


Figure  1.  Age  distribution  of  hospitalized  polio- 
myelitis cases  in  1945. 

Solid  line:  Total  cases 

Broken  line:  Bulbar  cases 
Dotted  line:  Deaths 

ULTIMATE  PROGNOSIS  OF  SPINAL 
CASES 

In  the  group  of  198  children  with  satis- 
factory follow-up  records  there  were  127 
spinal  cases.  Approximately  27%  of  the 
children  with  the  spinal  form  of  the  disease 
made  a complete  recovery  or  were  probably 
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normal  at  the  time  of  the  last  examination. 
About  24%  manifested  some  slight  residual 
defect  of  weakness  or  function,  and  approx- 
imately 19%  manifested  moderate  residual 
involvement.  Marked  residual  weakness  or 
disturbance  of  function  was  present  in  27% 
of  the  spinal  cases. 

ULTIMATE  PROGNOSIS  OF  BULBAR 
CASES 

The  bulbar  cases,  on  the  other  hand,  show 
a definitely  different  outcome.  Here  42% 
of  the  bulbar  cases  made  a complete  recovery 
or  were  probably  normal  at  the  time  of  the 
last  examination,  with  almost  30%  showing 
slight  residual  involvement.  Only  14%  of  the 
bulbar  cases  showed  moderate  residual  in- 
volvement, and  14%  showed  marked  residual 
involvement.  These  figures  certainly  bear 
out  the  fact  that  the  bulbar  case  has  a much 
better  prognosis  as  regards  recovery  of  func- 
tion and  recovery  from  paralysis. 


BULBAR  POllonymilS  IN  IS45 

ACI  SIX  DtSIIUBU  I ION 
MALI  ■ finAii  □ 


Figure  2.  Relationship  of  age  and  sex  in  bulbar 
cases.  Ratio  of  male  to  female  for 
various  ages  as  follows:  1-5,  3.75:1;  6-10, 
1.75:1;  11-15,  .67:1;  16  and  over,  .75:1. 

The  results  of  all  cases  when  combined, 
both  the  bulbar  and  the  spinal,  would  in- 
dicate that  32%  of  all  the  cases  in  this  epi- 
denmic  made  a complete  recovery  or  were 
probably  normal  at  the  time  of  their  last 
examintion.  A slight  residual  defect  was 
present  in  25.8%,  but  the  defect  was  not  of 
sufficient  nature  to  handicap  seriously.  Thus 
it  appears  that  58.1%  of  all  the  cases  encount- 
ered in  1945  should  be  able  to  pursue  normal 
activities  in  the  future. 

An  additional  group  of  17.7%  of  the  total 
cases  are  likely  to  have  a permanent  residual 
defect  of  such  a nature  as  to  prevent  them 
from  pursuing  occupations  which  require 


strenuous  physical  activity.  This  limitation 
factor  will  have  to  be  considered  in  their 
future  program. 

There  were  45  cases,  or  22.7%,  in  whom 
serious  physical  defects  exist.  Surgical  correc- 
tions will  be  necessary  in  many  of  these.  At 
the  time  of  the  elaluation,  21  of  the  45  chil- 
dren who  showed  evidence  of  marked  residual 
defect  had  to  have  braces  on  their  extremities 
in  order  to  maintain  satisfactory  function  or 
to  give  support.  Only  three  of  the  198  cases 
evaluated  had  what  could  be  considered  to  be 
complete  residual  involvement. 

In  general  it  may  be  stated  that  more  than 
one-half  of  the  cases  encountered  in  1945  will 
not  have  a significant  problem  of  adjustment 
because  of  having  had  poliomyelitis.  On  the 
other  hand,  less  than  one-half  of  the  cases 
must,  because  of  the  residual  defects  of  their 
poliomyelitis,  make  adjustments  in  their 
future  programs. 


16  POINT  PLAN  WILL  BE 
PUBLISHED  IN  MARCH  JOURNAL 

In  the  March  issue  of  the  South  Dakota 
Journal  of  Medicine,  the  new  contract  pro- 
posed by  the  Veterans  Administration  for 
Home  Town  Care  will  be  explained  in  the 
News  section  of  the  Journal.  Doctors  are 
urged  to  read  this  article  carefully  before 
the  State  Association  changes  its  present 
agreement. 

Some  of  the  points  that  are  brought  out  in 
the  plan  are: 

1.  The  contractor  will  arrange,  through  its 
professional  members  for  the  following  med- 
ical services  to  beneficiaries  of  the  Veterans 
Administration:  Treatments,  examinations, 
and  counsel  in  such  cases  as  may  be  author- 
ized by  the  Veterans  Administration. 

2.  The  contractor  will  submit  to  the  Vet- 
erans Administration  a list  of  members  who 
desire  to  provide  services  for  eligible  vet- 
erans in  home  communities  of  such  veterans. 

The  contractor  will  be  responsible  to  see 
that  diagnosis,  treatment  and  cost  reports  re- 
quired by  the  Veterans  Administration  are 
in  proper  form,  and  that  proper  records  are 
maintained  which  will  be  available  for  re- 
view by  the  Veterans  Administration  at  any 
time. 

The  complete  16  point  plan  will  be  brought 
out  in  the  March  issue  of  this  journal. 
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Cystic  Fibrosis  of  Pancreas 

by 

R.  F.  Livingston,  M.  D.,  Yankton  Clinic,  Yankton,  South  Dakota.  Clinical  Instructor  U of  S.  D. 
and  R.  L.  Ferguson,  M.D.,  Department  of  Pathology,  University  of  South  Dakota,  Vermillion, 
South  Dakota. 


Cystic  fibrosis  of  the  pancreas  is  rather  an 
uncommon  disease  in  general  practice,  al- 
though Anderson1  in  a review,  collected  and 
analyzed  49  cases  of  cystic  fibrosis  of  pancreas 
in  infants  and  older  children.  However,  four 
autopsies  performed  in  one  year  at  the  Baby 
Hospital  attached  to  Columbia  University 
revealed  cystic  fibrosis  of  the  pancreas  indi- 
cating that  the  disease  is  not  extraordinarily 
rare.  Thus,  we  feel  that  this  case  report  is 
justifiable  in  order  to  alert  the  general  prac- 
titioner who  is  seeing  many  babies  each  year. 

E.  S.  (S.  H.  H.  46657)  A four  week  old  male 
white  infant  was  admitted  to  the  hospital 
April  12,  1947. 

The  patient  was  a first  child.  The  family 
history  was  otherwise  non-contributory. 

At  birth  March  9,  1947,  the  baby  weighed  6 
pounds  and  appeared  to  be  a normal  full  term 
infant.  The  baby  was  breast  fed  and  nursed 
well.  The  tenth  day  of  life  when  dismissed 
from  the  hospital  the  weight  was  5 pound 
liy2  ounces. 

The  presenting  complaint  of  the  present 
illness  was  that  the  baby  had  “vomited  every- 
thing” for  two  weeks  and  “was  losing 
weight.”  Vomiting  which  was  projectile  in 
character,  occurred  about  15  minutes  after 
feeding  it,  consisted  of  curdled  milk,  and 
was  said  to  be  characteristic.  No  abnormality 
of  bowel  movements  had  been  noticed. 

Physical  examination  showed  a very 
emaciated  6 pound  5 ounce  one  month  old 
male  infant.  The  skin  was  very  loose  and  dry. 
The  eyes,  ears,  nose,  and  throat  showed  no 
abnormality.  There  was  no  palpable  adeno- 
pathy. The  lungs  were  clear  to  auscultation 
and  percussion.  The  heart  was  normal  in 
size.  The  sounds  were  normal  in  rate  and 
rhythm  and  there  were  no  murmurs.  The 
abdomen  was  full,  soft  and  symmetrical.  No 
organs  nor  abnormal  masses  were  palpable. 
There  was  no  spasm  nor  evidence  of  tender- 
ness. The  genitalia  and  extremities  were 


normal. 

During  the  four  week  course  in  the  hospital 
the  baby  did  not  respond  to  the  treatment,  in 
spite  of  taking  formula,  vitamin  supplement, 
cereal,  and  amino  acid  concentrate.  Vomiting 
became  only  occasional.  Stools,  one  or  two 
a day,  were  bulky,  foul  smelling  and  contain 
neutral  fat.  The  baby  showed  no  evidence  of 
normal  development  of  strength  or  coordina- 
tion. There  was  slight  gain  in  weight  of  one 
pound.  May  9,  1947  cyanosis  developed,  and 
the  baby  expired. 

Pathologic  Anatomy: 

External  Examination: 

The  body  was  that  of  an  emaciated,  de- 
hydrated, white  male  infant,  19  inches  in 
length,  and  weighing  7 pounds.  The  eyes  were 
sunken,  the  forehead  protruded,  and  the  neck 
contained  no  palpable  lymphnodes.  The  ribs 
were  conspicuous  and  the  abdomen  was  un- 
usually prominent. 

BODY  CAVITY:  The  lungs  were  not  col- 
lapsed. The  heart  and  pericardial  sac  fell 
within  the  normal  limits. 

The  peritoneal  surfaces  were  smooth  and 
shiny.  There  was  distention  of  the  intestines 
with  some  enlargement  of  the  colon.  The  liver 
was  not  increased  in  size. 

HEART:  The  heart  was  not  increased  in  size 
and  showed  no  abnormalities.  The  examina- 
tion of  the  large  vessels  revealed  a patent  duc- 
tus arteriosus. 

LIVER:  The  liver  was  not  enlarged,  its  sur- 
faces were  smooth  and  shiny.  The  histologic 
examination  revealed  nothing  remarkable. 
GALLBLADDER:  The  gallbladder  was  es- 
sentially negative. 

LUNGS:  The  lungs  were  heavier  than  nor- 
mal and  a mild  tubular  dilatation  of  the  small 
bronchi  and  bronchioles  was  noted.  The  lu- 
mens of  some  of  the  bronchi  were  plugged 
with  tenacious  greenish-gray  mucopurulent 
material.  Patchy  areas  of  atelectasis  were 
noted  throughout  the  lungs.  In  some  sections 
of  the  lung  an  interstitial  pneumonia  was 
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noted. 

SPLEEN:  The  spleen  was  not  increased  in 
size  and  contained  small  Maliphian  cor- 
puscles, and  a moderate  amount  of  red  pulp. 
PANCREAS:  The  ampulla  of  vater  was 
hypertrophied  and  bile  could  be  expressed 
through  it.  The  pancreas  was  slightly  smaller 
than  normal  and  on  sectioning,  was  firm. 
The  lobules  were  rounded  and  uneven.  Many 
of  the  lobules  were  fused  together  with  fi- 
brous connective  tissue. 

Histological  study  of  the  pancreas  revealed 
that  approvimately  10  to  15  mm  from  the 
empulla  of  vater  there  was  a marked  over- 
growth of  connective  tissue  which  had  greatly 
reduced  the  size  of  the  lumen.  Proximal  to 
this  point  th’e  ducts  were  greatly  dilated  form- 
ing cysts  filled  with  grayish-pink  staining 
material.  Extensive  fibrosis  and  replacement 
of  the  acini  tissue  were  noted.  The  islets  of 
Langerhans  were  intact  and  appeared  normal. 
LYMPHNODES:  A lymphnode  which  was 
located  near  the  ampulla  of  vater  showed  a 
mild  acute  inflammatory  reaction. 

UROGENITAL  SYSTEM: 

KIDNEYS,  URETERS  AND  BLADDER: 
Essentially  negative. 

INTESTINES:  The  intestines  contained  bulky 
foul  smelling  fecal  material.  The  walls  of  the 
intestines  were  normal. 

DISCUSSION: 

That  the  clinical  symptoms  are  due  to  a 
lack  of  pancreatic  enzyme  is  fairly  well  sub- 
stantiated by  Ivy2  and  Greenberg3.  Such  ex- 
periments in  dogs  as  the  ligation  of  pancreatic 
ducts  or  the  creation  of  an  external  pan- 
creatic fistula  produces  a clinical  picture 
which  is  a mirrored  image  of  that  produced 
by  cystic  fibrosis  of  the  pancreas.  In  both  in- 
stances a large  percentage  of  fat  and  ingested 
food  are  lost  in  the  stools.  It  would  appear 
that  if  the  clinical  symptoms  of  cystic  fibrosis 
of  the  pancreas  are  due  to  a blockage  of  the 
pancreatic  ducts  an  early  diagnosis  of  the 
disease  could  be  made  by  the  assay  of  the 
pancreatic  enzymes  in  the  duodenal  juices. 
Such  work  has  been  carried  out  by  Ander- 
son4. She  found  that  trypsin  in  the  duodenal 
juice  is  a deficiency  which  is  uniformly  low 
in  all  cases.  The  assay  of  amylase  is  not  a 
reliable  means  of  diagnosis  because  of  its  low 
concentration  in  the  first  few  months  of 
early  life  in  the  normal  infant. 


Lipase  is  present  in  normal  infants  of  all 
ages.  The  concentration  is  reduced  in  con- 
genital pancreatic  disease,  but  the  assay  is 
less  reliable  for  diagnosis  because  of  low 
values  in  occasional  control  cases. 

The  etiology  of  this  deficiency  has  been 
placed  under  three  headings  by  Anderson1, 
namely:  Congenital  malformation,  Inflamma- 
tion of  the  pancreas  during  fetal  life,  and 
Vitamin  A deficiency. 

In  our  case,  the  marked  pancreatic  fibrosis 
accompanied  by  the  lymphocytic  infiltration 
with  occlusion  of  the  ducts  is  the  most  im- 
portant evidence  that  we  have  to  offer  that 
this  lesion  was  probably  due  to  fetal  inflam- 
mation. 
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27  S.  D.  PHYSICIANS 
GRANTED  LICENSES 

Fifteen  of  the  applicants  were  admitted 
under  reciprocity  with  other  states  and  the 
remainder  under  examination,  Dr.  Gilbert 
Cottam,  superintendent  of  the  board,  said. 

Licensed  by  examination,  and  the  location 
in  which  practice  will  be  carried  on,  were: 
Clark  F.  Johnson,  Yankton;  Wilfred  J.  Hage, 
Sioux  Falls;  Thomas  J.  Durkin,  undecided; 
Floyd  D.  Gillis,  jr.,  Mitchell;  Edward  E. 
Greenough,  Sioux  Falls;  Joseph  N.  Hamm, 
Sturgis;  Warren  L.  Opheim,  Sioux  Falls; 
Rosemarie  Lenel-Pekelis,  Sioux  Falls;  Eman- 
uel Pekelis,  Sioux  Falls;  Thomas  W.  Reul, 
Watertown;  Charlotte  Rhomberg,  undecided; 
Hugh  G.  Skinner,  Vermillion  (teaching  at 
state  university). 

Licenses  by  reciprocity  were  granted  R.  L. 
Ferguson,  teaching  at  state  university,  Ver- 
million, and  on  staff  of  Sacred  Heart  hospital; 
Justin  E.  Arata,  Gregory;  Eugene  Flynn, 
Pickstown;  Louis  W.  Gilbert,  Hot  Springs; 
Cloid  D.  Green,  Parker;  Roland  Kleeberger, 
Martin;  Frederick  C.  Kohlmeyer,  Sioux  Falls; 
James  L.  McDonnell,  Montrose;  Leonard  B. 
Moyer,  Lake  Preston;  Donald  L.  Rodawig, 
Vermillion;  Charles  E.  Rober,  Hot  Springs; 
George  R.  Smith,  Lemmon;  Verlynne  V. 
Volin,  Sioux  Falls;  Ronald  D.  Price,  Armour; 
Mary  Price,  Armour. 
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R.  F.  HUBNER  NAMED 
PRESIDENT  ai  YANKTON 

The  Yankton  District  Med- 
ical Society  met  December 
16th  at  Sacred  Heart  Hospital 
to  elect  officers  and  to  hear 
scientific  papers  presented 
by  Doctors  J.  C.  Olmacher 
and  Ralph  Ferguson.  Two 
men  from  the  University  of 
South  Dakota  Medical  School 
Staff  talked  on  the  function 
of  the  kidney  using  lantern 
slides  to  illustrate  the  lec- 
ture. 

In  the  election  of  Officers 
for  the  coming  year  R.  F. 
Heibner  was  named  Presi- 
dent, C.  D.  McVay,  Vice 
President,  F.  J.  Abts,  Secre- 
tary. Doctors  Hubner  and 
Abts  were  named  delegates 
to  the  annual  meeting  in 
Sioux  Falls  and  Doctor  J.  C. 
Olmacher  was  named  alter- 
nate delegate.  The  group 
listened  to  a discussion  by  the 
President  of  the  State  Med- 
ical Association  and  the 
Executive  Secretary. 


DR.  AUSTIN  SMITH 
SPEAKER  to  7th  DISTRICT 

The  Seventh  District  (Sioux 
Falls)  Medical  Society  met 
at  the  Cottage  in  Sioux  Falls 
for  their  first  meeting  of 
1948  on  Tuesday  the  13th  of 
January.  Approximately 
fifty-five  doctors  were  in  at- 
tendance to  hear  Dr.  Austin 
Smith  of  the  Council  on 


Pharmacy  of  the  American 
Medical  Association. 

Before  Dr.  Smith  spoke, 
President  J.  A.  Nelson  ap- 
pointed local  committees  for 
the  Annual  Meeting  which 
will  be  held  in  Sioux  Falls, 
May  30,  31  and  June  1. 

General  chairmen 

J.  A.  Nelson,  Chr. 

F.  S.  Stahman 

R.  G.  Ogborn 

Housing 

W.  A.  Arneson,  Chr. 

R.  E.  Greenfield 

D.  H.  Manning 

Entertainment 

A.  M.  Harris,  Chr. 

H.  E.  Shreves 

L.  J.  Pankow 

Banquet 

D.  H.  Breit,  Chr. 

J.  V.  McGreevey 

V.  V.  Volin 

Courtesy 

C.  J.  McDonald,  Chr. 

S.  A.  Donahoe 

G.  E.  Van  Demark 

M.  S.  Grove 

H.  W.  K.  Zellhoefer 


MITCHELL  DISTRICT 
HEARS  DR.  J.  MARTIN 

Thirty  members  of  the 
Sixth  District  (Mitchell) 
Medical  Society  met  at  the 
Lawler  Hotel  January  14  to 
hear  Dr.  James  Martin  of 
Omaha  speak  on  “Manage- 
ment of  Fractures  of  the 
Forearm.” 


The  dinner  meeting  which 
started  at  6:30  was  also  the 
occasion  of  the  annual  visit 
of  the  State  Association 
president.  Dr.  H.  Russell 
Brown  discussed  problems 
facing  the  medical  profession 
in  South  Dakota.  The  execu- 
tive-secretary briefly  dis- 
cussed the  new  Journal. 

During  the  business  meet- 
ing, the  election  of  officers 
was  held  and  the  same  of- 
ficers reelected.  These  are 
Dr.  O.  J.  Mabee,  president, 
Dr.  F.  Daniel  Gillis,  vice 
president,  and  Dr.  B.  R. 
Skogmo,  secretary-treasurer. 
Delegates  elected  to  repre- 
sent the  district  at  the  State 
meeting  are  Drs.  H.  R.  Lewis 
and  E.  C.  Bobb.  Alternates 
are  Drs.  R.  J.  Delaney  and 
L.  W.  Tobin. 

The  society  also  recom- 
mended Dr.  F.  D.  Gillis  for 
the  position  of  Councillor 
which  will  be  vacated  by  Dr. 
J.  H.  Lloyd  after  the  1948 
Annual  meeting. 

New  members  introduced 
were  Drs.  Roland  and  Mary 
Price,  Armour,  Drs.  Fritz, 
Lewis  & Gillis,  all  of  Mit- 
chell. 


HELP 

FIGHT 

CANCER 
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MEDICAL  SCHOOL 
COMMITTEE  MEETS 
WITH  GOVERNOR 

The  South  Dakota  Medical 
Association’s  Committee  on 
Medical  School  affairs  met 
with  the  Governor  of  South 
Dakota  in  Pierre  on  January 
18th  to  discuss  medical  school 
proposals.  No  report  was 
made  at  the  time  of  the  meet- 
ing on  the  results  of  the  dis- 
cussion inasmuch  as  the  com- 
mittee is  not  prepared  to 
make  any  recommendations 
as  yet.  A full  report  will  be 
made  by  thacommittee  at  the 
Annual  Meeting.  Members 
of  the  committee  are  Drs.: 
Donald  Slaughter,  Chairman 
William  Duncan 
L.  J.  Pankow 
William  Saxton 
F.  R.  Williams 
H.  Russell  Brown — ex-officio 


"SPANISH  SWINDLE" 
BOYS  AT  WORK  AGAIN 

The  old  “Spanish  Swindle” 
has  been  revived  and  is  get- 
ting a play  again  in  this  part 
of  the  country.  The  idea  of 
the  game  starts  with  a letter 
from  a gentleman  supposedly 
in  a Mexican  jail  who  has  a 
fortune  hidden  away  which 
can  be  claimed  if  the  poor 
soul  had  a few  thousand  dol- 
lars to  work  with. 

The  recipient  of  the  letter 
then  provides  the  few  thous- 
and, in  return  for  which  he 
will  receive  one-third  of  the 
fortune.  What  happens  next 
resolves  down  to  primary 
arithmetic.  There  is  no 
fortune.  One-third  of  noth- 
ing is  nothing.  That’s  exactly 
what  you  get. 

The  postal  inspectors  state 
that  reply  to  the  first  letter 
will  bring  a three  page  letter, 
together  with  fake  news- 


paper clippings  and  legal 
papers,  intending  to  substan- 
tiate the  story  and  arrange 
for  receipt  of  the  victim  in 
Mexico.  Apparently  the 
swindlers  are  currently 
selecting  names  and  ad- 
dresses from  “Who’s  Who  in 
America”  and  also  lists  of 
professional  people,  particu- 
larly doctors  and  dentists. 

A word  to  the  wise  is  suf- 
ficient. If  you  receive  one 
of  these  letters,  inform  the 
executive-secretary’s  office 
and  the  postal  department 
will  be  notified. 


A.  C.  S.  ANNOUNCES 

REGIONAL  MEETINGS 

The  regional  meetings  of 
the  American  College  of 
Surgeons  in  this  vicinity  will 
be  held  in  Denver,  Colorado 
and  in  Minneapolis,  Minn- 
esota. 

The  Denver  meeting  will 
be  on  Monday  and  Tuesday, 
March  first  and  second,  with 
headquarters  at  the  Cosmo- 
politan Hotel.  Monday  and 
Tuesday,  March  15th  and 
16th  are  the  dates  of  the 
similar  meetings  in  Minn- 
eapolis, which  will  be  at  the 
Hotel  Nicollet. 

All  members  of  the  Col- 
lege, including  the  Junior 
group,  should  be  present  at 
these  meetings.  Also,  any 
member  in  good  standing  in 
his  district  medical  society  is 
welcome  at  the  meetings. 

You  may  attend  the  one, 
the  time  and  place  which  are 
most  convenient  for  you. 

Each  day’s  program  will 
begin  with  the  showing  of 
medical  motion  pictures  at 
8:30  o’clock.  The  luncheon 
meetings  will  be  devoted  to 
round  table  conferences  at 


which  subjects  presented 
during  the  morning  will  be 
discussed.  Following  the  din- 
ner on  the  evening  of  the 
first  day,  there  will  be  a dis- 
cussion of  the  College  activi- 
ties and  a Symposium  on 
Cancer.  The  programs  have 
been  planned  to  promote 
helpful  discussion  of  current 
medical  and  hospital  prob- 
lems. 


MILWAUKEE  SITE  OF 

PEDIATRICS  MEETING 

The  Areal  Meeting  of  the 
American  Academy  of  Ped- 
iatrics will  be  held  at  the 
hotel  Schroeder,  Milwaukee, 
Wisconsin,  June  28-30,  1948. 

Members  of  State  Medical 
Societies  are  welcome  to  at- 
tend. The  registration  fee 
will  be  $5.00  for  such  non- 
members together  with  a 
$5.00  registration  for  which 
each  registrant  receives  a 
ticket  to  the  banquet,  making 
a total  registration  fee  of 
$10.00. 

Registration  may  be  made 
ahead  of  time  by  writing  to 
Dr.  C.  G.  Grules,  Secretary- 
Treasurer,  American  Acad- 
emy of  Pediatrics,  636 
Church  street,  Evanston,  Ill- 
inois, enclosing  a check  for 
$10.00  or  registration  may  be 
at  the  time  of  the  meeting. 


ANNUAL  MEETING 
DATES  SET 
MAY  30.  31.  JUNE  1 

As  previously  announced, 
the  Annual  Meeting  will  be 
held  in  Sioux  Falls,  May  30, 
31  and  June  1.  Despite  the 
cries  of  one  or  two  detail  men 
in  the  area,  the  meetings  al- 
ready appear  to  be  ready  to 
draw  a larger  crowd  than 
in  1947.  More  exhibits  will 
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be  in  evidence  than  ever  be- 
fore and  an  excellent  pro- 
gram is  in  the  making. 

Hotel  reservations  may  be 
made  directly  to  the  Carpen- 
ter, Cataract  or  Albert  Hotels 
or  to  one  of  the  Auto  courts 
if  you  prefer.  (Smith’s  and 
DeLuxe  are  good.)  Make  your 
reservations  early  so  you 
won’t  be  disappointed. 

The  exhibitors  dinner,  an 
innovation  last  year,  has  re- 
ceived the  endorsement  of 
the  program  committee  and 
Association  officers  and  will 
be  held  again  on  Saturday 
evening  May  29  at  the 
Cataract  hotel. 

The  Stag,  Sunday  evening 
is  being  planned  for  the  Cot- 
tage. Sioux  Falls  is  anxious 
to  equal  Rapid  City’s  party 
of  last  year. 


PRAIRIE  BREEZES 


By  J.  C.  F. 

(The  following  gusts  are 
blown  in  with  no  verification 
of  any  kind.  If  we’re  an  ill 
wind,  let  us  know) 

Dr.  Joseph  Hanrmas  just 
recently  opened  offices  in 
Sturgis,  where  plans  for 
building  a hospital  are  being 
formulated. 

Dr.  Jack  Dunn  left  Bowdle 
in  November.  (This  particu- 
lar “Breeze”  was  late.  It 
snowed  in  Bowdle.) 

Dr.  Robert  Quinn  will  prac- 
tice in  Yankton  with  A.  J. 
Smith  — will  later  take  a 
residency. 

Doctors  are  still  needed  in 
South  Dakota.  Huron,  Hoven, 
Redfield  and  Yankton  are 
looking  around. 

A physician  from  Phelps, 
Wisconsin  will  or  has  opened 
practice  in  Philip.  No  name 
or  record  at  this  office  up  to 
time  of  publication. 


Dr.  A.  Torab  Mehra  left 
Midland  some  time  ago.  New 
location  not  known. 
“Breezes”  will  appreciate  any 
bits  of  local  information  on 
the  changing  scene  in  South 
Dakota.  Just  jot  it  down  and 
send  it  in. 


ABERDEEN  DISTRICT 
HEARS 

C.  H.  SHEIFLY.  M.D. 

The  annual  meeting  of  the 
Aberdeen  District  Medical 
Society  was  held  at  the  Har- 
bor Cafe  in  Aberdeen,  Tues- 
day evening,  January  20th, 
1948. 

After  a steak  dinner  Dr. 
C.  H.  Scheifley  of  the  Dept, 
of  Internal  Medicine,  Mayo 
Clinic,  Rochester,  Minnesota, 
gave  an  excellent  talk  on  the 
subject,  “Surgical  Risk  in 
Heart  Disease.”  Dr.  H.  Rus- 
sell Brown,  Watertown,  Pres- 
ident of  the  South  Dakota 
Medical  Association,  was  pre- 
vented from  attending  the 
meeting  by  inclement 
weather  conditions. 

At  the  business  meeting 
following  the  scientific  ses- 
sion, the  following  officers 
were  elected  for  1948: 

President — Dr.  G.  J.  Bloe- 
mendall,  Ipswich. 

Vice-President— Dr.  W.  D. 
Farrell,  Aberdeen. 

Secy  .-Treasurer— -Dr.  J.  C. 
Rodine,  Aberdeen  (reelec- 
ted). 

Delegates— Drs.  P.  V.  Mc- 
Carthy and  Carson  B.  Murdy, 
Aberdeen. 

Alt.  Delegates— Drs.  P,  G. 
Bunker  and  Granville  Steele, 
Aberdeen. 

Dr.  J.  E.  Bruner,  Aberdeen 
was  elected  to  serve  on  the 
Board  of  Censors  with  Dr. 
P.  G.  Bunker  of  Aberdeen 
and  Dr.  P.  S.  Scallin,  Red- 


field,  whose  terms  held  over. 

A motion  was  passed  that 
the  Aberdeen  District  Med- 
ical Society  go  on  record  as 
opposed  to  Federal  control 
or  subsidy  of  Nursing  Educa- 
tion in  connection  with  Uni- 
versity hospitals  only  and 
favoring  the  present  plan  of 
nurses’  training  schools. 

Another  motion  was  passed 
that  the  Aberdeen  District 
Society  will  cooperate  with 
the  Brown  County  4-H  Clubs 
in  their  program  of  fostering 
annual  physical  examinations 
by  the  family  physician  for 
4-H  Club  boys  and  girls. 


SIOUX  VALLEY  SOCIETY 
VOTES  SIOUX  FALLS 
MEETING 

At  the  52nd  Annual  bus- 
iness meeting  of  the  Sioux 
Valley  medical  meeting  in 
Sioux  City  January  29th.  It 
was  decided  to  accept  the  in- 
vitation of  the  Sioux  Falls 
delegation  to  hold  its  next 
meeting  in  Sioux  Falls. 

Officers  elected  to  head  the 
society  were:  President,  W.H. 
Halloren  M.D. .Jackson  Minn- 
esota. Vice-president,  Walter 
Benthack  M.D.  Wayne,  Ne- 
braska, Secretary,  Martin 
Blackstone  M.D.  Sioux  City, 
and  Treasurer,  Anton  Hyden 
M.D.  of  Sioux  Falls  South 
Dakota. 

Officers  for  the  past  year 
were: 

Dr.  J.  H.  Kerr,  Akron,  Iowa — 
President 

Dr.  Walter  Benthack,  Wayne 
Nebraska — Vice-President 
Dr.  R.  H.  McBride,  Sioux 
City— Secretary 
Dr.  Anton  Hyden,  Sioux 
F alls- — Treasurer 
Dr.  E.  C.  Sibley,  Sioux  City — 
Program  Chairman 


PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


YEAR -AROUND  HEALTH  EDUCATION 
PROGRAM  BY  PHARMACISTS  UNDER 
WAY;  JOINT  PROJECT  OF  AMERICAN 
PHARMACEUTICAL  ASSOCIATION  AND 
PUBLIC  HEALTH  SERVICE 

Activating  a resolution  passed  at  the  1947 
meeting  of  the  American  Pharmaceutical 
Association,  - the  A.  Ph.  A.  Committee  on 
Public  Relations  announced  plans  for  a year 
around  contribution  by  the  nation’s  phar- 
macists in  the  field  of  public  health  and  pre- 
ventive medicine.  The  program  is  being 
worked  out  as  a joint  service  by  the  American 
Pharmaceutical  Association  and  the  U.  S. 
Public  Health  Service. 

Every  pharmacy  in  the  country  had  an 
opportunity  to  become  a part  of  this  endeavor 
late  in  January,  when  a direct  mailing  sup- 
plied information  on  both  the  1948  National 
Pharmacy  Week  program,  in  cooperation 
with  the  American  Cancer  Society,  and  the 
long-range  program  in  conjunction  with  the 
U.  S.  Public  Health  Service.  A single  business 
reply  card  was  received  by  each  pharmacy 
with  the  mailing,  upon  which  pharmacists 
indicated  whether  they  wish  to  participate  in 
one  of  these  projects  or  in  both  of  them. 

The  Public  Health  Service  has  suggested 
that  the  joint  year-around  program  include 
all  health  problems,  but  that  first  emphasis  be 
directed  toward  cancer — to  supplement  and 
extend  the  1948  National  Pharmacy  week  en- 
deavor in  this  field  of  health  education. 

The  project  is  expected  to  get  under  way 
early  in  1948  for  pharmacists  who  express  a 
desire  to  participate  by  returning  the  request 
card  distributed  in  January.  In  the  initial 
phase  of  the  program,  it  is  planned  that 
periodic  mailings  will  include  a health  bul- 
letin for  pharmacists  and  a related  counter 
card  directed  to  the  public.  Other  phases  of 
the  program  are  under  consideration,  the 
A.  Ph.  A.  Committee  on  Public  Relations  has 
announced. 


In  its  annual  report  at  the  Milwaukee  con- 
vention the  Committee  summed  up  the  new 
project  as  follows: 

“Expressing  the  conviction  that  the  phar- 
macists of  this  country  have  an  important 
contribution  to  make  in  public  health  and 
preventive  medicine,  the  U.  S.  Public  Health 
Service  has  asked  the  American  Pharmaceu- 
tical Association,  through  this  Committee,  to 
participate  in  a long-range  program  of  public 
health  education.  Specifically,  it  is  felt  that 
pharmacists  can  assist  materially  in  reducing 
the  time  lag  between  a person’s  symptoms 
and  that  person’s  seeking  competent  medical 
advice.  It  is  at  this  point  that  early  detection 
and  treatment  by  a physician  may  mean  the 
difference  between  a productive  life  and  dis- 
ability — or  perhaps  even  death.” 

In  announcing  that  the  program  is  ex- 
pected to  get  under  way  soon,  Dr.  Tom  D. 
Rowe,  Committee  chairman,  said:  “We  feel 
that  this  is  one  of  the  most  significant  projects 
yet  undertaken  by  pharmacy  to  entend  its 
services  and  stature  as  one  of  the  health  pro- 
fessions. We  hope  that  every  pharmacy  will 
pledge  cooperation  in  both  this  endeavor  and 
the  National  Pharmacy  Week  program  when 
returning  the  request  card  that  was  re- 
ceived late  in  January.” 

Additional  details  on  the  development  of 
the  program  will  be  announced  later  by  the 
American  Pharmaceutical  Association  as  they 
become  available. 


PHARMACEUTICAL  INSTITUTE 
TO  BE  HELD  AT  BROOKINGS 
APRIL  5,  6,  7,  1948 

Dr.  Floyd  J.  LeBlanc,  Dean  of  the  Division 
of  Pharmacy  at  South  Dakota  State  College, 
has  announced  his  plans  to  the  Executive 
Committee  for  holding  a pharmaceutical  in- 
stitute at  Brookings  on  Monday,  Tuesday  and 
Wednesday,  April  5,  6,  and  7,  1948.  This 
action  was  taken  in  response  to  a resolution 
passed  at  the  Rapid  City  convention  request- 
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ing  that  refresher  courses  for  registered 
pharmacists  be  resumed  at  the  college  as  soon 
as  possible  and  that  the  expense  for  such 
courses  be  paid  from  Association  funds.  Re- 
fresher courses  for  practicing  pharmacists 
were  discontinued  at  the  college  during  the 
war-years  because  of  travel  restrictions. 

The  Pharmaceutical  Institute  will  consist 
of  an  intensive  program  of  lectures  and  ad- 
dresses dealing  with  up-to-date  scientific  and 
practical  information  which  is  of  interest  to 
practicing  retail  pharmacists.  Speakers  will 
include  faculty  members  from  the  several  de- 
partments of  South  Dakota  State  College,  and 
in  addition,  it  is  planned  to  secure  the  serv- 
ices of  nationally  known  authorities,  on  new 
insecticides,  fungicides,  and  weedicides,  and 
on  veterinary  medication.  Retail  pharmacists 
who  attend  will  be  given  the  opportunity  to 
question  the  speakers  on  those  particular 
problems  in  which  they  are  most  interested. 
Tentative  arrangements  call  for  a banquet 
on  Tuesday  evening,  to  be  followed  by  the 
showing  of  educational  films  pertaining  to 
pharmacy. 

Pharmacists  who  have  never  attended  one 
of  these  institutes  cannot  realize  the  wealth 
of  information  that  is  to  be  obtained  during 
lecture  and  question  periods.  Information 
that  they  can  take  home  with  them  for  prac- 
tical use  in  their  retail  pharmacy.  It  will  pay 
any  pharmacist  in  dollars  and  cents  and  in 
the  satisfaction  of  performing  a better  pro- 
fessional service  to  his  customers,  to  take  a 
few  days  off  from  his  business  and  attend  this 
Pharmaceutical  Institute,  in  Brookings,  this 
spring. 


BOARD  OF  PHARMACY  EXAMINATIONS 

SCHEDULED  FOR  JUNE  8,  9,  10,  1948 

The  annual  commencement  exercises  at 
South  Dakota  State  College  will  be  held  on 
Monday,  June  7th,  1948,  at  which  time  stud- 
ents who  have  completed  their  four-year 
college  requirement  in  the  Division  of  Pharm- 
acy will  be  awarded  their  Degree  of  Bachelor 
of  Science  in  Pharmacy.  But  here  their 
worries  are  only  half  over.  It  is  the  policy 
of  the  South  Dakota  Board  of  Pharmacy  to 
offer  examinations  for  licensure  as  Registered 
Pharmacist  during  the  three  days  immed- 
iately following  the  graduation  date.  Con- 
sequently, the  State  Board  of  Pharmacy  Ex- 


aminations will  be  offered  on  Tuesday,  Wed- 
nesday and  Thursday,  June  8,  9,  and  10,  1948, 
at  the  college  in  Brookings. 

Graduates  who  have  completed  their  one 
year  of  practical  experience  will  be  examined 
in  all  of  the  subjects  required  under  Board 
Regulations  and  if  successful  in  attaining  an 
average  grade  of  75%  or  more,  they  will  be 
licensed  as  Registered  Pharmacists  as  of  the 
final  date  of  their  Board  examinations.  Col- 
lege graduates  who  have  not  completed  their 
one  year  of  practical  experience  will  be  ex- 
amined only  in  the  written  subjects  of 
“Pharmacy,”  “Materia  Medica,”  “Chemistry” 
and  “Pharmaceutical  and  Chemical  Mathe- 
matics.” Candidates  are  not  permitted  to 
complete  the  Board  of  Pharmacy  examina- 
tions until  after  they  have  gained  at  least  one 
year  of  practical  experience,  under  the  super- 
vision of  a Registered  Pharmacist  in  a pharm- 
acy where  physician’s  prescriptions  are  com- 
pounded. 


ATLANTIC  CITY  TO  ENTERTAIN  N.A.R.D. 

IN  OCTOBER,  1948 

Atlantic  City  is  to  be  the  locale  of  the 
Golden  Anniversary  Convention  of  The  Na- 
tional Association  of  Retail  Druggists.  The 
executive  committee  of  the  organization  de- 
cided to  hold  it  there  after  study  of  the  re- 
port on  available  facilities  submitted  by 
Executive  Secretary  John  W.  Dargavel. 

Registration  will  start  on  Tuesday,  October 
12.  The  drug  show  is  to  open  on  Wednesday, 
October  13.  The  business  sessions  of  the 
Golden  Anniversary  Convention  will  begin 
Thursday,  October  14,  and  continue  through 
Saturday,  October  16. 

There  will  be  four  headquarters  hotels: 
Ambassador,  Ritz-Carlton,  Traymore,  and 
Chalfonte-Haddon  Hall.  The  program  activi- 
ties will  center  in  the  famous  convention 
auditorium  of  Atlantic  City.  The  drug  show 
will  also  be  held  there. 

The  Golden  Anniversary  Convention  will 
be  an  historic  event  of  drugdom.  The  pro- 
gram will  be  keyed  to  the  progress  pharmacy 
has  made  through  half  a century.  Speakers 
of  national  renown  will  deliver  addresses  of 
particular  importance  to  the  retail  druggists. 
The  drug  show  will  be  the  most  elaborate 
ever  held  anywhere  in  the  past.  Many  ex- 
(Continued  on  Page  90) 
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Observe  National  Pharmacy  Week  April  18-24,  1948 
Pharmacists  Urged  to  Install  Pharmacy  Week  Displays; 
Rules  Given  for  Expanded  National  Competition 


National  Pharmacy  Week  will  be  observed 
April  18  to  24  inclusive,  1948.  The  National 
Pharmacy  Week  Committee  has  completed 
arrangements  with  the  American  Cancer 
Society  to  make  public  education  on  cancer 
control  the  theme  of  observance  again  this 
year.  The  continuing  urgency  of  the  cancer 
control  problem  promises  to  make  this  further 
endeavor  in  the  health  education  field  of  great 
importance  to  the  public  as  well  as  the  pro- 
fession. 

A large  colorful  display  piece  for  National 
Pharmacy  Week  will  again  be  made  available 
without  charge  to  every  pharmacy.  This  dis- 
play emphasizes  that  “Your  Pharmacist 
Works  for  Better  Community  Health”  and 
carries  the  cancer  control  message  as  an 
illustration  of  this  type  of  service.  More  than 
16,000  retail  pharmacies  participated  in  the 
1947  National  Pharmacy  Week  and  it  is  ex- 
pected that  an  even  greater  number  will 
participate  this  year.  The  official  Pharmacy 
Week  display,  for  1948,  may  be  obtained  by 
returning  the  business  reply  card  which  was 
included  in  a mailing  made  late  in  January 
to  every  pharmacy  in  the  United  States  by 
the  National  Pharmacy  Week  Committee. 
State  Pharmaceutical  Associations  are  not 
distributing  request  cards  for  display  material 
this  year.  The  Committee  believes  that  this 
would  lead  to  many  duplicate  requests  and 
because  of  high  production  costs,  duplicate  re- 
quests for  the  same  pharmacy  must  be 
avoided.  It  is  therefore  necessary  for  the 
Committee  to  restrict  shipments  to  orders  re- 
ceived on  the  official  request  card.  South 
Dakota  pharmacies  who  have  not  ordered 
their  Pharmacy  Week  Display  and  materials 
and  who  are  unable  to  locate  the  official  re- 
quest card  should  make  their  request  for  dis- 
play materials  through  the  office  of  the  Sec- 
retary of  the  South  Dakota  Pharmaceutical 
Association,  Pierre,  South  Dakota. 

All  pharmacists  interested  in  improving 
their  public  and  professional  relations  are 


urged  to  devote  at  least  two  windows  ex- 
clusively to  professional  material  during  the 
week  of  April  18-24;  one  window  for  the  of- 
ficial Pharmacy  Week  display  and  one  win- 
dow for  an  original  professional  display.  Re- 
tail pharmacies  are  urged  to  enter  their  1948 
Pharmacy  Week  displays  in  competition  for 
the  Robert  J.  Ruth  Trophy.  Your  attention 
is  called  to  minor  changes  in  the  competition 
rules  this  year.  The  rule  against  commercial 
advertising  in  National  Pharmacy  Week  dis- 
plays has  been  clarified  by  indicating  that  this 
does  not  apply  to  labels  on  drug  or  other  pro- 
fessional products  that  may  be  included  in 
the  display. 

Because  of  inquiries  made  last  year,  the 
Committee  points  out  that  a cancer-control 
display  theme  is  not  required  for  eligibility  in 
the  competition.  It  is  hoped,  however,  that 
every  pharmacy  participating  in  the  ob- 
servance will  install  a display  using  the  of- 
ficial material.  The  pharmacist  may  enter 
either  a display  built  around  the  official  dis- 
play, carrying  out  the  cancer  control  theme, 
or  another  professional  pharmacy  display, 
whichever  he  feels  is  more  effective  as  judged 
by  the  rules  given  below. 

Awards  will  be  made  for  the  best  display 
in  each  category  of  the  competition  as  ex- 
plained in  the  rules.  The  Robert  J.  Ruth 
Trophy  will  be  the  top  award  in  the  retail 
pharmacy  category,  and  bronze  plaques  will 
represent  first  awards  in  the  public  exhibit 
and  college  categories.  Other  winners  will  re- 
ceive framed  certificates  of  merit. 

RULES  FOR  NATIONAL  PHARMACY 

WEEK  DISPLAY  COMPETITION 

1.  Pharmacy  Week  exhibits  or  window  dis- 
plays should  inform  the  public  of  the  pro- 
fessional character  and  service  of  pharmacy. 

2.  Photographs  of  Pharmacy  Week  exhibits 
or  displays  will  be  judged  on  the  basis  of: 

a.  Value  and  effectiveness  of  the  mess- 
age to  the  public. 

b.  Originality. 
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c.  The  professional  character,  arrange- 
ment and  details  of  the  display. 

3.  Pharmacy  Week  exhibits  or  displays  con- 
taining any  commercial  advertising,  other 
than  labels  on  products,  will  not  be  accepted 
in  the  competition. 

4.  Pharmacy  Week  displays  that  have  been 
entered  in  former  years  are  ineligible. 

5.  Photographs  must  be  of  displays  that 
were  installed  on  or  before  the  beginning  of 
Pharmacy  Week  and  remained  on  display  for 
at  least  the  entire  period  of  National  Pharm- 
acy Week,  April  18-24,  1948. 

6.  Photographs  submitted  should  be  8 by 
10  inches  in  size,  or  some  other  suitable  size 
that  will  permit  the  judges  to  study  details  of 
the  display.  Glossy  prints  are  preferable. 

RULES  FOR  RETAIL  PHARMACY 
COMPETITION 

1.  General  Rules  1 to  6 inclusive  apply  to 
this  competition,  which  is  limited  to  displays 
in  retail  pharmacies. 

2.  Photographs  of  displays  must  be  sub- 
mitted to  the  secretary  of  the  respective  state 
pharmaceutical  association  on  or  before  May 
24,  1948,  labeled  on  the  back  of  the  photo- 
graph as  an  entry  in  the  Retail  Pharmacy 
Competition. 

3.  Each  state  association  shall  appoint  a 
judging  committee  before  May  24,  1948,  and 
this  committee  will  meet  and  select  the  best 
display  within  the  state.  A photograph  of 
that  display  shall  be  mailed  to  the  National 
Pharmacy  Week  Committee  not  later  than 
June  24,  1948.  Entries  mailed  after  that  date 
will  not  be  accepted  in  the  national  competi- 
tion. 

4.  Only  the  state  winner  from  each  state 
may  be  entered  in  the  national  competition. 

5.  As  soon  as  possible  after  June  24,  1948, 
a national  committee  of  judges  will  select  the 
best  six  displays  from  the  states.  The  best 
display  in  this  group  will  be  awarded  the 
Robert  J.  Ruth  Trophy  and  the  others  will  be 
awarded  certificates  of  merit. 

RULES  FOR  PUBLIC  EXHIBIT 
COMPETITION 

1.  General  rules  1 to  6 inclusive  apply  to 
this  competition. 

2.  Displays  or  exhibits  in  the  Public  Ex- 
hibit Competition  must  be  installed  in  a pub- 
lic place  other  than  a retail  pharmacy  or 
pharmacy  college.  One  entry  may  be  sub- 


mitted by  any  pharmacist  or  group  of  phar- 
macists, including  hospital  and  retail  phar- 
macists, state  and  local  associations,  and 
A.  Ph.  A.  local  branches. 

3.  Photographs  of  exhibits  or  displays  must 
be  submitted  to  the  secretary  of  the  respec- 
tive state  pharmaceutical  association  on  or 
before  May  24,  1948,  labeled  on  the  back  of 
the  photograph  as  an  entry  in  the  Public  Ex- 
hibit Competition. 

4.  Each  state  association  shall  appoint  a 
judging  committee  before  May  24,  1948,  and 
this  committee  will  meet  and  select  the  best 
exhibit  or  display  within  the  state.  A photo- 
graph of  that  display  shall  be  mailed  to  the 
National  Pharmacy  Week  Committee  not 
later  than  June  24,  1948.  Entries  mailed  after 
that  date  will  not  be  accepted  in  the  national 
competition. 

5.  Only  the  state  winner  from  each  state 
may  be  entered  in  the  national  competition. 

6.  As  soon  as  possible  after  June  24,  1948, 
a national  committee  of  judges  will  select  the 
best  three  displays  submitted.  The  best  dis- 
play in  this  group  will  receive  the  A.  Ph.  A. 
Award,  which  shall  be  a suitable  trophy,  and 
the  others  will  receive  certificates  of  merit. 

RULES  FOR  PHARMACY  COLLEGE 
COMPETITION 

1.  General  Rules  1 to  6 inclusive  apply  to 
the  college  competition,  which  is  limited  to 
displays  or  exhibits  planned  and  installed  by 
pharmacy  students  at  the  college  or  other 
public  place. 

2.  Only  one  photograph  from  each  college 
may  be  entered. 

3.  Photographs  of  displays  shall  be  mailed 
to  the  National  Pharmacy  Week  Committee, 
2215  Constitution  Avenue,  N.  W.,  Washington 
7,  D.  C.,  on  or  before  June  24,  1948.  Entries 
mailed  after  that  date  will  not  be  accepted  in 
the  competition. 

4.  As  soon  as  possible  after  June  24,  1948,  a 
national  committee  of  judges  will  select  the 
best  three  displays  from  the  colleges.  The 
best  display  in  this  group  will  receive  the 
A.  Ph.  A.  Award,  which  shall  be  a suitable 
trophy,  and  the  others  will  receive  certificates 
of  merit. 
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DIVISION  OF  PHARMACY 
SOUTH  DAKOTA  STATE  COLLEGE 

The  Division  of  Pharmacy  of  South  Dakota 
State  College  is  the  only  college  in  South 
Dakota  offering  training  in  Pharmacy.  This 
work  has  been  well  established  over  a long 
period  of  time  and  today  the  division  is 
recognized  as  one  of  the  leading  schools  of 
Pharmacy  in  the  country.  Membership  is 
held  in  the  American  Association  of  Colleges 
of  Pharmacy,  and  we  are  accredited  by  the 
American  Council  on  Pharmaceutical  Educa- 
tion. 

The  earliest  records  obtainable  indicate  that 
a two  year  course  in  Pharmacy  was  author- 
ized in  the  year  of  1887,  but  it  was  not  until 
1889  that  students  were  enrolled  under  this 
classification.  There  were  eleven  students  in 
that  year.  The  first  Ph.G.  degrees  were 
granted  in  1893.  The  courses  in  Pharmacy 
were  taught  by  members  of  the  Department 
of  Chemistry  of  which  Professor  James 
Shephard  was  the  head. 

The  first  evidence  of  the  establishment  of 
Pharmacy  as  a separate  unit  was  in  1893  with 
Cyril  G.  Hopkins  as  Acting  Professor  of 
Pharmacy.  The  late  Dr.  D.  F.  Jones  of  Water- 
town,  South  Dakota,  was  elected  Professor  of 
Pharmacy  in  1895.  Sometime  later  Dr.  Jones 
resigned  and  B.  T.  Whitehead  was  appointed 
to  fill  the  position  left  open  by  this  resigna- 
tion. The  tenure  of  office  of  B.  T.  Whitehead 
was  one  of  uninterrupted  progress  and  ex- 
tended from  the  year  of  his  appointment  until 
his  death  on  April  1,  1917. 

During  the  years  1915  to  1917,  E.  R.  Series 
was  employed  as  a graduate  assistant  in 
pharmacy  and  chemistry,  and  upon  the  death 
of  Professor  Whitehead,  took  over  the  active 
work  of  carrying  on  the  instruction  in  the  De- 
partment of  Pharmacy.  In  1917  he  was  ap- 
pointed Acting  Professor  of  Pharmacy  and 
continued  in  this  position  until  the  year  of 
1918  when  he  entered  the  Chemical  War 
Service.  During  his  absence  the  department 
was  under  the  direction  of  Charles  Locke, 
who  was  assisted  by  Anton  Hogstad,  Jr.,  who 
joined  the  faculty  of  the  Division  of  Phar- 
macy in  the  Fall  of  1917.  Dr.  E.  R.  Series  was 
discharged  in  the  early  part  of  1919  and  again 
assumed  his  duties  as  Head  of  the  Department 
of  Pharmacy. 


Upon  the  reorganization  of  South  Dakota 
State  College  in  1923  by  President  C.  W.  Pug- 
sley,  the  department  of  Pharmacy  was  de- 
signated as  one  of  the  five  main  Divisions  of 
the  College  and  E.  R.  Series  was  named  as 
Dean.  The  division  was  ably  administered  by 
Dr.  Series  and  experienced  a rapid  growth. 
New  laboratories  and  equipment  were  added 
and  at  the  present  time,  the  facilities  for  in- 
struction are  of  the  best.  Dr.  Series  resigned 
on  July  1,  1940,  to  become  Dean  of  the  College 
of  Pharmacy  of  the  University  of  Illinois.  He 
was  replaced  by  Dr.  Floyd  J.  LeBlanc,  who 
had  been  associated  with  the  Division  for 
many  years. 

A good  test  as  to  whether  a college  is 
functioning  as  it  should  and  if  it  is  giving 
adequate  training  to  those  enrolled  is  — are 
its  graduates  in  demand  and  are  they  success- 
ful in  their  chosen  profession  after  leaving 
college?  As  far  as  the  Division  of  Pharmacy 
is  concerned  this  can  be  answered  in  the 
affirmative.  The  demand  for  our  graduates 
for  the  past  many  years  has  far  exceeded  the 
supply.  Requests  for  our  graduates  come  not 
only  from  South  Dakota,  but  from  many  other 
states.  This  is  an  indication  that  South 
Dakota  trained  pharmacists  are  well  thought 
of,  and  almost  without  exception  they  are  do- 
ing an  excellent  job. 

Many  responsible  positions  are  now  held  by 
our  graduates.  To  mention  only  a few  of  these 
positions,  we  find  graduates  of  the  Division 
of  Pharmacy  serving  as  Deans  of  Colleges  of 
Pharmacy,  Doctors,  Dentists,  Professors  in 
Colleges  of  Pharmacy,  Editor  of  a large  Drug 
Journal,  Chemists  for  large  manufacturing 
plants,  Salesmen  for  Pharmaceutical  Houses, 
as  well  as  many  other  fields  of  endeavor. 
During  the  war  many  of  our  graduates  served 
as  Commissioned  officers  in  the  Medical  Ad- 
ministrative Corps,  Air  Corps,  Marine  Corps, 
Army  and  Navy. 

Many  of  our  successful  graduates  now  own 
drug  stores  of  their  own,  and  we  are  proud  of 
the  fact  that  approximately  sixty-five  to 
seventy  percent  of  them  remain  in  and  serve, 
the  people  of  South  Dakota.  In  my  opinion 
South  Dakota  drug  stores  are  better  than 
average  and  the  pharmacists  owning  them  or 
working  in  these  stores  are  wide  awake,  pro- 
gressive, and  always  looking  for  better  ways 
of  serving  their  communities,  not  only  in 
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matters  pertaining  to  health  but  also  for  civic 
betterment. 

Up  to  the  present  time  we  have  graduated 
almost  eight  hundred  pharmacists.  The  pros- 
pects for  employment  of  pharmacists  look 
bright  as  the  Colleges  of  Pharmacy  in  the 
entire  United  States  have  not  been  graduating 
for  the  past  several  years  enough  pharmacists 
to  take  the  place  of  those  that  die,  retire  or 
withdraw  from  the  field. 

The  Division  of  Pharmacy  is  well  located 
on  the  first  floor  of  the  Administration  build- 
ing. There  are  six  large  well  equipped  lab- 
oratories with  sufficient  class  rooms  and 
office  space.  The  staff  of  the  division  is  well 
trained  and  it  has  always  been  their  aim  to 
give  students  good,  sound,  fundamental  train- 
ing in  Pharmacy. 

Among  our  laboratories  we  have  included  a 
retail  store,  having  regular  drug  store  fix- 
tures and  merchandise,  as  well  as  two  modern 
display  windows.  The  retail  store  is  used  as 
a laboratory  for  class  work  only  and  no  mer- 
chandise is  sold  to  either  the  students  or  gen- 
eral public.  A class  in  window  display  is 
taught  and  has  proved  to  be  of  great  value. 

Our  Pharmacy  curricula  contains  all  of 
those  scientific  subjects  usually  found  in  a 
well  rounded  program.  A special  course  in 
Pharmacy  Entomology  has  been  introduced, 
and  many  of  our  students  elect  courses  in  our 
Veterinary  department.  These  courses  are  of 
inestimable  value  when  a student  enters  upon 
his  duties  in  a retail  store. 

A medicinal  and  poisonous  plant  drug 
garden  was  started  in  117.  Over  two  hundred 
species  of  drug  plants  have  been  successfully 
grown.  This  garden  makes  an  excellent  out- 
door laboratory  for  our  students  in  Phar- 
macognosy, as  well  as  providing  many  drugs 
used  in  class  work. 

The  Division  of  Pharmacy  grants  both  the 
Bachelor  of  Science  and  Master  of  Science 
Degrees  upon  the  completion  of  the  required 
work. 

Department  of  Nursing  Education 

The  Department  of  Nursing  Education, 
which  is  administered  by  the  Division  of 
Pharmacy,  was  established  in  1935.  Since  that 
time  the  Department  has  shown  a steady  and 
substantial  growth.  The  head  of  this  depart- 
ment, Miss  R.  Esther  Erickson,  is  a graduate 
nurse  and  also  a graduate  of  the  Baylor  Uni- 


versity. She  has  had  wide  experience  in  the 
field  of  nursing  and  we  look  for  a continued 
growth  in  this  department. 

In  1941  an  affiliation  with  the  Sioux  Valley 
School  of  Nursing  at  the  Sioux  Valley  Hos- 
pital in  Sioux  Falls  was  established. 

Graduates  of  the  Department  of  Nursing 
Education  have  been  in  constant  demand 
since  the  department  was  started.  At  the 
present  time  the  demand  for  well-trained 
nurses  and  instructors  in  schools  of  nursing  is 
unprecedented,  and  we  could  place  many 
times  over  the  number  of  graduates  we  now 
have. 

Floyd  J.  LeBlanc, 

Dean  of  Pharmacy 


PHARMACEUTICAL  ASSOCIATION  CON- 
VENTION TO  BE  HELD  IN  HURON 
MAY  9,  10,  11,  1948 

At  a meeting  of  the  Executive  Committee, 
in  Huron,  on  January  18th,  it  was  decided 
that  the  Sixty-Second  Annual  Convention  of 
the  South  Dakota  Pharmaceutical  Association 
would  be  held  in  Huron  on  Sunday,  Monday 
and  Tuesday,  May  9,  10,  11,  1948.  These 
earlier  dates  were  selected  in  preference  to 
the  last  week  in  May  so  as  to  avoid  conflict 
with  “close  of  school  activities”  in  many  com- 
munities. 

The  program  for  the  convention  has  not 
been  arranged,  but  the  Committee  recom- 
mended that  the  final  closed  session  of  the 
convention  should  be  held  late  on  a Tuesday 
afternoon,  preceding  the  annual  banquet, 
rather  than  on  a Wednesday  forenoon.  At- 
tendance at  the  final  morning  sessions  dur- 
ing the  past  two  years  has  been  considerably 
below  the  attendance  at  earlier  sessions.  The 
Committee  also  recommended  that  sporting 
events  and  some  entertainment  features  could 
be  held  on  Sunday. 

Neal  C.  Chancellor,  proprietor  of  the  Chan- 
cellor Pharmacy,  was  elected  Local  Secre- 
tary by  the  Executive  Committee. 

More  detailed  information  concerning  our 
annual  convention  will  be  published  in  the 
March  and  April  issues  of  this  journal. 


To  stop  advertising  because  business  is 
good  is  like  dropping  insurance  because 
you  are  not  sick. 
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Reports  from  Washington  Representative  of  N.  A.  R.D. 

BY 

GEORGE  H.  FRATES 


THE  EXECUTIVE  COMMITTEE  of  the 
N.A.R.D.  is  now  in  session  here  in  Washing- 
ton beginning  January  21  and  continuing 
through  the  24th.  Thursday,  January  22,  was 
set  aside  for  the  annual  joint  session  with  the 
Council  of  the  American  Pharmaceutical  As- 
sociation. This  was  the  first  meeting  of  the 
new  Executive  Committee,  which  was  elec- 
ted at  the  N.A.R.D.  Convention  in  October. 
Likewise  the  first  meeting  which  John  B. 
Tripeny,  formerly  a member  of  the  com- 
mittee, attended  as  the  association’s  president. 
The  presiding  officer  was,  as  last  year,  Frank 
W.  Moudry. 

INFLATION— HOW  IT  WORKS.  Un- 
balanced relation  between  supply  and  de- 
mand— basically,  when  the  supply  of  the 
necessities  of  life  far  exceed  the  demand,  the 
prices  are  low.  Contrarily,  when  the  demand 
far  exceeds  the  supply,  prices  are  high.  When 
the  supply  equals  the  demand,  prices  are  fair 
and  reasonable. 

With  respect  to  perhaps  85  per  cent  of  the 
population,  members  of  Congress  know  that 
taking  away  the  individual  benefits  of  infla- 
tion would  be  like  taking  away  a family’s 
brand  new  automobile,  even  though  twelve 
months  installments  must  still  be  paid  on 
the  car.  To  crack  down  on  prices  and  wages 
right  now  would  be  about  as  popular  as  out- 
lawing Santa  Claus.  The  staggering  national 
debt,  most  of  which  was  contracted  during 
World  War  II  is  fiat  money.  The  economists 
therefore  say  in  order  to  reduce  the  national 
debt  a hundred  and  fifty  billion  dollar  annual 
economy  must  be  maintained.  Everybody  is 
in  favor  of  controlling  the  inflationary  ac- 
tions of  the  other  fellow,  but  no  man  wants 
to  give  up  that  part  of  his  income  which  may 
be  the  result  of  inflation  and  Congress  has 
not  as  yet  found  a way  to  “control  only  the 
other  fellow.” 

THE  JANUARY  ISSUE  OF  THE  TEN- 
NESSEE PHARMACIST  called  attention  to 
an  article  appearing  in  the  February  issue 
of  the  magazine  SECRETS.  The  issue  is  de- 


voted to  sick  room  supplies  and  says — “con- 
sult with  your  druggist  on  other  equipment 
and  medications.  Here  your  druggist  can  be 
of  invaluable  aid  in  advising  you  what  to 
keep  ready  for  instant  use  at  all  times.  In 
fact,  no  one  is  better  qualified  to  help  you. 
By  law  every  registered  pharmacist  must 
have  had  four  years  of  professional  education 
in  a college  of  pharmacy,  and  must  have 
passed  comprehensive  tests  set  by  state 
pharmacy  boards  before  being  licensed  to 
conduct  his  prescription  business  . . . take 
advantage  of  his  knowledge  . . . consult 
with  him  about  a list  of  sick-room  supplies  to 
see  what  you  should  have  on  hand.”  Accord- 
ing to  the  editor  each  month  SECRETS  will 
contain  an  important  article  devoted  to  some 
aspects  of  personal  grooming,  skin  condition- 
ing, hair  care,  or  manicuring.  In  each  article 
the  editors  will  point  to  the  drug  store  as  the 
place  to  purchase  the  beauty  essentials  dis- 
cussed in  the  article. 

H.  R.  4071,  written  to  plug  up  a loop  hole 
in  Food  and  Drugs  seizure  proceedings  has 
cleared  the  House.  The  bill  gives  authority 
to  the  agency  to  permit  seizure  actions 
against  items  held  for  sale  after  interstate 
shipments.  A U.  S.  Circuit  Court  of  Appeals 
upset  the  apple  cart  when  it  declared  that 
D.D.A.  had  no  right  to  prosecute  Mr.  Sullivan 
when  he  sold  Sulfathiazil  tablets  across  the 
counter  without  benefit  of  prescription.  The 
Sullivan  case  is  now  pending  before  the 
Supreme  court. 

ONE  OF  THE  TEN  MOST  IMPORTANT 
DISCOVERIES  of  war-time  medical  research 
was  glycolvapor  sterilization.  Air-borne  in- 
fection, known  as  the  common  cold,  has  been 
materially  reduced.  As  little  as  one  part  of 
triethyleme  glycol  in  100,000,000  parts  of  air 
may  save  your  children  from  the  dangers  of 
a majority  of  common  children's  diseases. 
The  Metropolitan  Life  Insurance  Company 
has  installed  glycolizing  equipment  in  the  air 
conditioning  system  of  its  New  York  head- 
quarters, and  both  Johns  Hopkins  and  Bell- 
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evue  Hospitals  are  using  the  new  discovery  in 
their  wards. 

COSMETIC  SALES  in  1947  were  estimated 
at  $700,000,000.  At  this  rate  the  20  per  cent 
excise  on  toiletries  should  have  produced 
$140,000,000  in  revenue,  but  the  actual  take 
was  around  $96,000,000,  beauty  and  barber 
shop  usage  notwithstanding. 

ACCORDING  TO  A SURVEY  made  by  the 
National  Federation  of  Small  Business,  of 
which  George  J.  Burger  is  director,  the 
following  is  the  actual  breakdown  of  nation- 
wide independent  business  and  professional 
man  sentiment  covered  (returns  are  to  ballots 
from  MANDATE,  official  publication  of  that 


organization). 

FOR 

AGAINST 

NO 

VOTE 

Miller-Tydings  Fair 

Trade  Law  (retail 
price  maintenance)  

85% 

11% 

4% 

Renewal  of  Government 
controls  over  consumer 
credit 

45% 

53% 

2% 

Raising  federal  minimun 
wage  floor  to  60^  per 
hour  . _ _ _ 

39% 

56% 

5% 

Raising  federal  minimun 
wage  floor  to  75 f per 
hour  ....  . 

15% 

80% 

5% 

Congress  requiring  foreign 

nations  receiving  American 

aid  to  let  their  people 
know  that  the  aid-goods 
are  from  the  United 

States  

96% 

2% 

2% 

DR.  MAGNUSON  NAMED  VA  MEDICAL 
CHIEF.  Dr.  Paul  B.  Magnuson  has  been  re- 
cently appointed  medical  chief  of  the  Vet- 
erans Administration  by  Veterans  adminis- 
trator Gray  to  succeed  Dr.  Paul  R.  Hawley, 
who  resigned  January  1.  Magnuson,  a native 
of  St.  Paul,  has  been  second  in  command  in 
veterans  medical  services,  under  Hawley. 
E.  Burns  Geiger  is  acting  head  of  the  post 
vacated  by  W.  Paul  Briggs,  former  chief  of 
the  Pharmacy  division  of  VA. 

700,000  prescriptions  were  filled  by  phar- 
macists throughout  the  nation  for  veterans 
during  1947.  According  to  Mr.  Geiger  about 
30,000  pharmacies  participated  in  the  pro- 
gram. 


THE  PURCHASE  OF  TONI  COMPANY 
by  Gillette  Safety  Razor  Company  offers  a 
striking  example  of  free  enterprise  in  our 
democracy.  Little  known  some  seven  years 
ago  the  permanent  wave  kit  for  home  use  hit 
the  bull’s  eye.  Incidentally,  when  sales  of 
such  kits  are  made  suggest  the  acquisition 
of  a pair  of  rubber  gloves. 

REPRESENTATIVE  RANKIN  (Dem.  of 
Miss.)  has  introduced  H.  R.  4983,  a bill  to  pro- 
hibit the  transportation  in  interstate  com- 
merce of  advertisements  of  alcoholic  bev- 
erages. It  has  been  referred  to  the  committee 
on  Interstate  and  Foreign  Commerce. 

AEROSOL  THERAPY.  Clinical  exper- 
ience which  as  shown  antibiotic  aerosol 
therapy  to  be  a valuable  supplement  to  the 
treatment  of  respiratory  diseases  is  described 
in  a research  report  by  the  Office  of  Tech- 
nical Services,  Department  of  Commerce. 
Aerosoltherapy  may  be  defined  as  the  med- 
icinal administration  of  fine  solid  particles  or 
liquid  mists  as  inhalants.  The  method  has 
been  widely  used  in  the  treatment  of  disease, 
although  asthmatics  have  been  given  sym- 
ptomatic relief  with  epinephringe  aerosols  for 
many  years.  The  technique  used  to  adminis- 
ter penicillin  intramuscularly  to  supplant 
pencillin  aerosols  is  also  described  in  the  re- 
port. 

REPORTS  SHOW  THAT  THE  COST  of 
government  in  the  United  States  is  $371  per 
capita  and  the  cost  of  food  is  $330  per  capita. 
The  cost  of  government  is  four  times  greater 
than  it  was  a few  years  ago. 

PLEASE  DO  IT  NOW!  YOUR  HELP  IS 
INVALUABLE!  The  N.A.R.D.’s  three  point 
program  needs  your  immediate  support. 
Won’t  you  kindly  write  or  wire  your  Repre- 
sentative in  Congress  to  support  H.R.  4287, 
by  Rep.  Gearheart?  If  enacted  this  bill  will 
eliminate  the  20  per  cent  excise  tax  on  toilet- 
ries. The  toiletries’  tax  will  offer  a definite 
deterrent  to  the  sale  of  cosmetics  as  sales 
resistance  increases  unless  this  tax  is  re- 
pealed. As  it  falls  most  heavily  on  the  low  in- 
come producing  group  organized  labor  is  in 
favor  of  repeal.  H.R.  3921,  by  Rep.  Gearhart, 
if  enacted,  will  reduce  the  exorbitant  and 
fantastic  tax  on  ethyl  alcohol  used  in  prepar- 
ing medicinals.  This  tax  is  a direct  and 
positive  imposition  on  the  sick.  It  is  our  be- 
lief that  if  the  laity  knew  of  his  hidden  tax 
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it  would  not  be  long  before  Congress  recog- 
nized the  injustice  perpetrated.  Why  should 
a sick  person  be  taxed  on  alcohol  similar  to 
the  tax  collected  on  spirits  frument?  We  say 
this  advisably  because  the  drawback  is  used 
by  very  few  practicing  pharmacists.  The 
drawback  for  the  small  independent  retailer 
is  a snare  and  a delusion  and  was  purposely 
designed  to  prevent  a small  retail  druggist 
from  acquiring  one  of  the  necessary  tools  of 
his  profession.  H.R.  4288,  by  Rep.  Gearhart, 
would  reduce  the  present  20  per  cent  tax  on 
toiletries  to  10  percent  and  make  its  collec- 
tion mandatory  at  the  source.  As  indicated 
N.A.R.D.  wants  the  tax  eliminated  in  its  en- 
tirety, but  if  Congress  refuses  then  this  bill 
is  offered  as  an  alternate. 

We  repeat — the  bills  are  H.R.  4287  to 
eliminate  the  20  per  cent  excise  tax  on  toilet- 
ries; H.R.  3921,  to  reduce  the  exorbitant 
alcohol  tax;  and  H.R.  4288,  to  reduce  the 
toiletries  tax  to  10  per  cent  and  collect  at  the 
source. 

THOUGHT  FOR  THE  DAY 

After  order  and  liberty,  economy  is  one  of 
the  highest  essentials  of  a free  government. 

CALVIN  COOLIDGE 


(Continued  from  Page  83) 
hibitors  have  already  notified  the  head- 
quarters of  the  N.A.R.D.  that  they  plan  to 
make  their  respective  booths  of  unusual  in- 
terest to  the  retail  druggists  through  dis- 
plays that  feature  the  remarkable  forward 
strides  in  the  drug  store  field  in  the  last  fifty 
years.  Other  activities  of  the  Golden  Anni- 
versary Convention  will  be  planned  to  insure 
profitable  individual  participation  and  max- 
imum enjoyment  for  everybody  in  attend- 
ance. 

The  entertainment  of  the  Golden  Anniver- 
sary Convention  will  be  extensive.  Many 
prominent  actors,  singers,  dancers  and  special- 
ized stunt  performers  are  to  be  engaged  to 
come  to  Atlantic  City.  Entertainment  for  the 
women  will  receive  special  attention  to  make 
certain  their  sojourn  in  the  famous  ocean  re- 
sort is  pleasurable.  They  are  assured  a good 
time  in  Atlantic  City. 

Reliable  indications  are  that  the  attendance 
at  the  Golden  Anniversary  Convention  will 
be  much  larger  than  the  highest  previous 
record  set  in  1947  in  Chicago. 


Persons  eager  to  make  early  arrangements 
for  participation  in  the  Golden  Anniversary 
Convention  are  urged  to  delay  requests  for 
accommodations  in  the  headquarters  hotels 
until  after  an  official  notice  has  been  re- 
leased by  Executive  Secretary  Dargavel  of 
the  N.A.R.D. 


RESERVATIONS  FOR  THE  ANNUAL  MEET- 
ING MAY  30,  MAY  31,  AND  JUNE  1, 
SHOULD  BE  MADE  SOON  TO  THE  CATA- 
RACT, CARPENTER,  AND  ALBERT  HOTELS 
IN  SIOUX  FALLS.  IF  YOU  DESIRE,  THE 
EXECUTIVE  SECRETARY  WILL  ASSIST  YOU 
IN  PROCURING  HOTEL  RESERVATIONS, 
BUT  WILL  NOT  HAVE  A BLOCK  OF 
ROOMS  RESERVED  AS  WAS  DONE  LAST 
YEAR. 
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Metabolic  and  Degenerative  Diseases 
in  Relation  to  Climate* 

by 

Clarence  A.  Mills,  M.D.,  Professor  of  Experimental  Medicine,  University  of  Cincinnati 


Coronary  attacks,  arteriosclerosis,  and  heart 
failure,  are  assuming  really  alarming  propor- 
tions in  northern  United  States,  particularly 
here  in  the  Middle  West  and  upper  Plains 
states.  This  evidence  of  stress  has  stepped 
well  into  the  lead  among  the  causes  of  death. 
Probably  here  in  South  Dakota,  as  in  the 
wards  of  the  Cincinnati  General  Hospital, 
hypertension  is  one  of  the  most  frequent 
patient  findings.  Cancer  is  running  a close 
second  in  this  race  of  death,  however,  with 
diabetes  mellitus,  pernicious  anemia,  toxic 
goiter,  and  the  other  metabolic  diseases  also 
leaving  their  crop  of  worn-out  bodies  across 
the  land-  What  is  behind  this  ever-increasing 
rate  of  break-down  in  America?  Where  will 
it  end?  South  Dakota,  while  still  a relatively 
“young”  state  in  its  population  age,  is  par- 
ticipating heavily  in  this  break-down  and  can 
expect  still  further  involvement. 

In  order  to  understand  the  factors  bringing 
about  this  disturbing  situation,  it  is  necessary 
to  consider  the  human  body  as  a combustion 
machine,  similar  in  many  ways  to  the  gasoline 
engine  in  an  automobile.  In  our  bodies  we 
burn  glucose  instead  of  gasoline  to  provide 
the  energy  needed  in  all  our  body  functions, 
but  our  operating  efficiency  is  about  the  same 
as  that  of  an  automobile  engine — 25%.  This 
means  that  we  must  get  rid  of  three  units  of 
waste  heat  for  every  one  turned  into  work 
output.  So  long  as  this  waste  heat  can  be 
readily  dissipated,  cellular  combustion  goes 
ahead  at  full  speed  and  there  is  abundant 
energy  for  an  active  life.  When  heat  loss  be- 
comes difficult,  however,  combustion  must 
slow  down  to  prevent  fever  and  its  disturbing 
effects.  Although  our  intricate  heat-loss 
mechanism  works  well  for  short  periods  of 
stress,  heat-loss  difficulty  prolonged  over 
several  weeks,  months,  or  years,  leads  to  a 
lowering  of  the  general  metabolic  rate  and  a 
diminished  vitality  along  all  lines. 

Ease  or  difficulty  of  body  heat  loss  through 
the  months  and  years  thus  determines  the 


metabolic  level  and  speed  of  life  for  the  in- 
dividual and  for  population  masses,  and  it  is 
here  that  Climate  enters  the  picture.  In  hot 
climates  where  heat-loss  is  always  difficult, 
life  goes  on  close  to  the  vegetative  level  and 
vitality  is  low.  Cool  climates,  on  the  other 
hand,  lead  to  a metabolic  stimulation  and 
energetic  restlessness  which  force  the  in- 
dividual into  an  ever  faster  pace  of  life,  — a 
pace  which  only  too  often  exceeds  his  adap- 
tive capacity  and  leads  to  mental  or  bodily 
break-down.  Health  in  stimulating  coolness 
assumes  a positive  and  exuberant  quality  as 
compared  to  its  passive  character  in  tropical 
heat,  but  it  also  merges  on  into  a vicious  and 
destructive  stress  as  the  years  of  activity  roll 
along. 


FIGURE  1.  Diabetes  deaths  per  100,000  population.  Rural — 
white  race  only — annual  average  (1931-19351. 


Diabetes  mellitus  provides  us  with  a clear 
index  of  this  metabolic  stress  in  man,  for  it 
represents  a failure  in  the  body’s  ability  to 
prepare  the  glucose  for  cellular  combustion. 
It  is  thus  very  significant  that  the  incidence 
and  severity  of  this  disease  increases  steadily 
and  markedly  from  south  to  north  within  the 
United  States.  Its  death  rate  in  the  North  is 
three  times  higher  for  whites  and  ten  times 
higher  for  colored  people  than  it  is  along  the 
Gulf  of  Mexico.  Only  in  the  North  are  ketosis 

* Presented  at  the  Sixty-Sixth  Annual  Meeting  of 
the  South  Dakota  State  Medical  Association, 
Rapid  City,  June,  1947. 
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and  coma  of  frequent  occurrence  and  a great 
hazard  to  the  diabetic  patient.  Glycosuria 
and  pre-diabetic  states  were  found  to  be 
definitely  more  frequent  among  World  War 
II  draftees  in  New  England  than  in  the  Gulf 
States.  On  farther  north  in  Canada,  where 
winters  are  long  and  cold  and  outdoor  activity 
consequently  curtailed,  diabetic  severity 
tends  to  diminish-  This  has  also  been  found 
true  for  all  other  evidences  of  stress. 

Pernicious  anemia  serves  well  as  another 
measure  of  metabolic  stress,  for  a high  com- 
bustion rate  throws  a heavy  load  on  the 
oxygen-carrying  mechanism  and  red-cell  pro- 
duction in  the  bone  marrow.  It  is  therefore 
again  significant  that  deaths  from  this  cause 
increase  strikingly  from  south  to  north  and 
that  the  severe  forms  of  the  disease  are  found 
mainly  in  the  Northern  States.  This  form  of 
anemia  is  rare  in  tropical  people,  although 
other  forms  are  very  common. 

Toxic  goiter  and  hyper  thyroid  states  show 
a similar  relation  to  climatic  stimulation,  as 
is  to  be  expected  from  the  intimate  connec- 
tion of  the  thyroid  gland  to  heat  production 
in  the  body.  These  troubles  also  exhibit  a 
definite  relation  to  seasonal  changes,  declin- 
ing sharply  in  prolonged  summer  heat  and 


FIGURE  2.  Diabetes  deaths  per  100,000  population.  Urban — 
white  race  only — annual  average  (1931-1935). 

rising  to  a late  winter  peak.  Leukemia  and 
adrenal  failure  are  much  more  frequent  and 
severe  also  in  northern  coolness. 

Cancer  in  all  its  forms,  except  those  of  the 
skin  and  lips,  is  definitely  more  frequent  in 
the  northern  regions  of  more  active  tissue 
metabolism.  Whether  it  is  the  higher  meta- 
bolic rate  which  leads  more  often  to  the  un- 
controlled cellular  activity  of  cancer  tissue, 
cannot  yet  be  stated  with  certainty,  but  any 
measure  (under-feedings  or  prolonged  diffi- 


culty in  body  heat  loss)  which  lowers  cellular 
combustion  rate  also  lowers  the  incidence  of 
even  hereditary  cancer  in  susceptible  strains 
of  laboratory  animals. 


FIGURE  3.  Leukemia  deaths  per  100,000  population.  Rural — 
white  race  only — annual  average  (1931-19351. 


Arteriosclerosis,  hypertension,  and  heart 
failure,  seem  closely  related  to  metabolic 
stress  also,  for  the  circulatory  system  must 
bear  the  chief  brunt  of  a rapid  pace  of  life  in 
carrying  oxygen  from  lungs  to  tissues  to  sup- 
port the  combustion  processes.  Blood  pres- 
sure norms  acceptable  to  examining  phy- 
sicians rise  steadily  from  a systolic  of  110  in 
the  South  to  a high  of  150,  which  in  Wiscon- 
sin fails  to  elicit  concern.  The  author’s  blood 
pressure  fell  from  139/90  (January  in  Cin- 
cinnati) to  88/50  after  a month  in  the  low- 
land heat  of  the  Phillipine  Islands,  and  his 
basal  metabolic  rate  dropped  from  +8  to  -12. 
Observation  of  thousands  of  hypertension 
cases  through  the  years  leads  the  close  student 
to  the  impression  that  arteriosclerosis  is  prob- 
ably a result  of  the  vascular  spasm  causing 
hypertension  in  most  cases.  Only  after  the 
spastic  hypertension  has  existed  for  some 
months  or  years  does  sclerosis  become  evi- 
dent. 

Malignant  hypertension  and  coronary  at- 
tacks now  form  major  hazards  for  people  of 
northern  United  States,  and  their  appearance 
is  coming  at  ever-earlier  ages.  Accurate  and 
comparable  statistics  are  not  yet  available 
because  of  rapidly  shifting  diagnostic  cus- 
toms and  nomenclature,  but  there  seems  little 
doubt  about  the  increasing  threat  these  con- 
ditions are  holding  over  northern  populations. 
Urban  people  are  worse  hit  than  those  living 
in  rural  areas  by  all  these  metabolic  and  de- 
generative diseases.  The  medical  profession 
itself  is  hardest  hit  of  all. 
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Remedial  measures  to  halt  or  reverse  this 
devastating  march  of  destruction  deserve  ser- 
ious consideration.  While  we  cannot  prevent 
the  invigorating  effect  of  a cool  climate,  we 
can  recommend  that  vacations  be  taken  dur- 
ing the  stressful  mid-winter  season  instead 
of  during  the  relaxing  summer  months.  A 
February  sojourn  in  southern  warmth  will 
do  much  to  minimize  the  effects  of  the  win- 
ter’s drive.  This  is  particularly  true  for  the 
physicians  themselves.  Even  though  winter 
is  their  busiest  season,  they  should  remem- 
ber that  most  of  their  patients  will  do  about 
as  well  in  their  absence  as  when  they  are  on 
hand  to  receive  calls  at  3 o’clock  in  the  morn- 
ing. 


FIGURE  4.  Leukemia  deaths  per  100,000  population.  Urban — 
white  race  only — annual  average  1931-19351. 

Caffeine-containing  beverages  add  greatly 
to  the  metabolic  and  nervous  stress  when 
heavily  imbided  as  they  are  by  most  cool- 
climate  people.  Caffeine  is  an  excellent  stim- 
ulant when  properly  used,  but  its  great  over- 
use helps  bring  on  an  insidious  exhaustion  — 
both  mental  and  physical  — which  calls  for 
an  increased  intake  and  leads  the  individual 
on  toward  one  of  the  many  forms  of  break- 
down diseases.  The  wise  physician  interdicts 
the  use  of  caffeine  after  a coronary  attack  or 
mental  breakdown  has  occurred,  but  why  will 
he  not  look  farther  ahead  and  advise  against 
the  unlimited  use  of  these  beverages  when 
hypertension  first  makes  appearance  or  sleep- 
lessness is  first  complained  of?  Better  still, 
why  not  warn  even  healthy  people  against 
their  hazards  before  actual  damage  appears? 
Children  especially  should  never  add  the 
effects  of  caffeine  to  their  stress  of  growth 
and  development. 

Tobacco  smoking  is  another  factor  of  great 
importance  (but  not  yet  well  evaluated)  in 
certain  phases  of  this  picture-  The  nicotine, 


vaporized  from  burning  tobacco  and  readily 
absorbed  from  the  lungs,  is  a powerful  poison 
for  the  ganglion  cells  of  the  autonomic  system 
and  for  peripheral  action  on  the  heart  and 
vessel  walls.  Disturbances  of  cardiac  rythm 
and  arterial  spasm  are  common  among 
tobacco  smokers.  Again,  as  with  caffeine,  we 
usually  interdict  the  use  of  tobacco  after  a 
coronary  attack  has  taken  place,  but  most 
physicians  are  loath  to  take  away  this  pleas- 
ure from  people  still  in  the  early  stages  of 
cardio-vascular  trouble.  Nor  do  many  phy- 
sicians realize  that  nicotine  is  also  a nervous 
system  toxin  of  no  mean  proportion,  to  be 
avoided  in  disturbances  of  both  central  and 
peripheral  nervous  tissues. 

Carcinogenic  substances  in  tobacco  smoke 
are  also  important  with  respect  to  cancers  of 
the  respiratory  tract.  We  are  just  now  en- 
gaged in  a study,  the  preliminary  phases  of 
which  have  already  indicated  a significant 
relationship  between  tobacco  smoking  (espec- 
ially cigars  and  pipes)  and  such  cancers  in 
man.  It  is  perhaps  significant  that  the  great 
increase  in  tobacco  smoking  between  World 
Wars  I and  II  should  have  been  accompanied 
by  striking  increases  in  lung  cancer  mortality, 
until  now  it  ranks  as  a major  form  of  cancer 
in  the  male.  Quite  separate  from  its  relation 
to  circulatory  and  neoplastic  troubles,  the 
irritation  of  tobacco  smoke  also  brings  other 
definite  hazards  to  the  respiratory  tract,  mak- 
ing post-operative  pneumonia  six  times  more 
frequent  than  in  non-smokers,  for  instance. 
The  smoker’s  cough  is  only  an  index  of  this 
chronic  irritative  effect. 

South  Dakota  can  well  expect  considerable 
increases  in  her  metabolic  and  degenerative 
disease  troubles  as  her  population  grows 
“older”  and  her  urbanization  increases.  It  is 
time  her  physicians  realize  this  trend  and 
frankly  face  its  consequences.  No  physician 
who  must  have  his  tobacco  and  coffee  will 
make  a good  salesman  of  abstemption  for  his 
patients  except  when  they  have  reached  the 
final  phases  of  this  destructive  process. 

South  Dakota  is  blest  with  an  invigorating 
climate  and  bounding  health,  but  underlying 
this  blessing  is  the  destructive  threat  of  over- 
stimulation  for  those  in  the  second  half  of  life, 
as  pictured  in  these  paragraphs.  Remedial 
steps  are  of  little  avail  once  the  destructive 
effects  have  become  clearly  evident  in  the 
individual,  — they  must  be  taken  early  to 
prevent  the  onset  of  trouble. 
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Herpetic  Infections  in  Infants  and  Children* 

by 

John  A.  Anderson,  Ph.  D.,  M.D.,  Department  of  Pediatrics 
University  of  Utah  School  of  Medicine,  Salt  Lake  City,  Utah 


The  evolution  of  our  knowledge  of  the 
nature  of  virus  infections  in  man  and  animals 
has  led  to  clarification  of  many  clinical  enti- 
ties heretofore  of  unknown  etiology.  This  is 
particularly  true  in  regard  to  the  group  of 
herpetic  viruses. 

The  herpes  virus  belongs  to  a group  of 
obligate  parasites,  some  highly  specific  and 
others  less  so.  They  have  the  ability  to  grow 
in  all  three  germ  layers,  ectodermal,  endoder- 
mal,  and  mesodermal.  The  ability  to  invade 
and  develop  in  these  structures  permits  the 
opportunity  for  the  occurrence  of  a large 
number  of  clinical  entities  where  the  primary 
clinical  disorder  may  be  in  one  or  more  of 
these  tissue  systems. 

As  regards  man,  there  is  evidence  to  believe 
that  three-fourths  of  adults  have  had  a clinical 
or  sub-clinical  infection  to  a herpetic  virus. 
This  is  supported  by  the  presence  of  circu- 
lating antibodies  against  this  virus  in  the 
serum  of  adults.  Burnet  has  demonstrated 
that  seventy-four  percent  of  adults  have 
neutralizing  antibodies  against  the  herpes 
simplex  virus,  while  only  fourteen  percent  of 
children  under  the  age  of  five  have  immune 
bodies  against  this  virus.  Because  of  this 
fact  one  would  expect  to  find  a greater  in- 
cidence of  herpetic  virus  infections  in  the 
younger  child  as  compared  with  the  older. 

Clinically,  by  correlation  of  the  variety  of 
infections  in  man  so  far  known  to  be  due  to 
a herpetic  virus  one  may  suggest  a pattern  of 
development  that  is  somewhat  similar  in  all 
cases. 

The  most  common  manifestation  of  the 
herpes  virus  infection  in  man  is  the  common 
cold  sore  or  the  herpes  labialis-  This  entity, 
usually  of  no  concern  except  for  mild  local 
discomfort,  may  be  associated  or  the  result  of 
a variety  of  conditions. 

Febrile  states,  either  artificially  induced  or 
due  to  an  infection,  are  often  soon  followed 
by  herpes  labialis.  Exposure  to  wind,  sun,  or 
cold  sufficient  to  produce  local  vascular  and 


metabolic  changes  in  the  skin  of  the  face 
may  also  precipitate  an  infection  of  herpes 
labialis.  Following  such  a simple  infection 
neutralizing  antibodies  develop  in  the  blood 
of  such  patients,  or  a low  titre  may  be  in- 
creased. 

Usually  such  an  infection  is  limited  to  the 
skin  and  mucous  membranes  of  the  lips.  At 
times,  however,  particularly  in  children,  the 
infection  is  not  limited  to  these  simple  local- 
ized vesicular  lesions.  Involvement  of  the 
eye,  buccal  and  tracheal  mucosa,  vaginal 
mucosa  in  the  female,  the  glans  penis  in  the 
male,  the  skin  of  the  entire  body  may  occur. 
Such  more  extensive  varieties  of  herpetic  in- 
fections have  severe  systemic  signs  and  are 
not  infrequently  fatal.  Encephalitis  occasion- 
ally occurs  either  following  simple  discrete 
herpetic  lesions  or  the  more  generalized  form. 

It  is  the  purpose  of  this  report  to  present 
several  disease  entities  which  are  definitely 
known  to  be  due  to  the  herpes  virus,  and 
others  in  which  a related  etiological  agent  has 
been  suggested,  but  not  as  yet  confirmed. 

HERPES  LABIALIS 

Infection  with  the  herpes  virus  of  the 
squamous  epithelium  about  the  mouth  is  a 
very  common  clinical  entity.  It  is  associated 
at  times  with  mild  subjective  symptoms  of 
malaise,  slight  degree  of  fever,  and  is  pre- 
cipitated by  fever  or  infections  of  another 
nature.  Clinically,  the  condition  may  be 
manifest  by  a single  herpetic  lesion,  which 
progresses  to  crusting  and  healing.  Associated 
with  the  process,  there  is  an  increase  in  the 
circulating  anti-bodies  against  the  herpes 
virus  in  the  blood  of  the  convalescent  in- 
dividual. At  times  the  lesions  occur  in  crops, 
spreading  about  the  region  of  the  mouth,  in- 
volving either  the  upper  or  the  lower  lip 
quite  extensively.  For  the  most  part,  these 
lesions  are  limited  to  the  mouth,  and  do  not 
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extend  beyond.  In  those  individuals  in  which 
recurrent  attacks  of  this  infection  occur,  im- 
munity tends  to  be  short  lived,  that  is,  it 
may  last  only  a matter  of  months  or  a year, 
falling  to  a new  low  level,  and  permitting  the 
development  of  a new  attack  of  herpes 
labialis. 

HERPETIC  GINGIVOSTOMATITIS 
In  1938,  Dodd,  Johnston,  and  Buddingh  re- 
ported several  cases  of  primary  stomatitis  in 
infants  in  which  the  causative  agent  was 
identified  as  a herpes  virus.  These  observa- 
tions were  subsequently  confirmed  by  Burnet 
and  Williams  in  Australia.  The  clinical  signs 
and  symptoms  of  this  entity  are  not  unlike 
the  textbook  description  of  aphthous  stom- 
atitis. This  entity  is  most  common  in  children 
between  the  ages  of  one  and  three  years,  al- 
though it  is  present  in  individuals  from  a few 
weeks  of  age  to  as  old  as  fourteen.  The  clin- 
ical onset  is  sudden  with  fever,  general 
malaise,  and  loss  of  appetite.  Shortly  there- 
after, or  within  24  to  48  hours,  lesions  appear 
in  the  mouth.  They  consist  of  reddish  blisters 
of  the  mucous  membrane,  which  soon  become 
ulcerated  leaving  a yellowish  white  mem- 
brane. The  lesions  occur  most  commonly  on 
the  tongue,  the  inner  aspect  of  the  lips,  and 
the  buccal  and  sublingual  mucous  mem- 
branes. Lesions  are  occasionally  seen  on  the 
soft  palate,  tonsils,  and  posterior  pharynx. 
Irritability,  refusal  of  fluids  and  food,  and 
soreness  of  the  mouth  are  present.  The 
disease  is  self-limited  in  nature,  and  usually 
subsides  within  a period  of  two  weeks. 

It  has  been  demonstrated  that  these  lesions 
are  due  to  a virus  identical  or  related  to  the 
virus  of  herpes  simplex.  Patients  recovering 
from  this  illness  give  evidence  of  an  increased 
antibody  production  against  the  herpes  sim- 
plex virus  several  weeks  after  the  onset. 
Evidence  that  acute  infectious  gingivosto- 
matitis is  due  to  the  virus  of  herpes  simplex 
was  also  brought  forth  by  Black  in  1942. 

STOMATITIS  AND  DIARRHEA 
In  June  of  1942,  a type  of  stomatitis  of  in- 
fants which  differed  from  the  previously  des- 
cribed stomatitis  was  encountered  by  Budd- 
ingh and  Dodd.  This  stomatitis  was  assoc- 
iated with  a severe  diarrhea  and  occurred 
most  frequently  in  infants  under  the  age  of 
two.  This  infection  occurred  in  45  children, 
28  of  whom  were  six  months  of  age  or 


younger,  nine  of  them  were  six  months  to  one 
year,  five  of  them  were  one  to  two  years,  and 
one  each  four,  five,  and  eight  years  of  age. 
The  clinical  course  of  this  condition  was 
described  as  follows:  Following  an  incu- 
bation period  of  two  to  five  days  after  con- 
tact with  a case  having  similar  lesions,  fiery 
red  mucosal  lesions  developed  on  the  inner 
surface  of  the  buccal  mucosa,  the  sublingual, 
and  the  labial  mucosa  of  the  mouth.  These 
were  tiny  vesicles  which  ruptured  rather 
early,  leaving  a gray  loose  exudative  surface 
super-imposed  on  a red  hyperemic  mucous 
membrane.  Associated  with  the  development 
of  the  lesions  excessive  salivation,  refusal  of 
food,  and  fever  occurred.  Shortly  thereafter, 
a rather  copious  severe  diarrhea,  containing 
mucous  and  blood  flakes  occurred.  The  dura- 
tion of  this  infection  was  from  three  to  ten 
days,  with  fever  and  moderate  to  severe 
diarrhea.  Slow  recovery,  however,  was  pres- 
ent, sometimes  as  long  as  two  months  being 
required  until  the  diarrhea  had  ceased. 

An  investigation  into  the  source  of  this  in- 
fection in  their  hospital  led  to  the  discovery 
that  three  of  four  nurses  in  charge  of  the 
nursery  had  virus  in  the  swabbings  from  their 
mouths.  One  adult  developed  stomatitis  dur- 
ing the  week  following  the  outbreak  of  the 
diarrhea  in  the  nursery.  She  carried  this  in- 
fection to  two  of  her  own  children,  six  and 
eight  years  of  age.  At  a later  time,  in  fact, 
three  months  later,  mouth  swabbings  from 
this  nurse  were  still  positive  for  the  virus. 
Two  of  sixteen  professionally  employed 
adults,  connected  in  some  way  with  the 
atcivities  of  the  nursery  were  found  to  be 
carrying  the  virus  without  signs  or  symptoms 
of  the  infection. 

Experimentally,  this  virus  agent  differed 
from  the  herpes  virus.  It  produced  a mild 
kerato-conjunctivitis  on  the  cornea  of  a rabbit, 
but  did  not  produce  an  immunity  to  the 
herpes  virus.  The  evidence,  therefore,  would 
indicate  that  this  virus  has  hitherto  been  un- 
recognized. 

Further  evidence  of  a virus  responsible  for 
epidemic  diarrhea  of  the  new  born  was 
brought  out  by  Light  and  Hodes  in  1943.  With 
this  agent  these  investigators  were  able  to 
produce  a diarrhea  in  the  calves.  It  is  not 
known  whether  this  agent  was  similar  to  or 
related  to  the  viru  identified  by  Buddingh 
and  Dodd. 
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VARICELLIFORM  ERUPTION 

Dermatologically  a number  of  conditions 
have  been  classified  under  this  term.  These 
have  been  denoted  as  pustulosis  vacciniformis 
acuta,  eczema  herpetiformis,  pustulosis  var- 
ioliformis, post-vaccinal  eruption,  and  der- 
matitis vaccinia.  The  newer  methods  for  the 
identification  of  the  herpes  virus  has  led  to 
considerable  clarification  of  these  entities  as 
well  as  added  information  in  regard  to  other 
skin  eruptions  of  previously  unknown  etio- 
logy. It  has  then  permitted  a separation  of 
the  varioliform  eruptions  from  those  that  are 
truly  varicelliform.  Thus,  this  group  of  con- 
ditions should  not  be  confused  with  dermatitis 
vaccinia  which  follows  the  vaccination  for 
small  pox  or  by  contact  with  an  individual 
who  has  had  a recent  vaccination. 

Kaposi,  in  1895,  described  a varicelliform 
eruption  which  was  characterized  by  the 
following  clinical  signs  and  symptoms:  The 
generalized  eruption  of  the  skin  was  always 
preceded  by  an  ordinary  herpetic  lip  infec- 
tion. The  lesions  usually  confined  themselves 
to  the  neck  and  face,  but  at  times  were  dis- 
tributed over  the  entire  body.  The  patient 
usually  had  a mild  to  a severe  febrile  course 
for  one  to  three  weeks.  A leukopenia  was 
often  present.  The  disease  most  often  affects 
children  under  the  age  of  five  in  whom  a 
mortality  of  twenty  percent  may  be  en- 
countered. Barton  has  stated  that  eighty  per- 
cent of  such  cases  occur  in  individuals  in 
whom  there  is  a pre-existent  atopy.  It  should 
also  be  mentioned  that  this  infection  occurs 
not  uncommonly  in  eczematous  children. 

The  lesions  of  varicelliform  eruption  begin 
as  small  papules,  growing  quickly  to  vesicles 
and  pustules,  and  then  crusting.  Many  of  the 
pustules  may  break  down  and  become  hem- 
orrhagic. There  is  usually  a general  systemic 
reaction  with  a fever  varying  from  a low 
grade  to  one  as  high  as  105  degrees  F.  The 
lesions  and  the  systemic  reaction  and  fever 
may  continue  for  a period  of  seven  to  ten 
days,  and,  at  times,  as  long  as  three  weeks. 
A leukopenia  is  usually  present. 

Since  the  description  of  this  eruption  by 
Kaposi  in  1895,  many  theories  have  been  pre- 
sented as  to  its  etiology.  Kaposi  suggested 
the  possibility  of  a fungus;  staphlococcus  and 
streptococcus  have  also  been  incriminated. 
Recently,  however,  Wenner  described  three 


cases  of  the  varicelliform  eruption  in  which 
the  virus  was  isolated  from  the  lesions  of  all 
three,  and  from  the  brain  of  one  fatal  case. 
This  virus  was  found  to  be  related  to  the 
herpes  type  of  virus. 

Barton  and  Brunsting  and  Lynch  and 
Evans  as  well  as  others  have  identified  a 
herpes  virus  in  cases  of  this  nature. 

HERPES  VIRUS  ENCEPHALITIS 

There  are  several  authenticated  cases  of 
invasion  of  the  central  nervous  system  by 
the  virus  of  herpes.  These  cases  have  oc- 
curred without  recognized  associated  herpetic 
lesions  of  the  skin  or  mucous  membrane,  and 
have  followed  as  a complication  of  varicelli- 
form eruption.  It  is  possible  that  a more  ex- 
tensive search  for  the  herpes  virus  in  un- 
explained cases  of  encephalitis  would  reveal 
this  virus  as  the  etiologic  agent  more  fre- 
quently. 

BULLOUS  (HEBRA)  FORM  OF 
ERYTHEMA  MULTIFORMI 

In  1866,  Von  Hebra  described  a group  of 
conditions  which  he  classed  as  polymorphous 
erythema.  In  this  group  he  included  ery- 
thema exudativum  multiformi,  an  entity 
characterized  by  a typical  polymorphorous 
skin  rash,  and  constitutional  signs  and  sym- 
ptoms. He  also  noted  that  the  occasional 
patient  presented  bullae  and  mucous  mem- 
brane involvement.  Since  that  time  several 
names  have  also  been  attached  to  this  con- 
dition now  commonly  referred  to  as  “ery- 
thema exudativum  multiformi  (Hebra)  bul- 
lous type.”  Penney,  in  1899,  impressed  by 
the  herpetic  and  bullous  nature  of  the  lesions, 
used  the  term  “acute  herpetic  pemphigus.” 
Rendu  observing  the  involvement  of  body 
orifices  applied  the  descriptive  term,  “ecto- 
dermoses  erosives  pluriorificielles.”  Baader, 
impressed  with  the  fever,  stomatitis,  conjunc- 
tivitis, and  dermatitis,  used  the  term  “der- 
mato-stomatitis,”  and  presented  the  analogy 
of  this  disease  with  the  human  form  of  hoof 
and  mouth  disease.  Attempts,  however,  to 
identify  a virus  as  the  etiological  agent  were 
unsuccessful. 

About  1922,  Stevens  and  Johnson  described 
a severe  form  of  membranous  conjunctivitis 
associated  with  gingivo-stomatitis,  and,  at 
times,  a generalized  skin  eruption.  The  pres- 
ence of  fever  in  these  cases  led  them  to  pre- 
sent the  more  descriptive  term  of  “eruptive 
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fever  with  dermatitis  and  ophthalmia.”  The 
ophthalmic  consequences  of  this  disease  are 
serious,  leading  often  to  blindness. 

A review  of  the  literature  to  date  reveals 
that  these  conditions  involving  the  skin  and 
mucous  membrane  have  several  clinical  feat- 
ures in  common.  The  most  striking  of  these 
is  the  presence  of  a vesicular  lesion  early  in 
the  course  of  the  disease.  This  may  begin  in 
the  mouth  or  on  the  mucous  membrane  of 
the  labial  conjunctiva  of  the  eye,  and  is  soon 
associated  with  similar  vesicular  lesions  of 
the  other  mucous  membranes  of  the  body  or 
the  skin.  In  one  form  the  lesions  combine 
and  confine  themselves  to  the  mouth,  eye, 
penis,  anus,  and  the  entire  skin  of  the  body. 
These  lesions  may  be  small  and  vesicular  in 
nature  only,  developing  rapidly  to  a necrotic 
membranous  lesion  on  an  inflammatory  base. 
The  more  extensive  forms  of  the  disease 
which  develop  into  bullae  present  lesions  of 
a pemphigoid  nature.  Other  features  fre- 
quently noted  are  the  occurrence  of  an  acute 
onset  of  a febrile  nature,  constitutional  signs 
and  symptoms,  a predominance  of  cases 
under  the  age  of  fifteen,  and  the  presence  of 
a leukopenia  in  about  thirty  percent  of  the 
reported  cases. 

Epidemiological  aspects  of  the  exudative 
form  of  erythema  multiformi  have  been  re- 
ported. Rigler  reported  an  epidemic  in  Tur- 
key in  1852  (Rosenberg).  Duhring  in  1896  re- 
ported 105  cases  of  an  epidemic  nature.  Guy 
described  a similar  epidemic  in  1918.  More 
recently,  however,  Leipner  (1935)  described 
an  outbreak  of  erythema  exudativum  multi- 
formi in  thirty  of  fifty  children  in  a boys’ 
home. 

The  vesicular  or  bullous  nature  of  the 
lesions,  the  presence  of  constitutional  signs 
and  symptoms,  and  the  reported  epidemio- 
logical occurrence  of  certain  forms  of  these 
conditions  have  suggested  to  many  authors 
the  possibility  of  a virus  as  the  etiological 
agent.  However,  Baader,  Koke,  Edgar  and 
Syverton,  and  Ebert  were  unable  to  demon- 
strate a virus  as  an  etiological  factor  in  this 
condition. 

An  impression  is  gained  from  a review  of 
the  literature  that  these  above-described  en- 
tities differ  predominately  as  regards  the  site 
of  the  initial  lesion  or  the  extent  of,  and  the 
location  of,  the  lesion.  The  skin  conditions 


described  are  similar  in  many  aspects,  sug- 
gesting the  possibility  of  a common  etiological 
factor.  For  this  reason,  the  observations  of  a 
clinical  and  experimental  nature  in  the 
following  two  cases  are  presented  to  support 
the  possibility  of  a virus  as  the  etiological 
agent  in  this  condition. 

CASE  REPORTS 

Case  I.  A six  and  one-half  year  old  white 
male,  (FHJ)  Hospital  No.  7690,  was  admitted 
to  the  Salt  Lake  County  General  Hospital 
Pediatric  Ward  November  18,  1945.  The  se- 
quence of  events  in  the  history  of  this  child 
was  found  to  be  as  follows:  The  father  was 
discharged  from  the  army  on  October  26,  1945. 
During  his  trip  home  he  suffered  an  attack  of 
herpes  labialis.  The  father  stated  that  this 
attack  was  the  most  severe  that  he  had  ever 
had,  having  been  subject  to  recurrent  cold 
sores  in  the  past.  The  father  returned  home 
about  November  1.  He  apparently  was  not 
ill  significantly  with  this  episode.  On  Novem- 
ber 14,  the  son  was  in  apparent  good  health, 
attending  school  as  usual.  However,  on  the 
next  day,  November  15,  he  complained  of  his 
eyes  hurting  and  of  photophobia.  The  school 
teacher  sent  him  home  with  a diagnosis  of 
“pink  eye.”  The  mother  stated  that  the  eyes 
were  bloodshot;  otherwise  he  felt  well.  On 
November  16,  fever  was  present  which 
varied  between  102  and  103  degrees.  Anorexia 
developed,  and  the  local  physician  who  was 
called  noted  small  blisters  on  the  lips  and  on 
the  labial  mucosa  of  the  mouth  and  on  the 
inner  aspect  of  the  lower  eyelids.  The  next 
day,  on  November  17,  the  boy  became  acutely 
ill.  The  temperature  rose  to  105  degrees  F. 
rectally,  and  continued  at  this  level.  The 
blisters  on  the  mouth  extended  to  the  sur- 
face of  the  tongue,  and  over  the  buccal  sur- 
face of  the  mucosa  of  the  cheek.  A diffuse, 
reddish,  measles-like  rash  began  to  be  present 
over  the  entire  body.  The  eyes  now  had  a 
profuse  purulent  discharge,  and  he  was  un- 
able to  open  them.  He  was  seen  again  by 
his  private  physician  who  prescribed  sulfa- 
diazine and  penicillin.  On  the  next  day,  the 
day  of  admission,  November  18,  the  child  was 
acutely  ill,  delirious,  and  in  a highly  toxic 
condition.  The  lesions  had  spread  rapidly 
over  the  entire  body,  varying  from  a blotchy 
discoloration  of  the  skin  to  elevated  macules 
and  papules  and  to  the  formation  of  small 
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vesicles,  some  of  which  had  coalesced  to  form 
large  bullae.  Examination  of  the  urethral 
orifice  presented  blisters  and  vesicles  on  a 
red  inflammatory  base  about  the  meatus.  Up 
to  this  time  the  patient  had  received  a total  of 
seven  tablets  of  sulfadiazine  and  200,000  units 
of  penicillin.  There  were  no  respiratory  com- 
plaints, and  no  gastro-intestinal  symptoms 
other  than  the  anorexia. 

The  past  history  was  essentially  negative. 
The  neo-natal,  post-natal,  and  developmental 
history  were  entirely  normal.  Pertussis  oc- 
curred at  the  age  of  two  and  one-half  years. 
There  was  no  history  of  allergy  or  previous 
skin  disorders.  For  the  past  few  weeks  the 
child  had  been  extremely  nervous,  and  was 
given  phPnobarbital  grs.  1/4  b.  i.  d.  by  his 
physician.  He  had  also  been  receiving  a 
copper  and  vitamin  B compound  for  about  the 
same  length  of  time.  The  family  history  was 
essentially  negative  except  for  a mild  episode 
of  eczema  in  the  mother  and  the  presence  of 
a susceptibility  to  herpes  simplex  by  the 
father. 

Physical  examination  on  admission  pre- 
sented an  acutely  ill,  highly  toxic  child  with 
a diffuse  erythematous  macular,  papular,  and 
bullous  rash  over  the  entire  face,  the  entire 
mucous  membrane  of  the  mouth,  and  over 
the  entire  body.  The  palms,  fingers,  soles, 
and  toes  exhibited  massive  bullae,  which 
yielded  a clear  fluid,  free  of  organisms  to 
direct  stain.  The  eyelids  were  adherent,  the 
eye  lashes  were  matted  together  with  a 
yellowish  purulent  discharge.  An  attempt  to 
open  the  eyes  caused  sloughing  of  the  skin 
over  the  lids.  There  was  a mucopurulent  dis- 
charge present  in  both  external  nares.  The 
lips  were  covered  with  hemorrhagic  crusts, 
which  on  removal  left  shallow  ulcerating 
lesions.  The  gums  were  bleeding  and  boggy. 
Ulcerated  lesions  with  overlying  thin,  dirty, 
greyish  membrane  covered  the  oral  mucosa 
and  tongue.  The  breath  was  foul.  There  was 
no  nuchal  rigidity.  Percussion  and  ausculta- 
tion of  the  chest  revealed  no  abnormality.  The 
heart  presented  a slight  systolic  murmur  at 
the  apex;  liver  and  spleen  were  not  palpable. 
The  penis,  especially  about  the  meatus,  pre- 
sented crusted  lesions  of  the  glans  on  a raw 
hyperemic  base.  No  lesions  were  noted 
around  the  anus  at  the  time  of  admission; 
however,  these  developed  a few  days  later. 


There  were  no  abnormal  neurological  signs. 

Laboratory  data:  The  hemoglobin  was  13.5 
grams  on  admission.  The  white  blood  count 
initially  was  5,800  with  a differential  of  72% 
neutrophiles,  0%  eosinophiles,  23%  lym- 
phocytes, and  5%  monocytes.  Repeat  ex- 
amination two  days  later  revealed  a white 
blood  count  of  4,300  with  45%  neutrophiles, 
13%  juveniles,  1%.  eosinophiles,  39%  lympho- 
cytes, and  2%  monocytes.  The  icteric  index 
was  6 units,  by  gram  staining  technique,  but 
on  culture  grew  out  staphylococcus  aureus, 
staphylococcus  albus,  diphtheroids  and  Neis- 
seria catarrhalis.  Blood  cultures  taken  on 
several  occasions  remained  sterile. 

Agglutination  tests  for  typoid,  paratyphoid, 
brucellosis,  and  rocky  mountain  spotted  fever 
were  negative.  The  blood  Kahn  was  negative. 

Cerebral  spinal  fluid  examined  three  weeks 
after  the  onset  presented  six  cells,  23  milli- 
grams per  cent  of  globulin,  48  milligrams  per 
cent  of  sugar,  and  687  milligrams  per  cent  of 
chloride. 

Course  within  the  hospital:  For  the  first 
24  hours  after  admission  the  lesions  on  the 
body  progressed  rapidly,  reaching  the  extent 
of  a complete  coalescence  of  all  of  the  vesicu- 
lar and  bullous  lesions  of  the  body.  The 
superficial  epithelium  could  be  easily  re- 
moved as  can  be  done  with  a second  degree 
burn.  The  child  remained  acutely  ill  for  eight 
days,  the  temperature  fluctuated  between 
100-104  degrees,  and  gradually  subsided  by 
lysis  at  the  conclusion  of  this  period.  For  the 
first  few  days,  the  patient  was  irrational  most 
of  the  time. 

All  bullae  and  vesicles  desquamated.  The 
epidermis  over  the  entire  hands  and  feet  was 
eventually  lost.  All  of  the  finger  and  toe  nails 
came  off.  The  mucous  membrane  lining  of 
the  entire  oral  cavity  and  of  the  tongue 
sloughed-off  during  the  course  of  the  disease. 

The  eyelids  were  opened  about  the  eighth 
day,  and  the  lining  of  the  entire  oral  cavity 
and  of  the  tongue  sloughed  off  during  the 
course  of  the  disease. 

The  eyelids  were  opened  about  the  eighth 
day,  and  the  examination  at  that  time  re- 
vealed a moderate  conjunctivitis,  but  no  cor- 
neal involvement.  Vision  seemed  to  be  un- 
affected; although  there  was  marked  photo- 
phobia present.  Fundiscopic  examination  re- 
vealed only  a mild  hyperemia  of  the  fundus. 
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Cultures  of  the  material  from  the  eyes  re- 
vealed staphylococcus  aureus  (coagulase  nega- 
tive), diphtheroids,  and  small  gram  negative 
rods. 

Most  of  the  lesions  on  the  body  and  the  ex- 
tremities cleared  within  four  weeks.  The  new 
healed  skin  was  lighter  in  color  than  the 
original  skin;  consequently,  the  patient’s 
body  presented  a mottled  appearance.  No 
scarring,  however,  was  evident.  The  crusting 
lesions  about  the  mouth  persisted  for  several 
weeks  longer.  The  penile  lesions  were  also 
evident  approximately  one  month  after  dis- 
charge from  the  hospital.  The  patient  was 
seen  in  February,  approximately  three 
months  after  the  onset  of  this  disease.  He 
still  complained  of  photophobia.  A mild 
amount  of  purulent  discharge  occurred  from 
time  to  time  in  the  eyes.  The  labial  con- 
junctiva of  the  eyes  still  showed  a mild  in- 
flammatory process,  and  evidences  of  scar- 
ring, with  a smooth  glistening  appearance. 
The  surface  of  the  tongue  was  smooth,  shiny, 
and  relatively  free  of  normal  papillary  mark- 
ings. 

Treatment:  Therapeutic  measures  included 
several  blood  transfusions,  plasma  adminis- 
tration, and  the  administration  of  parenteral 
fluids  and  amino  acids  during  the  acute  phase 
of  the  disease.  Penicillin,  200,000  units  intra- 
muscularly, every  three  hours,  was  given  for 
the  first  two  and  one-half  weeks.  In  addition 
to  the  transfusions  and  the  plasma  adminis- 
tered, 25  cc.  of  gamma  globulin  was  given  on 
the  third  day  of  hospitalization.  Moist  packs 
were  used  over  the  entire  surface  of  the  body 
as  long  as  there  was  desquamation  and  crust- 
ing. Local  therapy  to  the  eyes  consisted  of 
sulfadiazine  ointment,  later  changed  to  peni- 
cillin ointment. 

CASE  II:  A white  male  (GC),  Hospital 
No.  9253,  age  13  years,  was  admitted  to  the 
hospital  March  25,  1946.  The  patient  was  ap- 
parently well  until  March  22,  three  days  pre- 
vious to  admission  to  the  hospital,  when  he 
developed  generalized  malaise  and  headache. 
On  the  same  day,  a non-productive  cough  and 
a feeling  of  chilliness  occurred.  The  cough 
continued,  and  the  child  remained  in  bed  for 
the  remainder  of  the  day,  complaining  of  dry- 
ness in  the  mouth,  chilliness,  cough,  and  gen- 
eral malaise.  Temperature  was  not  taken  in 
the  home  until  the  day  of  admission  when  it 


was  found  to  be  103  degrees. 

The  past  history  was  essentially  negative 
in  all  respects.  The  child  had  had  measles, 
mumps,  and  possibly,  chicken  pox,  occuring 
prior  to  the  age  of  six.  A tonsillectomy  was 
done  at  the  age  of  two. 

Physical  examination:  Physical  examina- 
tion upon  admission  revealed  an  acutely  ill 
child  with  a temperature  of  102.6,  a pulse 
rate  of  96,  a respiration  of  36,  and  a blood 
pressure  of  110/64  millimeters  of  mercury. 
Positive  findings  of  note  consisted  of  slight 
injection  of  the  nasal  mucosa  with  a muco- 
purulent post-nasal  discharge.  (Several  teeth 
presented  caries.)  The  buccal  and  gingival 
portion  of  the  oral  mucosa  revealed  numer- 
ous vesicular  lesions,  three  to  four  milli- 
meters in  diameter,  filled  with  a brownish- 
yellow  fluid.  These  lesions  were  numerous 
and  covered  almost  the  entire  interior  of  the 
oral  cavity.  The  right  buccal  region  presented 
an  elevated  cluster  of  vesicles.  The  posterior 
hard  palate  in  the  midline  presented  ulcerated 
lesions  covered  with  a whitish  membrane 
over  a fiery-red  base.  The  tonsils  were  ab- 
sent, and  the  pharyngeal  mucosa  was  red- 
dened. A post-nasal  discharge  was  present. 
Lesions  of  the  mouth  were  not  particularly 
painful  or  tender.  In  the  cervical  region 
several  small,  firm,  non-tender  nodes  were 
palpated  in  both  the  anterior  and  posterior 
cervical  chains.  Percussion  and  auscultation 
of  the  anterior  right  chest  was  entirely  nor- 
mal. Examination  of  the  left  chest  region 
presented  an  increased  dullness  over  the 
lower  half  of  the  right  lung  field  anteriorly. 
There  was  a hyper-resonant  percussion  note 
above  this  area  as  well  as  a diminution  of 
breath  sounds  both  anteriorly  and  posteriorly. 
Medium  coarse  rales  were  present  over  the 
upper  half  of  the  left  lung  field,  posteriorly 
and  laterally. 

Laboratory  examination:  The  Kahn  and 
Mantoux  tests  were  negative.  Urinalyses 
were  negative  except  for  one  specimen  which 
contained  20-30  erythrocytes  per  high- 
powered  field,  (centrifuged  specimen)  during 
sulfadiazine  therapy.  The  hemoglobin  varied 
from  13.8  grams  to  15.7  grams  during  hospital- 
ization. The  erythrocyte  sedimentation  rate 
(Wintrobe  method)  was  12  millimeters  in  the 
first  hour  one  week  after  admission.  The 
initial  leukocyte  count  was  8,300  and  stayed 
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at  about  this  level  during  the  entire  period  of 
hospital  stay.  There  was  a predominance  of 
neutrophiles,  between  64-81  percent.  Nose 
and  throat  culture  grew  a variety  of  organ- 
isms. A few  pneumococci-like  organisms 
were  found  present  in  the  sputum,  although 
they  showed  no  swelling  of  the  capsule  which 
any  of  the  type  specific  sera  from  1 to  33. 
No  Vincent’s  organisms  were  found  on  smear 
from  the  mouth  lesions. 

Course  in  Ihe  hospital:  Because  of  the 
evidence  of  pneumonic  involvement  of  the 
left  lung,  the  patient  was  placed  on  sulfa- 
diazine as  well  as  penicillin.  The  patient  re- 
ceived a total  of  25  grams  of  sulfadiazine  from 
March  25  to  March  29,  and  a total  dose  of 
1,100,000  Units  of  penicillin  from  March  27  to 
April  1.  The  mouth  lesions  were  painted  with 
7%  chromic  acid,  a total  of  four  times  on  the 
first  two  days  after  admission.  Three  days 
after  admission,  small  vesicular  lesions  were 
noted  on  the  glans  penis.  Five  days  after  ad- 
mission, the  physical  findings  of  the  chest 
presented  diminished  to  absent  breath  sounds 
over  the  major  portion  of  the  left  chest.  Be- 
cause of  the  possibility  of  an  atelectatic  pro- 
cess having  become  superimposed  upon  the 
initial  pneumonic  process  in  the  left  chest, 
fluoroscopy  was  done  on  March  30,  1946.  This 
examination  revealed  very  limited  excursion 
of  the  left  diaphragm.  The  patient’s  course 
continued  about  the  same,  the  temperature 
remained  elevated,  unaffected  by  either  sul- 
fadiazine or  penicillin  therapy. 

On  March  31,  eight  days  after  the  onset  of 
the  illness,  bronchoscopy  was  done.  This  ex- 
amination, conducted  by  Dr.  David  Dolowitz, 
revealed  the  following  features:  The  mouth, 
including  the  mucous  membrane  of  the  lips, 
was  covered  with  pieces  of  a whitish  mem- 
brane. The  epiglottis  was  thickened  and 
covered  with  a yellowish  membrane.  A whit- 
ish grey  membrane,  similar  to  that  seen  in 
the  mouth,  was  present  on  the  false  cords. 
The  true  cords  were  white,  moved  freely,  and 
met  in  the  midline.  There  was  no  ulceration 
or  tumor  of  the  cords.  The  trachea  was 
reddened,  but  no  membrane  was  visualized. 
The  carina  was  beefy  red  and  markedly  wid- 
ened. In  the  left  main  bronchus,  about  one 
centimeter  below  the  orifice  of  the  left  upper 
bronchus,  a large  whitish  membrane  at  about 
ten  to  twelve  o’clock  in  relationship  to  the 


bronchoscope  was  observed.  Some  of  this 
peeled  off  easily  on  the  sponge  and  was  ob- 
tained for  culture  and  virus  studies.  The 
mucous  membrane  underlying  the  whitish- 
grey  exudate  was  very  raw  and  bled  slightly. 
Following  its  removal,  a large  amount  of  clear 
fluid,  flecked  with  purulent  material  welled 
up  from  the  lower  lobe,  and  was  removed  by 
suction.  The  right  main  bronchus  showed 
several  small  patches  of  a whitish-grey  mem- 
brane above  and  below  the  right  middle  lobe 
bronchi.  The  mucous  membranes  of  all  of  the 
bronchial  tree  visualized  were  red  and 
swollen  and  increased  in  friability. 

On  the  following  day,  resonance  was  equal 
on  both  sides  of  the  chest,  breath  sounds  were 
diminished  over  the  left  thorax,  and  moist 
inspiratory  and  expiratory  rales  were  heard. 
Fluoroscopy  at  this  time  showed  the  dia- 
phragmatic excursions  to  be  equal. 

By  April  1,  1946,  the  tenth  hospital  day,  the 
lesions  in  the  mouth  and  on  the  glans  penis 
had  begun  to  regress.  Further  hospital  course 
was  uneventful.  The  patient  was  again  bron- 
choscoped  on  the  eighteenth  hospital  day,  at 
which  time  the  trachea  and  bronchi  were 
reddened,  but  no  membrane  remained  except 
for  a small  area  about  one  and  one-half  cen- 
timeters below  the  carina  in  the  right  main 
bronchus.  The  patient  was  discharged  on  the 
nineteenth  hospital  day.  On  return  visit  one 
month  after  discharge,  he  showed  no  evidence 
of  disease. 

CASE  III:  A white  female  (BB),  Hospital 
No.  10-949,  was  admitted  to  the  hospital  on 
August  22,  1946  and  discharged  on  September 
13,  1946.  The  patient  was  well  until  August 
18,  1946  when  conjunctivitis,  fever,  and  a fine 
vesicular  rash  occurred  over  the  chest  and 
abdomen.  Similar  small  vesicles  also  occurred 
on  the  mucous  membranes  of  the  mouth.  On 
August  19,  twenty-four  hours  later,  these 
small  vesicles  had  increased  in  size  and  be- 
came coalescent  and  spread  over  the  surface 
of  the  entire  body.  She  was  given  sulfadiazine 
and  penicillin  at  this  time.  The  patient  was 
treated  in  the  home,  becoming  progressively 
worse,  so  that  on  August  22,  the  day  of  ad- 
mission, the  entire  body  was  covered  with 
extensive  bullous  lesions,  some  of  which  con- 
tained as  much  as  50  cubic  centimeters  of  a 
moderately  cloudy,  straw  colored  fluid. 

Physical  examination:  Physical  examina- 
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tion  at  the  time  of  admission  presented  an 
acutely  ill,  toxic  child  with  a rectal  tempera- 
ture 103°,  a pulse  rate  of  130  per  minute,  and 
a respiratory  rate  of  26  per  minute.  The  skin 
of  the  entire  body  presented  extensive  bullous 
lesions,  varying  in  size  from  small  vesicles  to 
enormous  confluent  bullae  containing  as 
much  as  50  cubic  centimeters  of  fluid.  There 
was  extensive  sloughing  of  the  skin  of  the 
mouth,  the  anus,  and  the  umbilicus.  Hemor- 
rhagic bullous  lesions  were  present  in  these 
areas.  The  mucosa  of  the  introitus  of  the 
genitalia  presented  hemorrhagic  sloughing, 
bullous  lesions.  The  buccal,  lingual,  and 
gingival  mucosa  of  the  mouth  showed  num- 
erous vesicular  lesions,  many  of  which  had 
ruptured,  leaving  a dirty  gray  membrane. 
The  pharynx  revealed  greyish  necrotic 
membrane  on  a swollen,  reddened,  inflama- 
tory  base.  The  ocular  conjunctiva  was  mark- 
edly congested,  simulating  an  extensive  con- 
junctival ecchymosis.  The  labial  mucosa  of 
the  eyes  revealed  a sluffing,  greyish  mem- 
brane. Examination  of  the  chest  presented  in- 
spiratory and  expiratory  rales  throughout. 

Laboratory  examination:  The  urine  was 
normal;  the  hemoglobin  on  admission  was  13 
grams;  the  white  blood  count  was  3,000  per 
cubic  millimeter  and  never  exceeded  a value 
of  8,200  during  the  period  of  hospitalization. 
The  erythrocyte  sedimentation  rate  was  25 
millimeters  in  the  first  hour.  The  plasma  pro- 
tein was  5.8  grams.  During  the  course  of 
hospitalization,  the  hemoglobin  fell  to  11.5 
grams  and  following  plasma  therapy,  the 
plasma  protein  increased  to  7.1  grams  percent. 

Course  in  the  hospital:  The  child  was  ex- 
tremely ill  and  in  a toxic  condition,  running  a 
septic,  febrile  course  for  the  first  week.  The 
temperature  then  fell  gradually  by  lysis,  re- 
turning to  normal  on  the  thirteenth  day  of 
hospitalization.  The  fluid  was  aspirated  from 
all  of  the  vesicles  and  vaseline  gauze  and 
pressure  dressings  were  applied.  By  the 
thirteenth  day  of  hospitalization  all  of  the 
superficial  epithelium  had  desquamated,  leav- 
ing a raw,  denuded  base.  This  was  treated 
by  the  application  of  vaseline  gauze  and 
pressure  packs.  Penicillin  was  given  intra- 
muscularly for  the  first  two  weeks  of  hospital- 
ization. Penicillin  ointment  and  atropine  were 
used  in  the  eyes. 


Virus  Studies  of  Material  Obtained  from  Case 
I,  Case  II,  and  Case  III. 

CASE  I:  Material  obtained  from  the 
vesicles  on  the  third  day  of  illness  was  in- 
oculated on  the  scarified  cornea  of  a normal 
rabbit.  This  rabbit  developed  a sever  kerato- 
conjunctivitis within  a period  of  48  hours.  The 
eye  of  this  rabbit  demonstrating  kerato-con- 
junctivitis  was  washed  out  with  0.5  cubic 
centimeters  of  Ringer’s  solution.  These  wash- 
ings were  found  to  be  aerobically  sterile,  and 
were  then  inoculated  onto  the  scarified  eye 
of  another  rabbit.  This  rabbit  likewise  de- 
veloped a kerato-conjunctivitis,  although  of 
a milder  degree  than  that  encountered  with 
the  original  passage  material.  This  rabbit 
was  killed,  the  eye  removed,  and  histological 
study  done  by  the  Department  of  Pathology. 

Goodpasture  stains  of  the  cornea  revealed 
the  presence  of  a severe  mononuclear  infiltra- 
tion at  the  margins  of  the  cornea.  The  epi- 
thelial cells  of  the  cornea,  particularly  in  the 
area  where  the  scarification  was  done,  re- 
vealed the  presence  of  acidophilic  intra- 
nuclear inclusion  bodies. 

Some  of  the  vesicle  fluid  obtained  on  the 
fourth  day  of  illness  was  inoculated  on  the 
scarified  cornea  of  a normal  rabbit.  This 
rabbit  developed  a typical,  severe  kerato- 
conjunctivitis. 

Case  II:  Material  was  obtained  from  the 
vesicles  on  the  penis,  the  mouth,  and  the 
pharynx.  Material  from  the  penis  was  inocu- 
lated on  the  right  eye  of  one  rabbit,  and 
material  obtained  from  the  mouth  was  inocu- 
lated on  the  left  eye  of  the  same  rabbit.  Both 
eyes  at  48  hours  demonstrated  a mild  kerato- 
conjunctivitis which  disappeared  72  hours 
later.  The  material  obtained  from  the  phar- 
ynx was  inoculated  on  the  right  eye  of  a 
second  rabbit.  The  other  eye  was  scarified, 
but  no  material  inoculated,  using  it  as  a 
control.  The  eye  on  which  the  material  from 
the  pharynx  was  inoculated  demonstrated  a 
definite  characteristic  kerato-conjunctivitis  at 
48  hours  which  continued  to  be  present  at  72 
hours;  however,  no  marked  purulent  exudate 
was  demonstrated. 

The  material  obtained  during  bronchoscopic 
examination  was  filtered  through  a Berkfeld 
filter  and  then  inoculated  onto  the  right  eye 
of  a third  rabbit.  The  other  eye  was  scarified 
only  and  used  as  a control.  A mild  kerato- 
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conjunctivitis  developed  on  the  right  eye 
which  considered  negative  at  72  hours.  Saline 
washings  from  this  eye  showing  kerato-con- 
junctivitis  were  inoculated  intracranially  into 
six  young  white  Swiss  mice.  Two  of  these 
animals  died,  one  at  48  and  the  other  at  72 
hours.  Culture  of  the  brains,  however,  re- 
vealed the  presence  of  bacterial  contamina- 
tion. 

CASE  II:  Demonstration  of  Neutralization 
Antibodies  Against  Herpes  Simplex  Virus 
(H-F  strain)  in  the  Serum  of  Case  II. 

Samples  of  serum  were  obtained  on  the 
third  day,  the  nineteenth  day,  and  the  forty- 
third  day  subsequent  to  the  onset  of  the 
disease  in  Case  II.  Various  dilutions  of  virus 
were  mixed  with  sufficient  serum  to  protect 
against  10  to  100  minimal  lethal  doses  of  virus. 
Each  dilution  of  the  serum-virus  mixture, 
after  one  hour  incubation  at  4°  Centigrade, 
was  inoculated  intracranially  into  replicates 
of  three  week  old  Swiss  mice.  A dose  of  0.3 
cubic  centimeters  of  the  mixture  was  inocu- 
lated into  each  mouse.  An  identical  procedure 
was  conducted  using  normal  pooled  serum. 

These  studies  indicate  that  the  serum  ob- 
tained during  the  height  of  the  illness  pro- 
tected only  through  a dilution  of  104  of  the 
H-F  virus  while  serum  collected  on  the  nine- 
teenth day  of  the  illness  protected  through 
a dilution  of  104  and  in  part  through  103,  and 
the  serum  obtained  on  the  forty-third  day  of 
the  illness  now  protected  completely  through 
both  104  and  103  dilutions  of  the  H-F  virus. 
Thus,  a tenfold  to  100  increase  in  antibodies 
appeared  to  develop  between  the  period  of 
the  acute  phase  of  the  disease  and  the  period 
of  convalescence  forty-three  day  later. 

CASE  III:  Demonstration  of  Neutralization 
Antibodies  Against  Herpes  Simplex  Virus 
(H-F  strain)  in  the  Serum  of  Case  III. 

Vesicle  fluid  obtained  on  the  day  of  ad- 
mission from  Case  III  (BB)  was  placed  on  the 
scarified  cornea  of  the  eye  of  four  rabbits. 
Two  of  the  rabbits  were  inoculated  with  the 
lyophilised  vesicular  fluid.  Only  the  rabbits 
receiving  the  fresh  vesicular  fluid  developed 
a positive  opacity  of  the  cornea,  mild  in 
nature  with  little  or  no  exudate.  This  hyper- 
emia and  congestion  persisted  for  about  96 
hours  and  then  slowly  disappeared.  The  reac- 
tions observed  in  the  rabbit  cornea  inoculated 
with  the  fluid  from  Case  III  were  similar  to, 


but  less  severe  than,  that  observed  following 
the  inoculation  with  the  fluid  obtained  from 
Case  I. 

Animal  inoculation  of  fluid  from  the 
vesicles  of  Case  III  produced  paralysis  of  the 
lower  extremities  of  guinea  pigs  on  the 
twenty-third  to  the  twenty-sixth  day  after  in- 
tracerebral inoculation.  The  anterior  horn 
cells  and  the  neurones  of  the  basal  ganglia 
of  the  brain  revealed  evidences  of  neuronal 
degeneration. 

Neutralization  tests  against  a highly  viru- 
lent strain  (H-F)  of  the  herpes  simplex  virus 
was  done  with  the  serum  obtained  on  the 
fourth  day,  twenty-third  day,  and  fifty-first 
day  following  the  onset  of  the  illness.  Normal 
adult  rabbit  serum  and  pooled  adult  human 
serum  were  used  as  the  controls.  One-half 
cubic  centimeter  portions  of  these  sera  were 
incubated  with  102,  103,  104,  and  105  dilu- 
tions of  the  H-F  virus.  Each  serum  virus  mix- 
ture was  cultured  for  bacterial  organisms. 
The  results  obtained  indicated  that  during  the 
acute  phase  of  the  illness,  no  protective  anti- 
bodies against  the  H-F  strain  of  virus  were 
present.  Similar  results  were  obtained  for 
normal  rabbit  serum.  However,  the  sample 
obtained  from  the  patient  on  the  twenty-third 
day  of  illness  contained  greater  than  1,000 
protective  units  per  0.5  cubic  centimeters  of 
serum.  This  antibody  titre  increase  was  not 
sustained,  for  on  the  fifty-third  day,  the  serum 
now  contained  only  a ten-fold  increase  in 
antibody  titre  as  compared  with  the  initial 
sample.  The  controlled,  normal,  adult  human 
serum  contained  at  least  10,000  mouse-pro- 
tective units  per  0.5  cubic  centimeters  against 
the  H-F  virus. 

This  neutralization  test  with  the  patient’s 
serum  and  the  H-F  virus  suggests  that  the 
serum  contained,  for  a short  while,  some  neu- 
tralization antibodies  against  the  H-F  virus; 
however,  it  was  not  persistent,  as  might  be 
expected  if  the  disease  produced  in  this 
patient  were  caused  by  the  H-F  virus.  The 
neutralization  titre  present  must  be  con- 
sidered as  non-specific.  Further  animal  ex- 
periments with  this  agent  are  in  progress. 

Four  individuals  who  were  in  contact  with 
Case  III  developed  a vesicular  stomatitis 
within  72  hours  after  exposure  to  case.  One  of 
the  same  individuals  four  months  later  while 

(Continued  on  Page  107) 
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WORK  NEEDED  TO  MAKE  MEDICAL 
CARE  PLAN  SUCCESSFUL 

The  South  Dakota  Injury-Illness  Expense 
Plan  was  one  of  six  voluntary  prepay  medical 
care  programs  which  was  granted  the  Seal  of 
Acceptance  by  the  Council  on  Medical  Serv- 
ices during  the  Interim  Session  of  the  Ameri- 
can Medical  Association,  held  in  Cleveland  in 
January.  The  approval  of  these  plans  brings 
the  total  number  of  “Accepted  Plans”  to 
sixty. 

But  the  fact  that  our  own  South  Dakota 
plan  has  been  officially  approved  by  the  AMA 
doesn’t  mean  that  we  physicians  in  South 
Dakota  can  sit  back  and  let  nature  take  its 
course.  Every  member  of  the  State  Medical 
Association  must  make  it  his  duty  and  respon- 
sibility to  see  that  the  plan  is  made  to  work. 
Each  and  every  one  of  us  should  inform  him- 
self about  the  details  of  the  South  Dakota 
Plan  and  encourage  his  patients  to  enroll. 
The  success  of  the  Voluntary  Prepayment 
Medical  Care  Plan  depends  upon  the  extent 
of  their  coverage. 

Not  long  ago  a speaker  made  the  statement 
that  the  social  planning  groups  had  set  a time 
limit  of  four  more  years  for  all  Voluntary 
Prepayment  Medical  Plans  to  prove  their  in- 
ability to  provide  medical  care  and  that  they 
then  would  take  over;  and  having  taken  over, 
they  would  establish  compulsory  Health  In- 
surance as  the  only  successful  method  of  dis- 
tribution of  medical  care. 

With  this  threat  in  mind  it  behooves  every 
physician  to  inform  himself  fully  on  the  de- 
tails of  the  South  Dakota  Plan,  to  see  how 
its  medical  service  can  be  improved  and  to 
do  everything  possible  to  extend  the  benefits 
of  our  Plan  to  every  eligible  citizen  of  the 
state. 

We  cannot  become  complacent  and  leave 
it  to  the  insurance  agents  and  the  officers  of 
the  Medical  Association.  It  is  your  job  as 
well  as  theirs!  R.  G.  M. 


WHY  NOT  A FEE  SCHEDULE  FOR 
SOUTH  DAKOTA 

Two  incidents  last  week  were  the  inspira- 
tion for  these  few  paragraphs.  First,  we  re- 
ceived a letter  from  the  Auditor  of  a neigh- 
boring County  asking  us  to  discount  our  bill 
for  services  to  one  of  their  County  patients  to 
the  County  rate.  And  then  we  went  over  to 
the  Courthouse  to  pay  our  taxes  and  found 
that  they  had  been  raised  approximately  35%. 

County  Commissioners,  Social  Security 
Bureaucrats,  and  other  governmental  agen- 
cies, pay  regular  rates  for  coal,  groceries,  rent, 
etc.,  but  when  it  comes  to  medical  services 
they  all  expect  the  physicians  to  discount 
their  bill  by  50%  or  more. 

The  Planning  Committee  of  the  Nebraska 
State  Medical  Association  recently  completed 
a proposed  Fee  Schedule  for  Governmental 
Agencies  and  Michigan  has  been  working 
with  such  a Fee  Schedule  for  a number  of 
years.  We  believe  that  such  a Fee  Schedule 
could  be  worked  out  for  South  Dakota.  Ne- 
braska’s plan  provides  flexibility  by  adopting 
the  unit  system,  so  that  by  simply  changing 
the  unit  value  the  whole  schedule  can  be  ad- 
justed without  altering  its  established  re- 
lationship. 

We  believe  that  some  such  instrument  for 
determining  uniform  and  just  fees,  where 
public  agencies  pay  for  medical  care,  is 
needed  in  South  Dakota.  Adjustments  could 
easily  be  made  for  indigents. 

Comment  and  discussion  by  the  members 
of  the  South  Dakota  State  Medical  Assn, 
would  be  appreciated.  R.  G.  M. 


DOCTOR  — When  requesting  continued 
treatment  for  Veterans  Administration  bene- 
ficiaries, be  sure  your  request  arrives  at  the 
Medical  Association  office  early  enough  to 
make  the  treatment  continuous. 
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Rural  Medical  Care  and  General  Practice 

by 

Donald  Slaughter,  M.D.  Dean 
School  of  Medicine,  University  of  South  Dakota 


Rural  medical  care  has  become  one  of  the 
most  important  problems  in  the  practice  of 
medicine  today.  As  a matter  of  fact,  in  my 
opinion,  unless  something  is  done  about  it 
and  done  rather  quickly,  the  failure  to  correct 
an  unhealthy  situation  may  bring  state  med- 
icine within  the  very  near  future.  As  some- 
one wisely  said,  “Study  without  action  is 
futile  but  action  without  study  is  fatal.”  It 
seems  to  me  that  a good  deal  of  study  has 
been  given  to  the  matter  of  how  we  are  going 
to  improve  medical  care  for  the  farm  people 
but  so  far  very  little  has  been  done  about  it. 

The  American  Medical  Association  is 
deeply  cognizant  of  the  enormous  task  of 
seeing  to  it  that  rural  people  get  better  care. 
A Rural  Health  Committee  has  been  set  up 
by  this  body,  a section  on  general  practice  in 
the  American  Medical  Asociation  has  been 
promulgated  and  at  the  interim  A.  M.  A. 
meetings  in  Cleveland  this  year,  two  days 
were  devoted  to  a medical  program  designed 
especially  for  those  engaged  in  the  general 
practice  of  medicine.  In  addition,  at  the  At- 
lantic City  meetings  of  the  A.  M.  A.  held  in 
June,  an  Academy  of  General  Practice  was 
organized  and  it  now  purports  to  have  more 
than  5,000  members. 

I should  like  to  make  a word  of  comment 
about  the  newly  organized  Academy  of  Gen- 
eral Practice,  and  the  proposed  Board  of  Gen- 
eral Practice.  It  appears  to  me  that  one  of 
the  gravest  problems  which  is  facing  the 
satisfactory  basis  for  candidacy  and  accept- 
ance into  one  of  these  boards  would  be  who 
is  to  give  the  examination  to  judge  whether 
or  not  a man  is  qualified  to  do  general  prac- 
tice. Unless  outstanding  men  in  general 
practice  take  it  upon  themselves  to  give  such 
examinations  and  to  pass  judgment,  I am 
afraid  the  Boards  and  the  Academy  will  fall 
far  short  of  their  goal. 

I have  purposely  started  off  with  a few 
remarks  about  rural  medical  care  because 
general  practice,  or  the  general  practitioner 


about  which  I am  to  speak,  is  so  closely 
allied  with  rural  medical  care  that  the  two 
are  inseparable. 

The  general  practitioner  of  today  finds 
himself  in  a precarious  position.  This  is  true 
because  of  the  great  advance  that  has  been 
made  in  the  last  25  years  in  the  science  and 
practice  of  medicine.  No  one  in  general  prac- 
tice, I am  sure,  will  admit  that  he  is  capable 
of  having  the  time  to  study  and  learn  all  of 
the  recent  changes  in  medical  practice.  By 
the  same  token,  if  he  is  candid  he  will  not 
admit  that  he  is  capable  of  taking  care  of  all 
of  the  ills  that  beset  the  human  race.  On  the 
other  hand,  he  can  do,  and  in  many  instances 
is  doing,  a magnificent  job  in  his  own  special 
realm.  In  my  opinion,  the  general  practice 
of  medicine  should  be  more  or  less  limited  to 
diagnosis  — internal  medicine  with  all  of  its 
ramifications,  obstetrics,  pediatrics  and  minor 
surgery.  If  the  man  in  general  practice  will 
stick  to  these  fundamentals  of  medicine  and 
if  he  has  had  a thorough  training  in  these 
fields  we  will  always  want  him  as  a prac- 
titioner of  our  noblest  profession.  On  the 
other  hand,  if  a man  in  general  practice  has 
only  had  one  year  of  internhip  and  has  not 
taken  the  time  and  effort  to  educate  himself 
further  by  taking  post-graduate  and  refresher 
courses  then  he  is  not  a boon  to  the  practice 
of  medicine. 

In  the  state  of  South  Dakota  most  of  our 
men  practice  general  medicine.  The  latest 
directory  of  medical  specialists  indicates  that 
there  are  28  board  members  in  our  state. 
There  probably  are  about  3 more  at  the  pre- 
sent time  that  have  successfully  passed  their 
boards  since  the  present  directory  was  pub- 
lished. However,  there  are  only  420  doctors 
in  the  State  of  South  Dakota  including  the 
Veterans  Administration  Hospital,  the  mental 
State  Hospital,  those  on  the  State  Board  of 
Health,  etc.  In  other  words,  only  a very  slight 
percentage  (7.5)  of  the  physicians  in  our  state 
are  certified  as  specialists.  It  is  not  possible 
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to  estimate  how  many  more  physicians  in  the 
State  of  South  Dakota  are  practicing  a special- 
ity even  though  they  do  not  possess  a diploma 
for  that  particular  specialty.  The  best  esti- 
mates which  I have  been  able  to  arrive  at 
would  suggest  that  another  100  physicians  are 
limiting  their  practice  so  that  to  all  intents 
and  purposes  they  are  specialists.  However, 
many  of  these  other  100  physicians  have 
grouped  themselves  into  clinics  or  group 
practice. 

Unfortunately,  this  state  of  affairs  is  much 
different  in  the  more  thickly  populated  areas. 
In  other  words,  today  more  and  more  phys- 
icians are  preparing  themselves  to  be  eligible 
to  take  the  examinations  in  a specialty  board. 

Entirely  too  few  doctors  are  preparing 
themselves  to  do  a top  notch  job  of  general 
practice.  The  question  which  immediately 
comes  to  mind  is  why  is  the  foregoing  state- 
ment true?  It  is  true  for  many  reasons.  In 
the  first  place,  one  sixth  of  all  the  internships 
available  in  the  United  States  are  to  be  found 
in  metropolitan  New  York.  It  is  obvious  that 
the  philosophy  of  teaching  interns  and  resi- 
dents in  the  city  of  New  York  would  be  along 
the  lines  of  specializing  because  in  such  a 
large  metropolitan  area  most  physicians  feel 
that  they  have  to  specialize  in  order  to  make 
a living.  Consequently,  the  teaching  trends  in 
one  sixth  of  all  of  our  internships  is  bad  from 
the  standpoint  of  encouraging  anyone  to  do 
general  practice.  Secondly,  the  majority  of 
our  medical  schools  are  located  in  compara- 
tively large  cities  — that  is,  100,000  people  or 
more.  Because  of  this,  medical  school  teach- 
ing is  wrong.  Instead  of  steering  the  medical 
student  into  thinking  in  terms  of  general 
practice  the  average  medical  school  is  teach- 
ing their  students  to  specialize.  This,  I admit, 
in  many  instances  is  unwittingly  done,  but 
nevertheless  the  end  result  is  the  same.  It 
is  very  true  that  a specialist  in  radiology 
should  teach  the  course  in  radiology  and  a 
specialist  in  otolaryngology  should  teach  the 
course  in  otolaryngology  but,  these  specialists 
should  imbue  their  students  with  the  idea  of 
general  practice  rather  than  unconsciously 
suggesting  to  them  that  they  should  become 
specialists.  Thirdly,  since  medical  schools  are 
located  in  large  cities  for  the  most  part,  the 
medical  student  rub  shoulders  with  the 
specialist  who  is  purported  to  be  making 


$75,000  to  $100,000  per  year.  This  also  im- 
bues him  with  a false  (in  many  instances) 
hope  that  he  can  do  likewise  only  if  he  be- 
comes a specialist. 

It  is  true  that  some  medical  schools  state 
very  frankly  that  they  feel  that  it  is  their  job 
to  turn  out  men  who  will  be  investigators  and 
specialists  in  a limited  field.  When  such  a 
statement  is  made  in  a medical  school 
catalogue  I can  find  nothing  wrong  with  it 
but  unfortunately,  too  many  catalogues  give 
one  the  impression  that  their  aim  is  to  turn 
out  general  practitioners  when  in  effect  they 
mean  entirely  something  else. 

What  are  some  of  the  things  that  can  be 
done  to  correct  the  situation  which  exists  and 
which  is  responsible  for  the  increasing  num- 
ber of  specialists  and  the  decreasing  number 
of  men  in  general  practice.  In  Minnesota  the 
University  Medical  School  is  leading  the  way 
in  providing  a two  year  internship  designated 
to  fit  a man  for  the  practice  of  general  medi- 
cine. As  I understand  it,  this  training  con- 
sists chiefly  of  diagnosis  in  internal  medicine, 
obstetrics,  pediatrics  and  minor  surgery.  This 
is  an  excellent  start  and  other  hospitals 
should  follow  the  lead  that  Minnesota  has 
taken.  In  addition,  I believe  that  the  phil- 
osophy of  our  teaching  in  medical  schools 
must  be  reinvestigated  and  reincarnated  to 
the  point  that  students  are  taught  to  think 
along  the  lines  of  general  medicine.  This  is 
not  an  easy  task  and  will  require  a great  deal 
of  skillful  and  astute  manuevering  on  the 
part  of  those  who  are  responsible  for  the 
curricula  in  the  various  medical  schools.  The 
hospitals  should  also  examine  the  training 
that  they  give  and  if  it  is  not  possible  for 
them  to  do  as  is  being  done  in  Minneapolis 
they  can  change  their  approach  to  interne 
and  residency  training  to  fit  the  needs  of  the 
times. 

Even  though  the  medical  school  and  the 
hospitals  change  their  philosophy  there  is 
still  the  problem  of  attracting  men  to  go  into 
general  practice  in  sparsely  settled  states, 
such  as  South  Dakota.  In  my  opinion,  there 
are  several  points  to  be  considered.  First  of 
all,  better  secondary  roads  are  needed  in  our 
state  and  in  other  states  which  are  not  thickly 
populated.  This  will  enable  the  patient  to 
get  to  the  doctor  in  the  shortest  period  of 
time.  It  would  be  the  unusual  thing  for  a 
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patient  to  require  the  services  of  a physician 
in  less  time  than  60  minutes.  As  a matter  of 
fact,  he  may  not  require  the  services  of  a 
physician  in  less  time  than  30  minutes  and  if 
he  needs  attention  in  less  time  than  this, 
medical  attention  would  probably  not  save  a 
life.  For  this  reason,  the  second  point  I 
wish  to  make  is  the  location  of  hospitals  in 
strategic  areas  throughout  the  state.  All 
states  but  a few  have  completed  their  hospital 
survey  and  our  own  state  has  proposed  a co- 
ordinated system  for  the  location  of  hospitals 
in  areas  in  which  they  would  do  the  most 
good.  With  good  roads  available  and  with 
properly  located  hospitals,  patients  may 
secure  the  services  of  a physician  when  they 
need  attention.  The  third  factor,  as  I see  it, 
is  the  setting  up  of  more  group  practice 
clinics.  With  properly  located  hospitals  and 
with  good  roads,  group  practice  closes  the 
link  in  this  triumvrate  of  necessary  improve- 
ments to  give  better  rural  care  and  to  pro- 
vide a place  for  the  man  in  the  general  prac- 
tice of  medicine.  How  is  the  latter  accomp- 
lished by  setting  up  group  practice?  It  is 
accomplished  because  the  group  practice 
clinics  should  have  at  least  two  men  who  are 
well  qualified  in  the  general  practice  of 
medicine.  If  possible,  they  should  have  the 
other  personnel  as  listed  herewith  — an  in- 
ternist, a surgeon,  an  obstetrician  and  gyne- 
cologist, a pediatrician  and  a radiologist.  With 
this  team  such  a group  can  practice  as  good 
medicine  as  can  be  expected  of  any  group  of 
physicians  singly  or  collectively  in  any  part 
of  the  country.  They  can  practice  medicine 
and  can  expect  a satisfactory  pecuniary  re- 
turn and  at  the  same  time  not  gouge  the 
patients  pocketbook.  They  can  give  service 
at  any  time  and  give  good  service  since  it 
will  be  linked  with  a strategically  located 
hospital  and  will  be  easily  accessible. 

In  speaking  of  group  practice,  it  appears  to 
me  that  perhaps  it  is  time  to  educate  the 
general  public  as  to  what  is  best  for  them  so 
far  as  medical  care  is  concerned,  rather  than 
to  have  the  public  decide  what  in  their  opin- 
ion should  be  the  utopia  of  medical  care.  I 
am  not  in  any  way  suggesting  that  a regimen- 
tation program  be  instituted  in  order  that  the 
public  should  be  told  what  is  best  for  them, 
but  rather  I am  suggesting  that  a proper 
formation  of  group  practice  would  in  itself 


solve  the  problem,  and  tend  to  very  quickly 
show  patients  that  this  was  an  ideal  setup  as 
far  as  the  practice  of  medicine  and  the  care  of 
patients  is  concerned. 

There  is  a fourth  suggestion  which  I should 
like  to  make  and  this  has  specifically  to  do 
with  making  available  more  men  who  could 
do  a good  job  of  the  general  practice  of  medi- 
cine. I believe  that  all  specialty  boards 
should  require  that  a man  who  expects  to 
qualify  and  take  examinations  in  his  sepcialty 
should  serve  a period  of  at  least  three  years 
in  general  practice  for  which  he  would  re- 
ceive two  years  credit  towards  his  specialty 
board.  This  would  mean  that  the  problem  of 
distribution  would  soon  be  licked.  We  all 
agree  that  at  the  moment  that  the  main  dif- 
ficulty in  rural  medical  care  and  general  prac- 
tice is  the  problem  of  proper  distribution  be- 
cause most  doctors  gravitate  towards  the 
larger  cities  where  hospital  facilities  are 
available.  However,  if  the  plan  suggested 
above  was  followed  it  would  soon  be  im- 
possible for  physicians  to  make  the  necessary 
livelihood  in  the  larger  centers  and  they 
would  be  compelled  by  matter  of  circum- 
stances, to  locate  in  the  smaller  areas,  which, 
as  pointed  out  above,  hould  have  a hospital 
strategically  and  adjacently  located.  Over  and 
above  the  benefit  that  would  accrue  from  the 
standpoint  of  distribution  it  is  my  opinion 
that  the  specialist  would  be  a much  better 
physician  if  he  practiced  three  years  of  gen- 
eral medicince. 

Speaking  of  distribution,  it  is  interesting  to 
note  that  in  1940  there  were  491  less  phys- 
icians graduated  than  in  1905;  5,097  as  com- 
pared with  5,606.  When  one  considers  that 
the  population  of  the  United  States  has  in- 
creased more  than  40  million  during  this  per- 
iod the  question  as  to  whether  or  not  there 
are  enough  physicians  to  satisfactorily  take 
care  of  our  needs  at  the  present  time  at  once 
becomes  a very  moot  question. 

As  a further  remedy  for  the  provision  of 
qualified  physicians  in  general  practice  we 
are  trying  a plan  which  has  the  favor  of  all 
those  I have  contacted.  At  the  end  of  the 
regular  didactic  course  we  are  sending  each 
sophomore  out  with  a general  practitioner  in 
the  state  for  a period  of  four  weeks.  He  will 
accompany  the  doctor  on  all  of  his  calls,  he 
will  be  in  the  office  when  the  doctor  ex- 
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amines  the  patients  who  come  to  see  him,  will 
help  take  histories  and  do  physicals,  and  will 
do  some  of  the  simple  laboratory  work.  In 
addition,  he  will  make  ward  rounds  with  the 
physician,  and  be  his  assistant  in  so  far  as  he 
is  capable.  We  firmly  believe  that  this  plan 
will  not  only  give  the  sophomore  medical 
student  a better  clinical  background  with 
which  to  pursue  his  clerkship  duties  as  a 
junior,  but  that  it  will  inculcate  in  him  the 
desire  to  return  to  our  state,  or  at  least  to 
some  other  sparsely  settled  state,  to  do  gen- 
eral practice. 

There  has  been  a good  deal  of  talk  in  the 
last  year  or  two  about  scholarships  — scholar- 
ships which  would  encourage  a man  to  do 
general  practice  in  his  own  state.  I am  op- 
posed, in  general,  to  scholarships  because  I 
do  not  believe  first,  that  they  are  the  answer 
to  the  situation  and  secondly,  I am  not  in 
favor  of  even  implied  coercion.  It  is  all  very 
well  for  the  freshman  medical  student  who 
is  starting  out  his  study  of  medicine  to  will- 
ingly sign  a contract  to  the  effect  that  after 
he  has  finished  his  medical  school  work  and 
has  taken  two  years  of  further  study  that  he 
will  return  to  a specified  town  and  a specified 
state  and  practice  for  a specified  length  of 
time.  Many  things  happen  during  the  6 years 
that  intervene  and  by  and  large  this  plan  has 
not  worked  satisfactorily  at  least  in  one  in- 
stance with  which  I am  familiar  where  it  was 
tried  on  a rather  large  scale.  I feel,  therefore, 
that  the  scholarship  method  is  not  the  answer. 

This  matter  of  general  practice  and  of  rural 
medical  care  is  not  one,  as  I pointed  out  earl- 
ier, which  can  be  solved  quickly.  However, 
a good  deal  of  study  has  been  made  and  I am 
convinced  that  some  action  should  now  be 
taken.  To  delay  longer  may  bring  about  a 
disaster  with  which  we  will  be  unable  to  cope. 


President  of  the  State  Medical  As- 
sociation Auxiliary,  Mrs.  H.  Russell 
Brown  states  that  all  secretaries  have 
forwarded  names  of  local  officers  to 
her.  All  district  presidents  are  urged 
to  attend  the  mid-year  auxiliary  meet- 
ing in  Huron.  Date  to  be  announced 
later. 


HERPETIC  INFECTIONS  IN  INFANTS 
AND  CHILDREN 

(Continued  from  Page  102) 
working  with  the  fluid  in  the  research  labora- 
tory again  developed  a vesicular  stomatitis 
on  the  palate  60  hours  later.  This  laboratory 
worker  (VB)  engaged  in  conversations  with 
nurse  (CO)  who  developed  a vesicular  stom- 
atitis 48  to  60  hours  later. 

CONCLUSIONS 

Infections  in  man  of  a herpetic  or  vesicular 
nature  may  manifest  themselves  in  a variety 
of  ways.  The  clinical  entities  of  herpes 
labialis,  herpetic  gingivo-stomatitis,  and  vari- 
celliform  eruption  have  been  shown  to  be  due 
to  the  herpes  simplex  virus. 

A diarrhea  of  infants  associated  with  gin- 
givo-stomatitis is  a clinical  entity  known  to 
be  due  to  a virus  which,  however,  is  appar- 
ently not  related  to  the  herpes  simplex  virus, 
yet  the  mouth  lesions  are  similar  clinically. 

The  examples  of  the  bullous  form  of  ery- 
thema-multiformi  presented  in  this  paper 
suggest  strongly  the  possibility  of  a virus  as 
the  etiological  agent.  This  agent  does  not 
appear  to  be  the  herpes  simplex  virus  and  has 
many  qualities  which  are  distinctly  different. 


JOSIAH  KIRBY  LILLY  DIES 

Josiah  Kirby  Lilly,  chairman  of  the  board 
of  directors  of  Eli  Lilly  and  Company,  died 
on  February  8,  1948.  He  was  86  years  old. 

Mr.  Lilly  was  born  in  Greencastle,  Indiana. 
His  father,  Colonel  Eli  Lilly,  founded  the 
company  on  May  10,  1876.  Josiah  Kirby,  as 
“a  boy  with  a wicker  basket,”  delivered  the 
first  pound  of  a Lilly  product  to  a near-by 
wholesale  druggist.  He  was  then  14  years 
old. 

' In  1880,  he  entered  the  Philadelphia  College 
of  Pharmacy  and  Science,  from  which  he 
graduated  in  1882.  Upon  returning  to  Indian- 
apolis he  became  superintendent  of  the  plant, 
in  which  capacity  he  continued  for  about  six- 
teen years.  When  Colonel  Lilly  died  in  June, 
1898,  his  son  was  elected  president  of  the 
company.  After  thirty-four  years  as  presi- 
dent, Mr.  Lilly  became  chairman  of  the  board 
of  directors  in  1932.  He  retired  from  active 
service  with  the  company  on  January  1,  1945. 

Under  his  management  Eli  Lilly  and  Com- 
pany became  one  of  the  outstanding  organiza- 
tions in  the  pharmaceutical  field,  with  inter- 
national distribution. 
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NEW  CONTRACT  PRO- 
POSED BY  VETERAN'S 
ADMINISTRATION  FOR 
HOME  TOWN  CARE 

Following  is  a copy  of  the 
Y.A.’s  new  .contract  proposal 
for  the  Home  Town  Care 
plan.  Doctors  are  urged  to 
read  it  carefully  before  the 
State  Association  changes  its 
present  agreement. 

The  S.  D.  State  Medical  Ass’n 
(hereinafter  called  the  “Con- 
tractor”) agrees  to  furnish  in 
accordance  with  the  terms 
and  conditions  hereinafter 
stated  during  the  fiscal  year 

, the  services  hereinafter 

described  which  shall  be  re- 
quired by  the  Veterans  Ad- 
ministration, and  shall  be  in 
excess  of  those  available  to 
the  Veterans  Administration 
through  its  facilities  and  in- 
stallations. 

1.  The  contractor  will  ar- 
range, through  its  pro- 
fessional members  (citi- 
zens of  the  United  States 
who  are  duly  licensed 
physicians)  for  the  fol- 
lowing medical  services 
to  beneficiaries  of  the 
Veterans  Administration: 
examinations,  treatments 
and  counsel  in  such  cases 
as  may  be  authorized  by 
the  Veterans  Administra- 
tion; the  contractor  re- 
serving the  right,  how- 
ever, to  decline  any  par- 
ticular case. 


2.  The  Veterans  Adminis- 
tration shall  issue  author- 
ization to  the  contractor 
for  examination,  treat- 
ment or  counsel  of  any 
veteran.  For  treatment 
or  counsel,  veterans  may 
choose  any  physician  who 
is  on  the  list  mentioned 
in  paragraph  3 hereof  and 
who  is  practicing  in  the 
community  wherein  the 
veteran  resides.  The 
choice  of  physician  by 
the  Veteran,  as  provided 
for  in  this  paragraph 
shall  not  apply  to  ex- 
aminations for  pension 
or  compensation  rating 
purposes.  Such  examina- 
tions shall  be  performed 
only  by  a physician  de- 
signated by  the  Veterans 
Administration.  The  con- 
tractor will  advise  the 
veteran  of  his  privileges 
hereunder. 

3.  The  contractor  will  sub- 
mit to  the  Veterans  Ad- 
ministration a list  of 
members  who  desire  to 
provide  services  for  eligi- 
ble veterans  in  home 
communities  of  such  vet- 
erans. This  list  may  be 
augmented  from  time  to 
time  as  additional  phy- 
sicians indicate  a desire 
to  participate  in  the  pro- 
gram. The  physicians  so 
listed  will  be  fee  basis 
physicians  of  the  Vet- 


erans Administration.  The 
contractor  will  also  assist 
the  Veterans  Administra- 
tion in  establishing  for 
examinations  and  treat- 
ments a list  of  competent 
specialists  who  meet  the 
qualifications  for  special- 
ist of  the  Veterans  Ad- 
ministration. 

4.  The  contractor  will  be  re- 
sponsible to  see  that  diag- 
nosis, treatment  and  cost 
reports  required  by  the 
Veterans  Administration 
are  in  proper  form,  and 
that  proper  records  are 
maintained,  which  will  be 
available  for  review  by 
the  Veterans  Administra- 
tion at  any  time.  The 
Veterans  Administration 
will  review  reports  of 
services  and  will  return 
to  the  contractor  for  fur- 
ther action,  without  ad- 
ditional cost  to  the  Vet- 
erans Administration, 
those  which  do  not  meet 
the  requirements  of  the 
Veterans  Administration. 

5.  The  contractor  will  es- 
tablish one  or  more 
broads  of  review  com- 
posed of  physicians.  It 
shall  be  the  duty  of  such 
board  to  review  reports, 
which  are  deemed  by  the 
Veterans  Administration 
to  be  inadequate,  or 
which  do  not  meet  the  re- 
quirements of  the  Vet- 
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erans  Administration;  to 
recommend,  at  its  discre- 
tion, the  disqualification 
of  any  physician  from 
further  work  with  the 
Veterans  Administration 
whose  work  is  found  by 
the  board  to  be  incom- 
plete or  unsatisfactory; 
to  advise  and  assist  the 
Veterans  Administration 
on  other  matters  within 
the  scope  of  this  program. 

6.  Fees  for  medical  services 
will  be  paid  to  the  con- 
tractor by  the  Veterans 
Administration  in  accord- 
ance with  the  Fee  Sched- 
ule, which  is  attached 
hereto  and  made  a part 
of  this  agreement,  plus  an 
additional  10%  percent 
of  the  total  of  the  fees 
being  billed,  which  per- 
centage represents  the 
administrative  cost  to  the 
contractor  as  reimburse- 
ment for  its  special  serv- 
ices. It  is  mutually  un- 
derstood that  the  fees 
stated  in  the  Fee  Sched- 
ule represent  the  max- 
imum amount  that  may 
be  charged,  and  do  not 
represent  the  amount  to 
be  paid  in  every  case.  The 
contractor  will  advise 
each  physician  of  this 
provision  and  will  require 
each  physician  to  certify 
in  submitting  his  state- 
ment of  account,  that  the 
fees  charged  are  not  in 
excess  of  the  fees  charged 
by  him  for  comparable 
services  rendered  non- 
veterans. The  contractor 
warrants  that  the  rates 
(fees  for  specified  serv- 
ices as  set  forth  in  the  at- 
tached Schedule)  charged 
hereunder  are  not  in  ex- 
cess of  the  rates  charged 
to  other  persons,  who  are 


not  Veterans  Administra- 
tion beneficiaries,  for  the 
same  services.  It  is  under- 
stood that  unusually  in- 
volved cases  and  services 
not  scheduled  will  be  sub- 
ject to  review  and  recom- 
mendation by  the  con- 
tractor to  the  Veterans 
Administration  for  deter- 
mination of  appropriate 
fee.  The  Veterans  Ad- 
ministration will  pay  the 
contractor  in  accordance 
with  the  bill  submitted 
within  a reasonable  time 
after  receipt  thereof. 

7.  The  contractor  will  make 
payment  to  individual 
physicians  for  services 
rendered  on  all  cases  in 
which  authorizations  for 
examinations  or  treat- 
ments have  been  issued 
and  will,  in  turn,  bill  the 
Veterans  Administration. 
It  is  understood  that  serv- 
ices of  physicians  here- 
under will  be  so  utilized 
that  fees  therefor  to  any 
individual  physician  will 
not  exceed  $6,000.00  per 
annum  without  the  prior 
approval  of  the  Chief 
Medical  Director,  Vet- 
erans Administration, 
Washington,  D.  C.,  and 
that  each  participating 
physician  will  be  so  ad- 
vised. 

3.  The  contractor  agrees  to 
furnish  the  Veterans  Ad- 
ministration with  a 
monthly  list  of  the  names 
and  the  amounts  paid  to 
those  members  of  the 
S.  D.  State  Medical  As- 
sociation whose  fees  ex- 
ceed $500.00  for  services 
rendered  during  the  pre- 
ceding month. 

9.  The  contractor  contem- 
plates that  the  perfor- 
mance of  this  agreement 


will  be  without  profit  or 
loss  to  it,  and  if  operating 
results  are  at  variance 
with  this  intention,  re- 
visions will  be  proposed 
to  produce  neither  a 
profit  or  loss  to  the  con- 
tractor. 

a.  The  administrative 
cost  reports  required 
by  this  agreement  shall 
be  furnished  the  Vet- 
erans Administration 
at  quarterly  intervals. 
The  Veterans  Admin- 
istration or  the  con- 
tractor on  the  basis 
of  the  reports  of  the 
Veterans  Administra- 
tion supervisors,  who 
shall  be  permitted  to 
examine  the  records 
of  the  contractor  for 
the  purpose  of  analysis 
of  the  statements  of 
cost,  including  rent 
paid,  number  of  per- 
sons employed,  pay- 
ment of  salaries,  travel 
expenses,  etc.,  may 
negotiate  such  changes 
as  will  produce  the  re- 
sult contemplated  by 
this  paragraph. 

b.  The  service  reports 
mentioned  in  para- 
graph 4 hereof  shall  be 
rendered  to  the  Vet- 
erans Administration 
monthly  and  shall  set 
forth  payments  of  fees 
to  physicians  by  the 
contractor  in  the  form 
requested  by  the  Vet- 
erans Administration. 

10.  It  is  agreed  that  phy- 
sicians rendering  services 
hereunder  will  be  citizens 
of  the  United  States,  who 
are  doctors  of  medicine 
duly  licensed  to  practice 
medicine  or  surgery  in 
the  State  of  South 
Dakota. 
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11.  It  is  impossible  to  deter- 
mine the  exact  or  esti- 
mated amount  which  will 
be  expended  under  this 
agreement.  However,  it 
is  understood  that  upon 
the  accaptance  of  this 
proposal  the  Veterans 
Administration  will  issue 
authorizations  for  such 
services  as  are  necessary, 
and  the  contractor  will 
carry  out  its  undertaking 
hereunder. 

12.  This  agreement  shall  be 

effective  from , 

to  June  30,  19  and 
may  be  terminated  by 
either  party  by  giving 
thirty  days  written  notice 
to  that  effect. 

13.  This  agreement,  if  mut- 
ually satisfactory,  may  be 
renewed  indefinitely  for 
periods  of  one  (1)  year 
each,  upon  notice  in  writ- 
ing to  the  contractor  at 
least  sixty  (60)  days  prior 
to  the  expiration  of  each 
period  of  one  (1)  year, 
and  written  statement 
from  the  contractor  with- 
in thirty  (30)  days  after 
such  notification  agree- 
ing to  the  renewal. 

14.  NOTICE  TO  BIDDERS: 
Prices  bid  should  include 
any  applicable  Federal 
Excise  Taxes,  as  the 
United  States  is  not 
exempt  from  payment  of 
such  taxes. 

15.  No  Member  of  or  Dele- 
gate to  Congress,  or  Resi- 
dent Commissioner, 
should  be  admitted  to  any 
share  or  part  of  this 
agreement  or  to  any 
benefit  that  may  arise 
therefrom,  unless  it  be 
made  with  a corporation 
for  its  general  benefit. 


16.  The  contractor  agrees 
that  in  performing  this 
agreement,  it  will  not  dis- 
criminate against  any  em- 
ployee or  applicant  for 
employment  because  of 
race,  creed,  color,  or  na- 
tional origin,  and  that  it 
will  include  a similar  pro- 
vision in  all  agreements 
entered  into  by  it  to 
effectuate  this  agree- 
ment. 


WATERTOWN  AUXIL- 
IARY HOLDS  THREE 
MEETINGS 

The  Watertown  Auxiliary 
to  the  District  Medical  So- 
ciety met  in  December  for  a 
1:30  luncheon  at  the  home  of 
Mrs.  H.  Russell  Brown.  The 
business  session  featured  the 
election  of  officers  for  1948. 
Officers  named  are,  Presi- 
dent, Mrs.  O.  S.  Randall, 
President-elect,  Mrs.  A.  P. 
Scheib,  Sec’y-Treasurer,  Mrs. 
M.  C.  Rosseau. 

Mrs.  Brown  gave  a report 
of  the  State  meeting  held  at 
Rapid  City  last  June  and  also 
spoke  on  the  National  Con- 
vention held  at  Atlantic  City, 
New  Jersey,  June  6 to  13th. 

Mrs.  M.  C.  Rosseau  enter- 
tained the  Auxiliary  at  her 
home  for  a Christmas  party 
in  December.  The  afternoon 
was  purely  social,  no  bus- 
iness meeting  being  held. 

Mrs.  M.  C.  Rosseau  enter- 
tained the  Auxiliary  at  the 
John  Ward  Restaurant  in 
Watertown  on  January  27th 
for  a 2:30  dessert  luncheon. 
Places  were  laid  for  fourteen, 
including  Mrs.  J.  B.  Vaughn 
of  Castlewood,  who  is  an  out- 
of-town  member. 

Mrs.  O.  S.  Randall,  presi- 
dent, had  charge  of  the  bus- 
iness meeting. 


THIRD  DISTRICT 

HEARS  P.  F.  H.  PUGH 

The  speaker  of  the  evening 
at  the  February  12  meeting 
of  the  Third  District  (Mad- 
ison - Brookings)  at  Brook- 
ings was  Dr.  P.  F.  H.  Pugh 
of  Sioux  City,  Iowa  who 
spoke  on  “Psycho-somatic 
Medicine  in  General  Prac- 
tice.” In  addition,  a motion 
picture  of  a patient  taken  in 
the  Brookings  Hospital  was 
shown. 

A resolution  was  passed 
during  the  business  session 
expressing  a willingness  to 
participate  in  the  Second 
Annual  Essay  Contest  of  the 
American  Association  of 
Physicians  and  Surgeons. 


McLaughlin,  S.  D. 

Needs  Physician 

McLaughlin,  South  Dakota, 
with  a twenty  bed  hospital, 
is  anxious  to  procure  the 
services  of  a general  practi- 
tioner. Any  interested  phys- 
ician should  contact  Mr.  E.  Y. 
Berry  of  that  city.  Mr.  Berry 
reports  that  they  can  furnish 
living  quarters  for  the  phys- 
ician. 


Rehabilitation  Film 
Available  to  Districts 

The  National  Association 
of  Mutual  Casualty  Com- 
panies announces  that  the  re- 
habilitation film,  “No  Help 
Wanted”  is  now  available  to 
doctors  in  South  Dakota.  Any 
District  or  other  medical 
group  desiring  the  film  can 
obtain  it  free  of  charge  by 
writing  to  Mr.  K.  L.  Parks, 
National  Association  of  Mut- 
ual Casualty  Companies,  919 
North  Michigan  Avenue, 
Chicago,  Illinois. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


DIVISION  OF  PHARMACY 

During  the  War  years  enrollment  in  the 
Division  of  Pharmacy  dropped  to  an  all  time 
low  as  it  did  in  many  other  colleges.  Follow- 
ing the  War  returning  veterans  began  to 
show  a decided  interest  in  the  profession  of 
pharmacy  and  Colleges  of  Pharmacy  were 
flooded  with  applications  for  admission. 

Our  enrollment  for  the  Fall  quarter  of 
1947  reached  an  all  time  high  of  one  hundred 
and  sixty  four  students.  The  enrollment  for 
our  Winter  term  dropped  to  one  hundred  and 
fifty  four. 

The  Division  at  the  present  time  is  operat- 
ing at  more  than  full  capacity.  More  labora- 
tory space  and  equipment  is  needed.  For  the 
past  two  years  it  has  been  necessary  for  us  to 
limit  our  enrollment  in  Pharmacy  because 
of  the  large  number  of  applications  for  ad- 
mission. We  already  have  applications  for 
admission  for  work  in  Pharmacy  for  our  Fall 
term  which  begins  in  September  1948  from 
several  foreign  countries,  and  from  many 
States  in  our  own  country.  Because  we  can 
only  accommodate  a limited  number  of  stu- 
dents, these  applicants  have  to  be  turned 
away.  Preference  is  given  to  residents  of 
South  Dakota,  and  it  appears  at  this  time, 
from  the  number  of  applications  on  hand, 
that  we  cannot  accept  even  all  the  residents 
of  our  own  State  who  desire  to  secure  a 
Pharmaceutical  Education. 

We  are  especially  proud  of  the  fact  that  a 
very  high  percentage  of  our  graduates  re- 
main in  South  Dakota  to  practice  their  pro- 
fession. We  are  also  very  proud  of  the  fact 
that  many  of  the  fine  drug  stores  in  South 
Dakota  are  owned  and  operated  by  our  grad- 
uates. All  South  Dakota  pharmacists  are 
rendering  excellent  pharmaceutical  services 
to  the  people  of  their  respective  communities. 
They  are  also  civic  minded  and  you  will  find 
them  promoting  many  worth  while  com- 
munity projects. 

Floyd  J.  LeBlanc 


SUPREME  COURT  DECISION 
FAVORS  FEDERAL  AGENCY 

The  Supreme  Court  of  the  United  States 
recently  decided  a case  which  should  be  of 
interest  to  both  pharmacists  and  physicians. 
Attorney,  Karl  Goldsmith,  sums  up  the  case 
briefly  as  follows: 

“A  laboratory  in  Chicago  shipped  to  a 
wholesaler  at  Atlanta,  Georgia,  a number  of 
bottles  each  containing  1,000  sulfathiazole 
tablets.  Each  of  these  bottles  had  labels  af- 
fixed which  complied  with  the  Federal,  Food, 
Drug  and  Cosmetic  Act.  A druggist  bought 
one  of  these  properly  labeled  bottles  from 
the  Atlanta  wholesaler,  transferred  it  to  his 
drug  store  at  Columbus,  Georgia,  and  there 
held  the  tablets  for  resale.  On  two  separate 
occasions,  about  nine  months  after  this  sul- 
fathiazole had  been  shipped  from  Chicago  to 
Atlanta,  the  druggist  remove  twelve  tablets 
from  the  properly  labeled  and  branded  bottle, 
placed  them  in  pill  boxes,  sold  them  to  cus- 
tomers and  the  boxes  being  labeled  “sul- 
fathiazole.” These  pill  boxes  did  not  contain 
the  required  and  adequate  directions  for  use 
or  warnings  of  danger  required  by  the  above 
mentioned  Act. 

The  United  States  brought  a criminal  pro- 
ceeding against  the  druggist,  charging  him 
with  a violation  of  the  above  Act  because  of 
the  two  sales  in  the  pill  boxes,  claiming  that 
they  did  not  comply  with  the  Act  as  to  label- 
ling. 

The  Supreme  Court,  in  the  case  of  U.  S.  A. 
v.  Sullivan,  decided  January  19,  1948,  upheld 
the  druggist’s  conviction  holding  that  the  pur- 
pose of  the  Act  was  to  safeguard  the  con- 
sumer by  applying  the  Act  to  articles  from 
the  moment  of  their  introduction  into  inter- 
state commerce  all  the  way  to  the  moment  of 
their  delivery  to  the  ultimate  consumer.” 

The  druggist  was  charged  with  violation  of 
that  part  of  the  Federal  Statute  which  reads 
as  follows:  “ S 331  Prohibited  acts  — The 
following  acts  and  the  causing  thereof  are 
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hereby  prohibited:  (k)  The  alteration,  mutila- 
tion, destruction,  obliteration,  or  removal  of 
the  whole  or  any  part  of  the  labeling  of,  OR 
THE  DOING  OF  ANY  OTHER  ACT  WITH 
RESPECT  TO,  a food,  drug,  device,  or  cos- 
metic, if  such  act  is  done  while  such  article  is 
held  for  sale  after  shipment  in  interstate  com- 
merce and  results  in  such  article  being  mis- 
branded.” 

It  would  appear  that  any  food,  device,  or 
cosmetic  which  has  been  shipped  in  interstate 
commerce,  and  which  is  dispensed  from  the 
original  container  in  which  it  is  received 
should  be  labeled  in  accordance  with  the 
label  of  the  original  container  before  it  is 
offered  for  sale  at  retail. 

Regulations  under  the  Federal  Food,  Drug 
and  Cosmetic  Act  permit  the  manufacturer  to 
use  the  “prescription  only”  legend  in  lieu  of 
adequate  directions  for  use.  The  Food  and 
Drug  Administration  regard  sulfathiazole  as 
safe  for  human  use  only  under  the  direction 
of  a physician.  If  the  druggist  had  dispensed 
the  tablets  of  sulfathiazole  on  the  prescription 
of  a physician  and  labeled  the  container  in 
accordance  with  the  physician’s  directions, 
then  it  would  not  have  resulted  in  the  article 
being  misbranded  for  lack  of  adequate  direc- 
tions for  use. 


REFRESHER  COURSE  FOR  DRUGGISTS 
By  Floyd  J.  LeBlanc 

The  Division  of  Pharmacy  of  South  Dakota 
State  College  will  hold  a Refresher  Course 
for  druggists  on  Monday,  Tuesday,  and  Wed- 
nesday, April  5,  6,  and  7. 

A tuition  fee  of  five  dollars  will  be  charged. 
Registration  will  be  from  nine  to  ten  A.  M. 
Monday  morning,  April  5 in  Room  303  of  the 
Union  Building.  If  you  plan  on  attending, 
please  drop  Dean  LeBlanc  a post  card  or 
letter  so  that  adequate  arrangements  can  be 
made. 

Each  person  attending  the  Refresher  Course 
will  be  responsible  for  obtaining  his  own 
room  and  meals.  We  have  three  hotels  in 
Brookings,  the  Sawnee,  Sheldon,  and  Bates. 

The  program  has  not  been  completely  ar- 
ranged as  we  are  still  waiting  to  hear  from 
some  speakers  from  outside  the  State.  A 
complete  program  will  be  sent  to  every  drug 
store  in  South  Dakota  within  a short  time. 

Topics  which  will  be  discussed  include: 


Hormones,  Antibotics,  Narcotic  Regulations, 
Newer  Therapeutic  Agents,  Veterinary  Bio- 
logicals,  New  Insecticides,  Insulin,  New  Bar- 
biturate Law;  and  New  Rules  and  Regula- 
tions pertaining  to  Practical  Experience,  as 
well  as  one  or  two  other  topics  to  be  an- 
nounced later. 

Several  films  will  be  shown  including: 
“Antu-Modern  Pied  Piper” 

“Story  of  Phenothiazine” 

“Can  you  Fill  This  Prescription” 
“Departmentizing  For  Profit” 

A banquet  will  be  held  in  the  Union  Ball- 
room on  Tuesday  evening,  April  6,  at  6:30. 
Entertainment  will  follow  the  banquet. 


PHARMACY  FLASHES 

R.  L.  Overholser,  a resident  of  Selby  for 
more  than  thirty  years,  has  announced  that 
he  will  be  a candidate  for  the  nomination  for 
state  representative  from  Walworth  county 
at  the  Republican  primaries  in  June.  Royce 
Overholser  is  a registered  pharmacist  and 
operated  his  own  drug  store  in  Selby  for 
many  years.  He  sold  his  drug  store  to  George 
W.  Paul  two  years  ago  and  retired  from  active 
business.  Royce  has  been  active  in  politics 
serving  as  Republican  county  chairman  from 
Walworth  county. 

Walter  McCurdy,  Inspector  for  the  State 
Board  of  Pharmacy,  has  been  on  the  sick  list 
for  the  past  several  weeks.  He  underwent 
an  operation  for  appendicitis  about  the  middle 
of  February  and  while  he  reports  that  he  had 
no  trouble  at  all  so  far  as  the  operation  was 
concerned,  he  is  still  weak  and  wTill  have  to 
rest  and  go  easy  for  awhile.  He  hopes  to 
be  back  at  his  inspection  work  before  long. 

Richard  W.  Kendall  and  Bliss  C.  Wilson  at- 
tended a meeting  of  the  presidents  and  secre- 
taries of  the  state  pharmaceutical  associations 
in  a five  state  area  in  St.  Paul  on  February 
12.  This  meeting  was  sponsored  by  the  North- 
west Pharmaceutical  Bureau  for  the  purpose 
of  promoting  an  annual  pharmaceutical  con- 
ference where  ideas  on  problems  effecting 
the  profession  of  pharmacy  might  be  ex- 
changed between  the  several  states.  As  a 
result  of  the  meeting  the  North  Central 
Pharmaceutical  Conference  was  organized 
comprising  the  charter  states  of  Minnesota, 
Wisconsin,  Iowa  and  North  and  South  Dakota. 
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Reports  from  the  Washington  Representative  of  N.  A.  R.D. 

by  George  W.  Frales 


TIME  FOR  ACTION.  The  spade  work 
for  N.  A.  R.  D.’s  three-point  federal  legisla- 
tive program  has  been  accomplished.  It  is 
now  strictly  up  to  the  druggists  of  the  nation 
to  implement  it  if  they  want  congressional 
action.  The  citizens  of  the  District  of  Colum- 
bia are  not  permitted  to  vote.  Being  dis- 
franchised, it  is  incumbent  upon  the  rest  of 
the  retail  druggists  to  become  articulate  with 
their  Representatives  in  Congress  when  in- 
equities need  correction.  You  might  think 
that  a wire  or  air  mail  letter  to  your  Repre- 
sentatives will  have  little  or  no  effect,  but  the 
reverse  is  true.  Furthermore,  as  an  independ- 
ent citizen  this  becomes  your  civic  duty.  Now, 
then,  if  the  30,000  members  of  the  N.  A.  R.  D. 
would  heed  this  advice  the  collective  in- 
fluence upon  Congress  would  be  potent  in- 
deed. Ask  your  Representatives  in  Congress 
to  support  H.  R.  4287,  introduced  by  Repre- 
sentative Gearhart  (Republican  of  California). 
This  bill  would  eliminate  the  20  per  cent 
toiletries  tax.  If  Congress  should  fail  to 
eliminate  the  20  per  cent  toiletries  tax,  then 
H.  R.  4288,  also  introduced  by  Representative 
Gearhart,  would  reduce  the  tax  to  10  per  cent, 
as  promised  by  Congress,  and  make  manda- 
tory its  collection  from  the  manufacturer. 
H.  R.  3921  (by  Representative  Gearhart) 
would  reduce  the  fantastic-exorbitant-exces- 
sive-preposterous-ridiculous-improper-absurd 
extravagant-astronomical-tax  on  ethyl  alcohol 
used  in  compounding  prescriptions  for  the 
sick. 

NEW  SURGEON  GENERAL.  The  Presi- 
dent will  not  reappoint  Dr.  Thomas  Parran 
Sugeon  General  of  the  Public  Health  Service, 
whose  term  expires  on  April  6.  Instead,  Dr. 
Leonard  A.  Scheele  will  assume  the  duties  of 
that  office.  The  President  has  called  upon 
Oscar  R.  Ewing,  Administrator  of  the  Federal 
Security  Agency,  which  supervises  the  Public 
Health  Service,  to  call  a national  health  as- 
sembly May  1 to  4 to  set  up  national  health 
goals  for  ten  years.  Mr.  Ewing  stated  that  the 
President’s  request  was  “one  of  the  most  im- 


portant assignments  ever  given  in  peacetime 
to  a Federal  agency,”  and,  he  went  on  to  say, 
that  he  was  approaching  this  task  “with  all 
the  zeal  of  a new  convert,”  as  a lawyer  who 
now  has  a chance  to  deal  with  the  “limitless 
vistas”  of  medical  science.  Mr.  Ewing  esti- 
mated that  700  to  800  persons  would  attend 
the  health  sessions  in  May.  When  queried  as 
to  whether  he  would  ignore  health  insurance 
in  the  assembly  discussions,  he  said:  “No.  We 
will  have  a quarreling  room.  If  out  of  our 
quarreling  room  we  can  find  some  areas  of 
agreement,  it  will  be  all  to  the  good.”  Some 
of  the  charges  brought  by  Mr.  Ewing  against 
the  current  national  health  program  were: 
The  amount  being  spent  on  research  on  in- 
fantile paralysis  is  completely  out  of  propor- 
tion to  the  number  of  deaths  and  disability; 
the  research  funds  for  cancer  are  out  of  pro- 
portion to  those  for  cardio-vascular  diseases, 
which  kill  three  and  a half  times  as  many; 
negro  medical  education  has  lagged  far  be- 
hind; due  to  the  decline  in  purchasing  power 
people  on  welfare  in  many  states  are  suffer- 
ing from  slow  starvation. 

NOTICE  OF  CHANGE  OF  ADDRESS. 
The  Bureau  of  Narcotics  offices  have  been 
moved  from  the  Tower  Building,  14th  and  K 
Streets,  N.  W.  and  are  now  located  on  the  8th 
floor  of  the  building  at  1300  E Street,  N.  W. 
Mail  should  be  addressed:  Commissioner, 
Bureau  of  Narcotics,  Treasury  Department, 
1300  E Street,  N.  W.,  Washington  25,  D.  C. 

HEALTH  INSURANCE.  Recently  there 
was  created  a national  organization  under  the 
sponsorship  of  Blue  Cross  and  Blue  Shield 
Commissions  to  provide  hospital  and  surgical 
benefits  in  “one  package”  and  at  one  national 
premium  rate.  A national  corporation  has 
been  formed,  the  purpose  of  which  will  be  to 
effectuate  a “one  package”  plan  to  meet  the 
needs  especially  of  employers  having  opera- 
tions in  more  than  one  state.  A former  med- 
ical director  of  the  U.  S.  Veterans  Admin- 
istration has  been  chosen  to  direct  the  organ- 
ization. This  new  national  set-up  is  expected 
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to  furnish  flexibility  to  voluntary  prepaid 
hospital  and  medical  care  plans,  the  lack  of 
which  the  proponents  of  compulsory  national 
health  insurance  have  always  criticized. 

INDUSTRIAL  ITEMS.  The  Chemical 
Corps,  U.  S.  Army  has  available  for  demili- 
tarization and  disposal  to  industry  large 
quantities  of  commercially  needed  items  that 
are  now  stocked  in  its  arsenals  and  depots 
throughout  the  United  States.  Included 
among  the  items  for  disposal  are  2,000,000 
lbs.  each  of  Zinc  Oxide  and  Hexachlorathane. 
Business  men  interested  should  communicate 
directly  with — Technical  Service  Unit,  Cen- 
tral Salvage  Section;  Office,  Chief,  Chemical 
Corps;  1 11  ^ East  16th  St.,  New  York,  N.  Y. 
Telephone,  GRamercy  7-4700,  Exts.  273-276. 

REPRESENTATIVE  GEARHART  (Repub- 
lican of  California)  in  making  a speech  on 
the  floor  of  the  House  said:  “In  the  days  of 
my  high-school  debating,  I was  easily  con- 
vinced that  the  income  tax  was  the  fairest, 
the  most  just,  and  the  most  equal  of  all 
methods  for  revenue  raising.  Years  of  ob- 
servation of  the  impact  of  income  taxes  upon 
the  economic  structure  of  the  country,  of 
years  of  experience  gained  both  as  a Member 
of  Congress  and  as  a member  of  the  tax  levy- 
ing Committee  on  Ways  and  Means,  has 
brought  me  my  disillusionment.  Instead  of 
the  income  tax  appearing  to  me  now  as  the 
fairest,  the  most  just,  and  the  most  equal  of 
all  taxes,  it  is  to  me  the  most  unfair,  the 
most  unjust,  and  the  most  unequal  tax  ever 
devised  by  man.  It  is  my  considered  opinion 
that  the  time  has  arrived  when  it  should  be 
exposed  to  the  American  people  for  what  it 
really  is,  an  instrument  of  discrimination,  a 
destroyer  of  incentive,  a penalty  upon  the 
talented,  a sapper  of  our  national  economic 
strength,  a rattler  of  the  chains  of  communis- 
tic slavery  in  a country  that  asks  naught 
but  the  right  to  remain  free  . . .” 

SMALL  BUSINESS.  Senate  Concurrent 
Resolution  14  (80th  Congress)  provides  “That 
the  Congress  recognize  the  valid  claim  of  the 
small  businessmen  of  America  to  equal  repre- 
sentation as  an  entity,  with  labor,  agriculture, 
and  other  groups,  on  those  Government  com- 
missions, boards,  committees,  or  other  agen- 
cies in  which  the  interests  of  the  American 
economy  may  be  affected;  and  that  the  Presi- 


dent of  the  United  States,  the  members  of 
the  Cabinet,  and  other  officers  of  the  Govern- 
ment be,  and  hereby  are,  respectfully  urged 
to  accord  the  small  businessmen  of  America 
representation  on  such  Government  agencies 
including  particularly  policy-making  bodies 
created  by  Executive  appointment.” 

HOUSE  RESOLUTION  466,  by  Mr.  King, 
is  designed  to  instruct  the  Interstate  and  For- 
eign Commerce  Committee  to  formulate  leg- 
islation authorizing  the  United  States  Public 
Health  Service  to  establish  and  finance  med- 
ical scholarships  to  meet  increased  demand 
for  doctors  in  the  Government  and  the  Nation 
at  large.  It  has  been  referred  to  the  Com- 
mittee on  Rules. 

LAXATIVE.  The  Federal  Trade  Commis- 
sion closed  without  prejudice  the  case  grow- 
ing out  of  its  complaint  which  charged  Ex- 
Lax,  Inc.,  Brooklyn,  and  its  advertising 
agent,  the  Joseph  Katz  Company,  Baltimore, 
with  disseminating  false  advertisement  con- 
cerning Ex-Lax,  a laxative  preparation.  The 
Commission’s  closing  order  is  to  the  effect 
that  under  the  circumstances  of  this  case  as 
reflected  by  the  complaint,  no  disclosure  as 
to  potential  danger  should  be  required  in  the 
advertising  of  respondent’s  preparation;  and 
that  the  representations  that  the  use  of  re- 
spondent’s preparation;  and  that  the  repre- 
sentations that  the  use  of  respondent’s  prep- 
aration will  cure  constipation  and  remove 
its  cause  were  discontinued  prior  to  the  is- 
suance of  the  complaint. 

TAX  COLLECTIONS.  The  Treasury  De- 
partment reported  tax  collections  derived 
from  the  20  per  cent  tax  on  cosmetics  for  the 
calendar  year  1947  amounted  to  $93,614,038. 
This  compares  with  $97,662,054  for  the  calen- 
dar year  1946  or  a decline  of  approximately 
4 per  cent. 

RELAXATION  BETTER  THAN  EXER- 
CISE. Speaking  before  the  National  Heart 
Week  Association,  Dr.  Wingate  M.  Johnson 
of  Winston-Salem,  Nr  C.,  professor  of  clinical 
medicine  at  the  Bowman  Gray  school  of 
medicine,  said:  “During  the  World  War, 
Walter  Camp  boasted  that  he  kept  President 
Wilson’s  cabinet  in  prime  physical  conditions 
by  his  famous  daily  dozen  exercises.  The 
only  member  of  the  cabinet  who  refused  to 
take  these  exercises  was  Josephus  Daniels, 
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who  died  recently  four  months  after  his  86th 
birthday.  All  the  others  died  long  ago  and 
Camp  himself  did  not  quite  reach  the  66th 
milestone.”  He  said  that  “even  more  import- 
ant than  the  annual  vacation  of  two  weeks 
or  more  are  frequent  weekend  vacations. 
Every  one  needs  a free  afternoon  a week,” 
he  stated. 

LEGISLATIVE  BUDGET.  The  Joint  Leg- 
islative Budget  Subcommittee,  consisting  of 
five  members  each  of  the  Senate  and  House 
Appropriations  Committee,  and  of  the  House 
Ways  and  Means  Committee  and  Senate  Fi- 
nance Committees,  met  in  executive  session 
and  agreed  to  reduce  the  President’s  esti- 
mated expenditures  to  $39.7  billion  (budget 
estimates  for  the  fiscal  year  1948)  by  $2.5 
billion,  leaving  the  estimated  expenditures  at 
$37.2  billion.  Finally,  it  voted  that  a minimum 
of  $2.6  billion  should  be  applied  to  the  public 
debt.  It  has  now  been  referred  to  the  full 
committee. 

STAFF  ADDITIONS.  A Specialist  for 
History,  Jennings  B.  Sanders,  and  a Specialist 
for  Geography,  Otis  W.  Freeman,  have  joined 
the  staff  of  the  Higher  Education  Division  of 
the  United  States  Office  of  Education,  Fed- 
eral Security  Agency.  These  are  the  first 
specialists  the  Office  has  ever  had  in  liberal 
arts  subjects  at  the  college  level.  The  addi- 
tion of  specialists  in  geography  and  history 
is  expected  to  be  followed  by  other  appoint- 
ments in  such  fields  as  economics,  psychology, 
biological  science,  and  physical  sciences  and 
mathematics. 


FAIR  TRADE  NOTICES 

Failures  of  manufacturers  to  handle  notices 
of  price  changes  with  efficiency  are  criticized 
in  an  official  statement  of  The  National  As- 
sociation of  Retail  Druggists  over  the  sig- 
nature of  Executive  Secretary  John  W.  Dar- 
gavel,  published  in  the  N.  A.  R.  D.  Journal 
dated  February  16. 

Dr.  Dargavel  reports  that  numerous  retail 
druggists  complain  with  considerable  irrita- 
tion against  the  necessity  to  chase  here  and 
there  for  information  on  price  changes  manu- 
facturers have  made.  “It  is  common  for  re- 
tail druggists  to  hear  about  many  of  them 
long  after  they  have  become  effective,”  he 
says.  “The  situation  is  inexcusable.” 

“Price  changes  are  important,”  Dr.  Dar- 


gavel emphasizes.  “They  should  be  announced 
in  accordance  with  procedures  that  make  it 
certain  the  retail  druggists  are  apprised  of 
them.  Furthermore,  notices  of  price  revisions 
ought  to  be  distributed  a month  or  more  ahead 
of  the  effective  dates  to  allow  time  to  prepare 
for  them. 

“Numerous  manufacturers  seem  to  rely  on 
the  routine  sheets  of  the  wholesalers  to  notify 
retail  druggists  of  price  changes.  Others  again 
indicate  they  think  news  items  released  to  the 
trade  press  are  enough  to  insure  dissemina- 
tion of  the  important  information.  It  is  ob- 
vious that  such  methods  are  unsatisfactory 
for  manufacturers  to  use  alone  to  tell  the  re- 
tail druggists  about  price  revisions.” 

Dr.  Dargavel  reports  that  salesmen  of 
manufacturers  tell  him  they  often  have  come 
across  unintentional  violations  of  Fair  Trade. 
“They  are  quick  to  explain  that  in  almost 
every  instance  the  violations  resulted  from 
failures  of  manufacturers  to  give  notices  of 
price  changes,”  he  explains.  “The  involved 
retail  druggists  insisted  that  they  had  never 
been  apprised  of  the  price  revisions  and  that 
they  were  unaware  they  had  protected  items 
for  sale  below  the  minimums  of  Fair  Trade.” 

Dr.  Dargavel  observes  that  it  is  usual  for 
the  majority  of  the  retail  druggists  to  look 
to  the  secretaries  of  the  state  pharmaceutical 
groups  for  information  on  price  revisions. 
“The  service  is  often  incomplete,”  he  says, 
“and  the  blame  for  it  belongs  to  numerous 
manufacturers,  for  the  reason  they  neglect  to 
cooperate  with  the  secretaries  of  the  state 
pharmaceutical  groups.” 


PHARMACY  SECTION  TO  INCLUDE 
MONTHLY  ARTICLE  ON  NEW  DRUGS 

Arrangements  have  been  made  with  Pro- 
fessor Guilford  C.  Gross,  Division  of  Pharm- 
acy, South  Dakota  State  College,  to  prepare 
a monthly  article  on  “New  Drugs  — Actions 
and  Uses”  for  publication  in  the  Pharmacy 
Section  of  the  South  Dakota  Journal  of  Medi- 
cine and  Pharmacy.  It  is  planned  that  one 
page  will  be  devoted  to  this  topic  monthly, 
beginning  with  the  April,  1948,  issue. 

While  information  regarding  new  drugs  is 
available  in  many  professional  publications, 
it  is  hoped  that  the  articles  to  be  published 
in  this  journal  will  be  of  further  benefit  to 
South  Dakota  pharmacists  and  physicians. 
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Census  of  Pharmacy  in  South  Dakota 

by 

Bliss  C.  Wilson,  Secretary  - S.  D.  B.  P. 


In  a recent  report  to  the  National  Associa- 
tion of  Boards  of  Pharmacy,  the  South  Dakota 
Board  of  Pharmacy  was  requested  to  submit 
an  analysis  as  to  age  groups  and  pharmacy 
college  training  for  those  registered  phar- 
macists who  are  now  actively  engaged  in  the 
profession  in  South  Dakota.  A careful  study 
of  the  Board  records  reveals  that  the  average 
age  of  practicing  pharmacists  residing  within 
the  state  is  49  plus  years  and  that  approx- 
imately two-thirds  of  the  pharmacists  prac- 
ticing in  the  state  at  the  present  time  are 
pharmacy  college  graduates. 

In  the  early  years  of  statehood  many  per- 
sons received  training  in  pharmacy  by  being 
apprenticed  to  a registered  pharmacists  for 
four,  or  more  years  and  attending  short 
courses  in  pharmacy  which  did  not  lead  to 
graduation  from  a college  of  pharmacy. 
Others  graduated  from  a college  of  pharmacy 
and  thus  reduced  the  period  of  apprenticeship. 
The  records  indicate  that  it  is  the  later  group 
who  have  more  consistantly  continued  in  the 
practice  of  the  profession.  Graduation  from 
a four-year  course  in  a college  of  pharmacy 
was  not  required  for  Board  examinations  and 
licensure  until  after  July  1,  1933. 

Membership  in  the  South  Dakota  Phar- 
maceutical Association  includes  all  persons 
licensed  to  practice  pharmacy  in  South 
Dakota.  The  total  number  of  members  in 
good  standing  on  January  1,  1948  was  740  and 
of  this  number  251  reside  out  of  the  state. 
Of  the  remaining  489  registered  pharmacists 
who  are  residents  of  South  Dakota,  thirty-one 
are  retired  and  thirty  are  engaged  in  occupa- 
tions which  are  not  related  to  pharmacy.  This 
leaves  a total  of  428  Registered  Pharmacists 
who  are  actively  engaged  as  pharmacists  in 


THOUGHT  FOR  THE  DAY 
‘An  Optimist  on  Pessimists.  If  it  wasn’t 
for  the  optimist,  the  pessimist  would  never 
know  how  happy  he  isn’t.’ 


South  Dakota  as  of  January  1,  1948  and  to 
which  the  following  census  figures  apply. 

Registered  Pharmacists 

Practicing  in  South  Dakota  on  January  1,  1948 


1.  in  retail  pharmacies  386 

(a)  as  proprietors  271 

(b)  as  managers 33 

(c)  as  clerks  82 

2.  in  hospital  pharmacies 9 

3.  in  wholesale  drugs  3 

4.  as  drug  salesmen  16 

5.  in  teaching  and  government  work  11 

6.  in  other  pharmaceutical  work  .....  3 


Total  428 

Age  of  Practicing  Pharmacists 

Number  under  30  years  old 44 

Number  30  to  39  years  old  72 

Number  40  to  49  years  old 106 

Number  50  to  59  years  old  86 

Number  60  to  64  years  old 74 

Number  65  to  69  years  old 27 

Number  70  years  or  older  19 


Pharmacy  College  Training 

Number  not  pharmacy  college  graduates  ..  145 
Number  graduates — 2 year  course  (Ph.  G.)  128 
Number  graduates — 3 year  course  (Ph.  C.)  44 
Number  graduates — 4 year  course  (B.  S.)  Ill 


Registered  Pharmacies 

Total  Registered  Pharmacies  in  state  277 
Number  of  above  serviced  by — 

One  Registered  Pharmacist  193 

Two  Registered  Pharmacists  64 

Three  Registered  Pharmacists  16 

Four  Registered  Pharmacists  3 

Five  Registered  Pharmacists  1 

--  Sex 


Number  of  Registered  Pharmacists  practicing 
in  South  Dakota  as  of  January  1,  1948 — who 


are 

Men 398 

Women  30 


Ration  of  Pharmacists  to  Registered  Phar- 
macies is  1.4  pharmacists  per  store. 
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THE  PHARMACEUTICAL  SURVEY 

Washington,  D.  C.,  February  13  — The 
Committee  on  the  Pharmaceutical  Survey 
held  its  seventh  meeting  on  February  2 and  3, 
1948,  in  Washington.  Reports  presented  to 
the  Committee  by  Director  Elliott  included 
those  on  the  practical  experience  requirement 
for  licensure,  organization  and  administration 
of  state  boards  of  pharmacy,  pharmaceutical 
manufacturers’  detail  men,  additional  faculty 
statements  on  problems  of  pharmacy,  and  an 
extensive  list  of  factual  data  concerning  the 
areas  in  which  pharmacy  operates. 

The  Survey  report  on  the  predictive  testing 
of  entering  freshmen  pharmacy  students  is 
to  be  published  in  the  coming  issue  of  the 
American  Journal  of  Pharmaceuiical  Educa- 
tion. Publication  plans  for  the  prescription 
study,  which  is  nearing  completion,  were  dis- 
cussed. Dr.  L.  E.  Blauch,  Assistant  Director 
in  charge  of  Curricular  Studies,  reported  on 
the  meetings  of  the  consultative  committees 
dealing  with  the  problems  of  modernizing  the 
instruction  in  pharmacy,  pharmacognosy,  and 
pharmaceutical  economics. 

Special  attention  was  given  to  two  unique 
time  and  motion  studies  of  the  daily  activities 
of  the  pharmacists  in  several  selected  phar- 
macies. 

The  Director  reported  that  400  replies  have 
been  received  to  the  inquiry  sent  to  1,000  re- 
tail pharmacists  throughout  the  country.  The 
analysis  of  these  replies  is  yielding  significant 
information  relative  to  the  problems  of  the 
drug  store. 

An  important  part  of  the  Committee’s  dis- 
cussions dealt  with  the  implementation  phase 
of  the  Survey  during  1948-49. 

The  next  meeting  of  the  Committee  will  be 
held  April  19-20,  1948,  at  which  time  many  of 
the  final  recommendations  of  the  Survey  will 
be  considered. 


NURSING  EDUCATION 

In  the  early  thirties,  the  Nursing  organiza- 
tions of  the  State  of  South  Dakota  began  seek- 
ing a location  in  an  institution  of  higher  learn- 
ing to  institute  a degree  program  in  Nursing. 
A sponsor  for  the  idea  was  found  in  Dean 
Series  of  the  Division  of  Pharmacy  at  South 
Dakota  State  College.  The  program  was  in- 
augurated in  1935  by  Miss  Leila  Given,  and 
although  it  has  undergone  several  changes  in 


organization,  it  is  still  essentially  the  same. 

The  aim  of  the  course  is  to  coordinate  col- 
lege education  with  the  nursing  education  and 
clinical  experience  in  such  a way  that  the 
student  may  receive  both  her  Registered 
Nurse  and  Bachelor  of  Science  Degree  in  ap- 
proximately five  years  time. 

At  the  present  time  thirty  eight  students 
are  pursuing  some  phase  of  this  work;  twenty 
seven  are  at  South  Dakota  State  College;  two 
are  at  the  Sioux  Valley  Hospital;  and  seven 
are  at  the  State  Hospital  at  Fergus  Falls, 
Minnesota. 

Miss  R.  Esther  Erickson,  Head  of  the  De- 
partment of  Nursing  Education,  has  been 
granted  a leave  of  absence  until  July  1 so  that 
she  may  complete  work  for  her  Master  of 
Arts  Degree.  Floyd  J.  LeBlanc 


GEIGER  APPOINTED 
CHIEF  OF  PHARMACY 

E.  Burns  Geiger  has  been  appointed  chief  of 
the  Pharmacy  Division  of  the  Veterans  Ad- 
ministration Department  of  Medicine  and 
Surgery,  Dr.  Paul  B.  Magnuson,  VA’s  Chief 
Medical  Director,  announced. 

Before  this  new  assignment,  Mr.  Geiger 
was  assistant  to  W.  Paul  Briggs,  former  chief 
of  the  division  who  resigned  late  in  Decem- 
ber, 1947,  to  return  to  active  duty  as  a Com- 
mander in  the  U.  S.  Navy. 

Receiving  a B.  S.  in  pharmacy  from  George 
Washington  University  at  Washington,  D.  C., 
in  1936,  Mr.  Geiger  operated  a retail  pharmacy 
in  Hagerstown,  Md.,  with  his  brother  until  he 
was  commissioned  in  the  Navy  in  January, 
1943. 

He  served  aboard  the  USS  Texas  and  USS 
Iowa  and  was  released  to  inactive  duty  in 
January,  1946,  as  a Lieutenant.  From  Jan- 
uary, 1946,  until  he  joined  VA  in  May  of  that 
year,  he  was  pharmacist  at  the  Washington 
County  Hospital  in  Hagerstown. 

He  is  a member  of  the  American  Phar- 
maceutical Association,  the  American  Society 
of  Hospital  Pharmacists,  and  the  Maryland 
and  District  of  Columbia  Pharmaceutical 
Associations. 
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Fee  Schedule  for  Medical  Services 

Submitted  to  Veterans  Administration 
by 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


THE  TWO  PARTS  OF  THE  FEE  SCHEDULE 

In  order  to  achieve  uniformity  and  to  expedite  negotiations  between  Veterans  Adminis- 
tration and  state  medical  associations  or  state  medical  service  organizations  concerning  fee 
schedules,  the  Veterans  Administration  requests  that  such  fee  schedules  be  submitted  on  this 
prepared  form  in  two  parts: 

PART  I consists  mostly  of  out-patient  services  to  be  rendered  in  the  physician’s  office, 

veteran’s  home  or  hospital. 

PART  II  is  made  up  principally  of  items  relating  to  in-patient  services. 

The  reason  for  the  separation  of  the  total  schedule  into  parts  is  to  permit  the  shorter,  more 
frequently  used  and  more  urgently  needed  PART  I to  be  quickly  submitted,  accepted  and 
put  into  operation  while  the  longer  and  more  difficult  PART  II  is  being  negotiated. 

NUMBERING  OF  ITEMS 

For  purpose  of  identification,  all  items  of  the  fee  schedule  form  are  numbered.  Some  items 
are  listed  twice.  This  is  done  when  items  may  be  sought  under  more  than  one  classification 
heading.  Thus,  “Blood  Wassermann”  may  be  found  under  both  “Clinical  Laboratory  Tests” 
in  Part  I and  under  “Examinations  — Blood”  in  Part  II.  However,  it  will  be  noted  that  to 
secure  identification  of  the  item  as  the  same  in  both  cases,  the  same  number  is  assigned  to 
each  entry.  For  this  reason  the  numbers  are  occasionally  out  of  consecutive  order. 

AA 

Items  designated  “AA”  indicate  services  which  may  require  variable  amounts  of  work  or 
time.  Minimum  and  maximum  fees  will  be  shown  for  each  “AA”  item.  The  fee  for  a given 
“AA”  service  will  be  determined  by  arbitration  and  agreement  between  Veterans  Administra- 
tion and  the  concerned  state  medical  association  or  state  medical  service  organization. 
CONSULTATIONS  AND  EXAMINATIONS  BY  SPECIALISTS 

Examinations  by  specialists  are  differentiated  from  formal  consultations  by  specialists. 
Authorizations  by  Veterans  Administration  for  fee  basis  physicians  or  specialists  to  furnish 
medical  service  to  veterans  are  executed  on  either  (old)  V.  A.  Form  2639  (Revised  April  1944) 
or  V.  A.  Forms  10-2567  or  10-2568  (November  1946).  Each  form  shows  a space  for  “Nature 
of  Service  Authorized  (or  Required)”  and  another  for  the  “Fee  Authorizer”  for  the  service 
in  question.  Fees  for  formal  consultation  will  be  allowed  only  when  consultation  rather  than 
examination  by  a specialist  is  specifically  authorized.  Consultations  will  be  authorized  only 
when  previous  efforts  to  arrive  at  a definite  diagnosis  have  failed. 

As  a general  policy,  specialists  will  only  be  authorized  to  conduct  examinations  covering 
their  particular  specialty.  If,  however,  a specialist  is  authorized  to  conduct  a complete  phys- 
ical examination  concurrently  with  an  examination  covering  his  specialty,  his  fee  for  the  two 
concurrent  procedure  will  be  the  greater  fee  plus  one-half  of  the  smaller  fee. 

EXAMPLE: 

A cardiologist  authorized  to  conduct  an  examination  of  the  heart,  including  an  electro- 
cardiogram (ITEM  0026),  and  who  is  also  authorized  to  conduct  a complete  physical  examina- 
tion (ITEM  0012)  will  be  paid  a fee  of  $15.00  (ITEM  0026)  plus  $4.00  (one-half  of  ITEM  0012), 
or  a total  fee  of  $19.00. 

NOTE: 

The  foregoing  is  not  applicable  to  laboratory  or  X-ray  services.  Fees  for  these  services 
will  be  in  accordance  with  the  actual  number  of  services  performed  at  prices  listed  in  the  Fee 
Schedule  for  each  item. 
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PART  I 

CLINICAL  LABORATORY  TESTS 

0001  — Red,  white  and  differential  blood  counts  including 

instrumental  colorimetric  hemoglobin  estimation  5.00 

0002  — Blood  smear  for  malaria  2.00 

0003  — Urinalysis,  routine  chemical  and  microscopic  2.00 

0004  — Blood  Wassermann  (complement-fixation)  3.00 

0005  — Blood  Kahn  (precipitation)  2.50 

0006  — Venepuncture  and  procuring  of  blood  for  serology 

without  serological  examination  1.00 

0007  — Spinal  fluid  Wassermann  (complement-fixation) 3.00 

0008  — Chemical  examination  of  blood  complete,  including 

creatinin,  urea,  dextrose,  nitrogen  (or  NPN)  and 

uric  acid 15.00 

0009  — Sputum  examination  for  tuberculosis  (plain  smear)  2.00 

0010  — Determination  of  basal  metabolic  rate  5.00 

VISITS  AND  EXAMINATIONS 

0011  — Examination  to  determine  need  of  hospitalization  3.00 

0012  — Complete  general  routine  physical  examination 

including  routine  urinalysis  7.50 

Visits  within  city  limits 
First  Subsequent 

| Office  0013  3.00  0014  3.00 

Day*  ' Home  0015  3.00  0016  3.00 

I Hospital  0017  3.00  0018  3.00 

, * j Home  0019  5.00  0020  5.00 

lg  1 ) Hospital  0021  5.00  0022  5.00 

0023  — ■ Charge  for  mileage  one  way  for  day  or  night  visit 

outide  city  limits  in  addition  to  appropriate  fee 1.00 

EXAMINATIONS  BY  SPECIALISTS 

0024  — General  surgical  7.50 

0025  — Orthopedic  7.50 

0026  — Complete  examination  of  heart,  including 

electrocardiogram 15.00 

0027  — Electrocardiogram  with  interpretation  10.00 

0028  — Physical  examination  of  lungs r 5.00 

0029  — Roentgenological  study  of  chest 10.00 

0030  — Gastrointestinal,  including  barium  meal  and  enema, 

X-ray  and  fluroscopy  with  preliminary  KUB  film  30.00 

0031  — Dermatological  6.00 

0032  — Allergy  investigation  including  history,  physical 

examination,  relevant  laboratory  procedures 
(skin  tests,  smears  of  sputum  and  nasal  secre- 
tions, vital  capacity,  etc.)  and  report  30.00 

0033  • — Diagnostic  skin  tests  only,  intradermal  or  scratch, 

40  extracts 15.00 

0034  — Each  additional  intradermal  or  scratch  test  .25 

0035  - — Genitourinary  examination  without  cystoscopy 

including  prostatic  smear  and  urinalysis 10.00 

*Day  : 8:00  a.  m.  — 7:00  p.  m. 
*Night  : 7:00  p.  m.  — 8:00  a.  m. 
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0036  — Genitourinary  examination  with  cystoscopy  25.00 

0037  — Gynecological 5.00 

0038  — Proctological  (rectal  speculum)  7.50 

0039  — Psychiatric  examination  — One  hour  (50-60  minutes)  10.00 

0039A  — Each  half  hour  (25-30  minutes)  additional 

to  original  60-minute  hours  5.00 

0040  — Neurological  examination  — One  hour  (50-60  minutes)  10.00 

0040A  — Each  half  hour  (25-30  minutes)  additional 

to  original  60-minute  hour  5.00 

0041  — Examination  of  ears,  nose  and  throat  5.00 

0042  — Special  ear  examination,  including  audiometrict 

test  with  chart  10.00 

0043  — Special  ear  examination,  including  caloric  or 

Barany  test  with  audiogram  and  report  __  15.00 

0044  — Examination  of  eyes  with  refraction,  manifest  or 

cycloplegic,  to  include  either  a copy  of  the 
prescription  ordered  or  a report  of  the  re- 
fractive error  and  fundus  findings,  as  well  as 

a report  of  abnormalities  found  10.00 

0045  — Examination  of  eyes  with  refraction,  manifest  or 

cycloplegic,  to  include  either  a copy  of  the 
prescription  ordered  or  a report  of  the  re- 
fractive error  and  fundus  findings,  together 
with  a report  of  the  visual  field  findings  (the 

latter  by  chart  if  the  field  is  abnormal) 12.50 

0046  — Examination  by  internist  to  determine  diagnosis  15.00 

OUT-PATIENT  TREATMENT  BY  SPECIALISTS 

0047  — Dermatological  : First  visit  5.00 

0048  — Dermatological  : Each  subsequent  visit 3.00 

0049  — Ear,  Nose  and  throat  : First  visit  5.00 

0050  — Ear,  Nose  and  throat  : Each  subsequent  visit  3.00 

0051  — Ophthalmological  : First  visit - 5.00 

0052  — Ophthalmological  : Each  subsequent  visit  3.00 

0052A  — Other  comparable  specialties:  Each  visit 5.00 

0052B- Other  comparable  specialties:  Each  subsequent  visit 3.00 

0053  — Psychiatric  treatment  (psychotherapeutic  conference) 

One  hour  (50-60  minutes) - 10.00 

0053A  — One-half  hour  (25-30  minutes)  ... 5.00 

0054  — Neurological  treatment  (treatment  is  understood  to 

be  the  usual  follow-up  care  and  observa- 
tion after  diagnosis  has  been  made  at 
original  neurological  examination) 

One  hour  (50-60  minutes)  10.00 

0054A  — One-half  hour  (25-30  minutes) 5.00 

PART  II 

Note:  The  fees  for  surgical  services  listed  herein  include  fourteen  (14)  days’  routine  post-opera- 
tive care  but  are  exclusive  of  hospital  charges,  clinical  laboratory,  anesthetists,’  and  x- 
ray  fees.  Fees  for  visits  and  dressings  after  fourteen  (14)  days’  completed  post-operative 
care  are  the  same  as  those  listed  as  hospital,  home  and  office  visits  in  Part  I of  this  fee 
schedule,  Item  0013  to  0022,  inclusive. 

If  two  or  more  surgical  procedures  are  performed  by  Ihe  same  physician  on  the  same 
patient  concurrently  or  immediately  successively,  (e.g.,  repair  of  unilateral  indirect 
inguinal  hernia  and  operation  for  varicocele)  the  fee  for  the  two  or  more  procedures 
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will  be  the  greater  or  greatest  fee  plus  one-half  each  smaller  fee  or  fees.  The  fee  for 
two  or  more  such  concurrent  operations  will  never  exceed  twice  the  greater  or  greatest 
fee. 

If  two  surgical  procedures  are  performed  by  two  different  surgeons  on  the  same 
patient  concurrently  or  immediately  successively  (e.g.,  intervertebral  disc  operation  and 
vertebral  fixation),  the  fee  for  each  surgeon  will  be  seventy-five  percent  of  the  fee  listed 
for  each  operative  procedure. 

SPECIAL  SERVICES 

Detention  with  patient  in  critical  condition  at  home  or  hospital 


0100  — Per  hour  — 8 a.  m.  — 7 p.  m.  7.50 

0101  — Per  hour  — 7 p.  m.  — 8 a.  m.  7.50 

Formal  consultation  by  specialists  (in  surgery, 


internal  medicine,  dermatology,  ophthalmology, 
ear,  nose  and  throat,  radiology,  anesthesiology 
and  comparable  specialties) 

0102  — In  office,  first  visit 5.00 

0103  — Subsequent  similar  consultation  or  visit  .'. 3.00 

Formal  consultation  by  specialists  (in  surgery, 

internal  medicine,  dermatology,  ophthalmology, 
ear,  nose  and  throat,  radiology,  anesthesiology 
and  comparable  specialties) 

0104  — In  veteran's  home  or  in  hospital,  first  visit 10.00 

0105  — Subsequent  similar  consultation  or  visit 5.00 

0106  — Surgical  assistant’s  fee  (allowed  only  in  case  of 

prior  authorization  by  VA) 10. 00-15. 00AA 

ALLERGY 

*0032  — Allergy  investigation  including  history,  physical 

examination,  relevant  laboratory  procedures  (skin 
tests,  smears  or  sputum  and  nasal  secretions, 


vital  capacity,  etc.)  and  report  30.00 

1 *0033  — Diagnostic  skin  tests  only,  intradermal  or  scratch, 

40  extracts  15.00 

*0034  — Each  additional  intradermal  or  scratch  test  0.25 

0200  — Patch  tests  (for  contact  dermatitis)  each  test 0.50 

0201  — Tests  with  bacterial  extracts,  e.g.,  brucellergin, 

coccidioidin,  Frei  test,  each  2.00 

0202  — Sputum  examination,  cytological  for  eosinophiles  2.00 

0203  — Nasal  secretion  examination,  cytological  for 

eosinophiles  1.00 

0204  — Measurement  of  vital  capacity 0.50 


ENDOSCOPY 

0210  — Bronchoscopy,  without  biopsy  

0211  — Bronchoscopy,  with  biopsy  

0212  — Bronchoscopy,  with  removal  of  foreign  body  

0213  — Bronchoscopy,  subsequent  to  initial  bronchoscopy 

0214  — Cystoscopy  

0215  — Cystoscopy,  with  ureteral  catheterization  or  biopsy 

0216  — - Esophagoscopy,  with  or  without  biopsy  or  dilatation 

0217  — Esophagoscopy,  with  removal  of  foreign  body  

0218  — Esophagoscopy,  subsequent  to  initial  esophagoscopy 

with  or  without  dilatation 

0219  — Gastroscopy  

0220  — Peritoneoscopy 


25.00 

35.00 

50.00 

20.00 

25.00 

35.00 

35.00 

50. 00-100. 00AA 

20.00 
35.00 
35.00 
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0221  — Proctoscopy 5.00 

0222  — Sigmoidoscopy  7.50 

0223  — Thoracoscopy,  diagnostic,  with  or  without  biopsy  25.00 

PARACENTESIS 

0230  — Paracentesis,  abdomen,  diagnostic  10.00 

0231  — Paracentesis,  joint,  diagnostic 10.00 

0232  — Paracentesis,  pericardium,  diagnostic  15.00 

0233  — Paracentesis,  tympanum,  diagnostic 10.00 

0234  — Sternal  puncture,-  diagnostic 20.00 

0235  — Thoracentesis,  diagnostic  10.00 

**1421  — Paracentesis,  abdomen,  therepeutic  5.00 

***5520  — Paracentesis,  joint,  therapeutic  5.00 

****4311 — Paracentesis,  pericardium,  therapeutic 5.00 

*3407  — Paracentesis,  tympanum,  therapeutic  5.00 

**4325  — Thoracentesis,  therapeutic  5.00 

GASTRIC  TESTS 

0240  — Gastric  chemical,  routine,  including  test  meal 

and  withdrawal  of  stomach  contents  5.00 

0241  — Gastric  contents  for  acidity,  by  histamine  500 

0242  — Gastric  contents  for  pepsin 3.00 

0243  — Duodenal  contents  for  pancreatic  ferments  3.00 

TUBERCULOSIS 

0250  — Gastric  wash  for  tubercle  bacilli  with  smear 

(withdrawal  of  speciment  by  laboratory)  5.00 

0251  — Gastric  wash  for  tubercle  bacilli  with  smear 

(not  including  withdrawal  of  specimen)  3.00 

0252  — Gastrict  wash  for  tubercle  bacilli  with  culture 

(withdrawal  of  specimen  by  laboratory)  5.00 

0253  — Gastric  wash  for  tubercle  bacilli  with  culture  and 

virulence  test 10.00 

0254  — Gastric  wash  for  tubercle  bacilli  (withdrawal  of 

speciment  by  laboratory)  and  with  animal  inoculation  10.00 

***0009  — Sputum  examination  for  tuberculosis  (plain  smear) 2.00 

0255  — Sputum,  smear  for  tubercle  bacillus 

(concentration  method) 3.00 

0256  — Sputum,  culture  for  tubercle  bacillus  5.00 

0257  — Sputum,  culture  for  tubercle  bacillus 

with  virulence  test  15.00 

0258  — Sputum,  animal  inoculation  for  diagnosis  of 

tuberculosis  with  report  of  autopsy 10.00 

0259  — Tuberculin  skin  test  (Mantoux) : - 2.00 

0260  — Urine,  culture  for  tubercle  bacillus  7.00 

0261  — Urine,  animal  inoculation  for  diagnosis  of 

tuberculosis  with  report  of  autopsy 10.00 

X-RAY  PREPARATION 

0270  — Arteriography  or  phlebography  including  injection  of 

contrast  medium  but  excluding  X-ray  fee  35.00 

0271  — Bronchography,  including  anesthesia  and  instillation 

of  contrast  medium  but  excluding  X-ray  fee  ....  — 10.00 

*Also  listed  in  PART  I 

**Also  listed  under  SURGERY  — ABDOMINAL 
***Also  listed  under  SURGERY  — ORTHOPEDIC 
****Also  listed  under  SURGERY  — THORACIC 
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0272  — Myelography,  including  operative  preparation 

and  removal  of  contrast  medium  but  excluding 

X-ray  fee  - ... 15.00 

0273  — Pneumoencephalography,  including  operative  preparation 

but  excluding  X-ray  fee  . 15.00 

0274  — Pneumoperitoneum  25.00 

0275  — Ventriculography,  including  operative  preparation 

but  excluding  X-ray  fee — 50.00 


AUTOPSY  AND  BIOPSY 

Autopsy,  with  report 

In  VA  hospital  (histological  technique 
performed  by  hospital  staff) 


0300  — Excluding  central  nervous  system  25.00 

0301  — Including  central  nervous  system 35.00 

Outside  VA  hospital  (report  includes 
histological  preparation  and  examination) 

0302  — Excluding  central  nervous  system  50.00 

0303 —  Including  central  nervous  system  75.00 

0304-  — Biopsy,  with  report  of  histological  examination  10.00 

MISCELLANEOUS 

0310  — Electrical  examination  of  muscles 10.00 

0311  — Electroencephalography  with  interpretation  20.00 

0312  — Intraocular  tension 3.00 

0313  — Lumbar  puncture,  including  local  anesthesia  and 

obtaining  fluid  10.00 

0314  — Physical  examination  diagnostic  for  physical  or 

occupational  therapy  10.00 


*0045  — Visual  fields.  Examination  of  eyes  with  refraction, 
manifest  or  cycloplegic,  to  include  either  a 
copy  of  the  prescription  ordered  or  a report  of 
the  refractive  error  and  fundus  findings,  to- 
gether with  a report  of  the  visual  field  findings 


(the  latter  by  chart  if  the  field  is  abnormal)  12.50 

EXAMINATIONS  BACTERIOLOGICAL 

0400  — Animal  inoculation  for  diagnosis,  with  report  of 

autopsy 10.00 

0401  — Cultural  examination  for  fungi  3.00 

0402  — Microscopic  examination  for  fungi  1.00 

0403  — Pus  or  exudate  (smear) .1 2.00 

0404  — Pus  or  exudate,  cultural  examination, 

classification .... 5.00 

0405 — Throat  culture,  classification  of  organism  2.00 

0406  — Throat  smear 1.00 

0407  — T.  Pallidum  (dark  field),  initial  examination  5.00 

0408  — T.  Pallidum  (dark  field),  subsequent  examination  3.00 

*Also  listed  in  Part  I 

EXAMINATION  — BLOOD 

0600  — Agglutination  test  for  typhoid,  paratyhoid,  or 

undulant  fever 2.00 

*Also  listed  under  SURGERY  — OTOLOGICAL 
**Also  listed  under  SURGERY  — THORACIC 
***Also  listed  in  PART  I 
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0601  — Bleeding  time  1.00 

0602  — Blood  culture,  including  classification _ 4.00 

0603  — Blood  typing  (grouping)  2.00 

0604  — Rh  factor 2.00 

0605  — Coagulation  time 1.00 

0606  — Sedimentation  rate 2.00 

0607  — Estimation  of  sugar  tolerance 10.00 

0608  — Van  den  Bergh  blood  test  for  icterus  2.50 

0609  — Volume  index  3.00 

0610  — Blood  calcium  4.00 

0611  — Blood  chlorides  2.00 

0612  — Carbon  dioxide  combining  power  of  blood  plasma  ... 5.00 

0613  — Cholesterol  4.00 

0614  — Creatinin  3.00 

0615  — Dextrose  i 3.00 

0616  — Non-protein  nitrogen 3.00 

0617  — Blood  phosphorus  3.00 

0618  — Urea  nitrogen  1 3.00 

0619  — Uric  acid  3.00 

0620  — Blood  platelet  count  1.50 

0621  — Total  erythrocyte  count  1.00 

0622  — Fragility  test  for  erythrocytes  3.00 

0623  — Hemoglobin  estimation,  instrumental  colorimetric  1.00 

0624  — Differential  leucocyte  count  ...... 2.00 

0625  — Total  leucocyte  count  1.00 

0626  — Reticulocyte  count  2.00 

*0001  — Red,  white  and  differential  blood  count  including 

colorimetric  hemoglobin  estimation  5.00 

*0002  — Blood  smear  for  malaria 2.00 

*0004  — Blood  Wassermann  (complement-fixation)  3.50 

*0005  — Blood  Kahn  (precipitation)  2.50 

*0008  — Chemical  examination  of  blood  complete,  including 
creatinin,  urea,  dextrose,  nitrogen  (or  NP) 

and  uric  acid  15.00 

EXAMINATIONS  FECES 

0700  — Cultural  examination  of  feces  for  causative 

micro-organism  (classification  of 

organism)  5.00-15.00AA 

0701  — Fat  in  feces  (qualitative)  1.00 

0702  — Parasites  and  ova  (concentration  method)  2.00 

0703  — Occult  blood i i 100 

EXAMINATIONS  SPINAL  FLUID 

0800  — Examination  of  spinal  fluid  for  causative 

organism  (smear)  2.00 

0801  — Cell  count  1 2.00 

0802 — Colloidal  gold  reaction  .^. 2.00 

0803  — Total  protein  (quantitative) — 3.00 

0804  — Sugar  and  chlorides  (quantitative)  3.00 

*0007  — Spinal  fluid  Wassermann  (complement-fixation)  3.50 

0805  — Cultural  examination  of  spinal  fluid,  including 

classification  of  causative  micro-organism  5.00 

0806  — Globulin  test — - - 1-00 

*Also  listed  in  PART  I 
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0807  — Complete  examination  of  spinal  fluid,  including 

complement-fixation  test,  colloidal  gold,  total 
protein,  sugar  and  chlorides,  globulin  test 

and  cell  count  10.00 

EXAMINATIONS  URINE 

*0003  — Urinalysis,  routine  chemical  and  microscopic  2.00 

0900  — Urinalysis,  routine  chemical  ... 1.00 

0901  — Chlorides  2.00 

0902  — Creatinin  3.00 

0903  — Cultural  examination  including  classification 

of  micro-organism  _ 5.00 

0904  — Hydrogenion  concentration 1.00 

0905  — Mosenthal  test 3.00 

0906  — Total  nitrogen  (Kjeldahl) : 3.00 

0907  — - Renal  function  test  (phenolsulphonephthalein) 3.00 

0908  — Urea  nitrogen  3.00 

0909  — Uric  acid  3.00 

0910  - — Urobilin  1.00 

**0260  — Urine,  culture  for  tubercle  bacillus  7.00 

**0261  — Urine,  animal  inoculation  for  diagnosis  of 

tuberculosis  with  report  of  autopsy  10.00 

SURGERY  UNCLASSIFIED 

1000  — Abscess,  deep  (including  ischio-rectal) 35.00 

1001  — Abscess,  superficial  or  furuncle 5.00 

1002  — - Adenectomy,  cervical  or  inguinal  (minor)  10.00 

1003  — Adenectomy,  cervical  or  inguinal  (radical)  100.00 

1004  — Anal  fissure,  operation  for  30.00 

1005  — Breast  tumor,  small,  benign,  excision  50.00 

1006  — Breast,  resection  of,  simple 75.00 

1007  — Breast,  resection  of,  radical,  including 

axillary  nodes  175.00 

1008  — Carbuncle  25. 00-50. 00AA 

1009  — Cellulitis  25.00 

1010  — Depuytren’s  contracture  100.00 

1011  — Fistula-in-ano,  operation  for  75.00 

1012  — Hemorrhoidectomy 100.00 

1013  — Ingrown  toenail 15.00 

1014  — Thyroidectomy  150.00 

1015  — Ulcer,  varicose,  excision  with  skin  graft 100.00 

1016  — Varicose  veins,  injection  treatment,  each  injection 3.00 

1017  — Varicose  veins,  one  leg,  operation  for 60.00 

1018  — Varicose  veins,  both  legs,  operation  for  100.00 

SURGERY  ABDOMINAL 

1400  — Abscess,  liver,  operation  for  150.00 

1401  — Appendectomy 125.00 

1402  — Cholecystectomy,  with  or  without  choledochostomy  150.00 

1403  — Cholecystostomy  100.00 

1404  — Choledochostomy  (secondary  operation) ... 150.00 

1405  — - Colostomy  100.00 

1406  — Fecal  fistula,  abdominal,  operation  for  125.00 

1407  — Gastrectomy  (partial)  200.00 

*Also  listed  in  Part  I 
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1408  — Gastroenterostomy 

1409  — Gastrostomy  

1410  — Herniotomy,  diagphragmatic  

1411  — Herniotomy,  ventral  

1412  — Herniotomy,  inguinal  or  femoral,  unilateral  

1413  — Herniotomy,  inguinal  or  femoral,  bilateral  .... 

1414  — Herniotomy,  with  intestinal  resection  

1415  — Intestinal  obstruction,  operation  for,  without 

resection  

1416  — Intestinal  obstruction,  operation  for,  with  resection  . 

1417  — Large  bowel  carcinoma,  resection  with  or  without 

preliminary  colostomy  

1418  — Laparotomy,  exploratory 

1419  — Laparotomy  and  drainage,  general  peritonitis  . 

1420  — Meckel’s  diverticulum,  operation  for  

1421  — Paracentesis,  abdomen,  therapeutic  

1422  — Pyloroplasty 

1423  — Splenectomy  

1424  — Ulcer,  gastric  or  duodenal,  operation  for  

1425  — Vagotomy,  abdominal  

1426  — Vagotomy,  abdominal  and  gastroenterostomy  ._  

SURGERY  BURNS  AND  TRAUMATIC  WOUNDS 
BURNS 

1800  — First  degree,  less  than  10%  body  surface  

Second  degree 

1801  — Less  than  25%  of  body  surface 

1802  — More  than  25%  of  body  surface 

1803  — Third  degree  burns,  depending  on  the  area  involved 

TRAUMATIC  WOUNDS 

1900  — Incised,  minor  procedure  (office  type) 

1901  — Lacerated 

1902  — Punctured  

1903  — Foreign  body  removal 

SURGERY  — GYNECOLOGICAL 

2000  — Bartholin’s  gland,  excision  

2001  — Bartholin’s  gland,  incision  

2002  — Cervical  polyp,  curettage 

2003  — Cervix,  amputation  of  (trachelorrhaphy) 

2004  — Cervix,  cauterization  

2005  — Cervix,  conization 

2006  — Cervix,  repair  of  tear  

2007  — Colporrhaphy,  combined,  including  perineorrhaphy 

2008  — Cul-de-sac,  drainage  

2009  — Cystocele,  repair  of 

2010  — Dilatation  and  curettage  

2011  — Fistula,  recto-vaginal 

2012  — Fistula,  vesico-vaginal  

2013  — Hysterectomy,  simple  (supracervical) 

2014  — Hysterectomy,  vaginal,  including 

plastic  repair  

2015  — Panhysterectomy  

2016  — Hysterectomy,  with  adnexa  

2017  — Labial  tumors  or  cysts,  removal  of 


150.00 

100.00 

150.00 

100.00 
75.00 

125.00 

150.00 

125.00 

200.00 

200.00 

100.00 

100.00 

100.00 

5.00 

150.00 

150.00 

150.00 

125.00 

150.00 


10.00 

25.00 
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50. 00-100. 00AA 

6.00 

10. 00-25. 00AA 
10. 00-25. 00AA 
10. 00-25. 00AA 

35.00 

10.00 

50.00 

75.00 

10.00 
20.00 

40.00 

135.00 

30.00 

75.00 

50.00 
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150.00 

150.00 

150.00 

165.00 

150.00 

40.00 


126  — 


MARCH  1948 


2018- — Laparotomy,  exploratory  100.00 

2019  — Myomectomy,  vaginal  operation 

(intrauterine)  75.00 

2020  — Myomectomy,  with  laparotomy 135.00 

2021  — Oophorectomy,  unilateral  or  bilateral  135.00 

2022  — Perineorrhapy  , 75.00 

2023  — Perineorrhaphy,  repair  of  cystocele  or 

rectocele  and  trachelorrhaphy  150.00 

2024  — Rectocele,  repair  of 75.00 

2025  — Salpingectomy,  unilateral  or  bilateral  with 

or  without  oophorectomy  135.00 

2026  — Tubal  inflation  15.00 

2027  — Urethral  caruncle,  removal  of 15.00 

2028  ■ — Uterine  displacement,  correction 

(laparotomy  for  suspension)  _ 125.00 

2029  — Uterine  polypi,  removal  with  curettage 50.00 

2030  — Uterine  prolapse,  operation  for,  including 

perineal  repair 150.00 

2031  — Vulvectomy,  complete,  with  bilateral 

inguinal  adenectomy  ... 165.00 

SURGERY  NEUROSURGERY 

2300  — Aneurysm,  intracranial,  operation  for  200.00 

2301  — Auditory  nerve  section  150.00 

2302  — Brain  abscess,  excision  of 150.00 

2303 -—Brain  abscess,  primary  tapping  of 100.00 

2304  — Brain  abscess,  subsequent  tapping  of  25.00 

2305  — Brain  tumor,  operation  for  200.00 

2306  — Carotid  ligation  for  intracranial  arteriovenous 

fistula  or  aneurysm 75.00 

2307  — Chordotomy  135.00 

2308  Craniotomy,  exploratory,  bilateral  (burr  holes) 75.00 

2309  — Craniotomy,  operative,  unilateral 150.00 

2310  — Gasserian  ganglion,  posterior  root  section  150.00 

2311  — Gasserian  ganglion,  injection  of  alcohol 50.00 

2312— - Hematoma,  extradural,  operation  for  , 150.00 

2313  — Hematoma,  subdural,  operation  for  100.00 

2314  — Laminectomy  125.00 

2315  — Neuroma,  superficial,  resection  of  50.00 

2316  — Nucleus  pulposus  or  intervertebral  disc, 

ruptured,  extruded  or  crushed,  operation  for 125.00 

2317  — Osteomyelitis  of  skull,  excision  of 150.00 

2318 — Peripheral  nerve,  suture  or  lysis  of __ 125.00 

2319  — Prefrontal  lobotomy  100.00 

2320  — Scalenus  anterior  syndrome,  operation  for  75.00 

2321  — - Supraorbital  nerve,  evulsion  of 50.00 

Sympathetic  nervous  system,  operations 

2322  — Unilateral  resection  100.00 

2323  — Bilateral  resection  150.00 

2324  — Presacral  plexus  resection  100.00 

*0313  — Lumbar  puncture,  including  local  anesthesia  and 

obtaining  fluid  10.00 

*0272  — Myelography,  including  operative  preparation  and 

removal  of  contrast  medium  but  excluding  X-ray  fee  15.00 
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*0273  — Pneumoencephalography,  including  operative 

preparation  but  excluding  X-ray  fee  _____  15.00 

*0275  — Ventriculography,  including  operative  preparation 

but  excluding  X-ray  fee 50.00 

SURGERY  NOSE  AND  THROAT 

2700  — Abscess,  oral  (not  to  include  dental  or  peridental)  ________  5.00-20.00AA 

2701  — Abcess,  pharyngomaxillary  space,  external 

drainage  of  100.00 

2702  — Abscess,  peritonsillar  15.00 

2703  — Abscess,  retropharygeal  20.00 

*0210  — Bronchoscopy,  without  biopsy  25.00 

*0211  — Bronchoscopy,  with  biopsy  35.00 

*0212  — Bronchoscopy,  with  removal  of  foreign  body  50.00 

*0213  — Bronchoscopy,  subsequent  to  initial  bronchoscopy  20.00 

*0216  — Esophagoscopy,  with  or  without  biopsy  or  dilatation  35.00 

*0217  — Esophagoscopy,  with  removal  of  foreign  body  _ 50.00-100AA 

*0218  — Esophagoscopy,  subsequent  to  initial  esophagoscopy  ________  20.00 

2704  — Esophagus,  dilatation  of  by  means  of  bougies  or 

sounds  — office  procedure,  no  anesthesia  5.00 

2705  — Fulguration  or  electrocoagulation  of  minor  tumor 

of  trachea  or  esophagus  50.00 

2706  — Laryngectomy  (total) 200.00 

2707  — Laryngofissure 125.00 

2708  — Laryngoscopy,  direct,  with  biopsy  of  tumor  30.00 

2709  — Laryngeal  tumor,  benign,  removal  by  direct  laryngoscopy  50.00 

2710  — Tracheotomy  i. 75.00 

2711  — Ligation  of  jugular  vein  or  carotid  artery  75. 00-100. 00AA 

2712  — Nasal  bones,  fracture,  reduction  of  20.00 

2713  — Nasal  polypus,  removal  of  25.00 

2714  — Nasal  septum,  submucous  resection  of 75.00 

2715  — Sinus,  ethmoid,  radical  operation  for,  external 

or  intranasal  150.00 

2716  — Radical  external  fronto-spheno-ethmoid  peration  _ 150.00 

2717  — Sinus,  frontal,  trephination 50.00 

2718  — Sinus,  maxillary,  intranasal  anthrotomy 

(antrum  window)  50.00 

2719  — Sinus,  maxillary,  radical  operation  for  100.00 

2720  — Sinus,  sphenoid,  intranasal  drainage  of  (sphenoidectomy)  _ _ _.  50.00 

2721  — Sinuses,  accessory  nasal,  irrigation  of  10.00 

2722  — Tonsillectomy,  with  adenoidectomy  if  indicated  40.00 

2723  — Adenoidectomy  „ 25.00 

2724  — Turbinate  bone,  galvano-cauterization  of  10.00 

2725  — Turbinectomy  — 25.00 

SURERY  OBSTERICAL 

NOTE:  Complete  maternity  care,  including  prenatal  and  postpartum 
care,  is  not  provided  by  Veterans  Administration. 

2900  — Abortion  or  miscarriage  50.00 

2901  — Breast  abscess,  deep  30.00 

2902  — Caesarian  section  — 150.00 

2903  — Delivery  in  pregnancy,  excluding  Caesarian  50.00 

2904  — Ectopic  pregnancy,  ruptured  137.50 

*Also  listed  under  EXAMINATIONS  — SPECIAL 
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SURGERY  OPHTHALMOLOGICAL 

3000  — Cataract,  needling  operation  for 50.00 

3001  — ■ Cataract,  operation  for 100.00 

3002  — Chalazion,  operation  for 10.00 

3003  — Corneal  ulcer,  cauterization 5.00 

3004  — Corneal  transplant  150.00 

3005  — Ectropion,  operation  for 50.00 

3006  — Entropion,  operation  for  50.00 

3007  — Entropion,  cautery  puncture  or  Snelling  sutures  15.00 

3008  — Enucleation  of  eye,  simple  75.00 

3009  — Enucleation  of  eye  with  implantation  for 

restoration  of  orbit  100.00 

3010  — Evisceration  of  eye 75.00 

3011 — Foreign  body,  removal  from  conjunctiva 5.00 

3012  — Foreign  body,  removal  from  cornea,  simple  5.00 

3013  — Foreign  body,  removal  from'  cornea  requiring 

dissection  or  curettage 1 10.00 

3014  — Foreign  body,  intraocular,  removal  with  or 

without  magnet 100.00 

3015  — Glaucoma,  corneal  paracentesis  for  - 50.00 

3016  — Glaucoma,  operations  of  all  types  for  attempted 

permanent  cure 100.00 

3017  — Hordeolum,  operation  for 3.00 

3018  — Iridectomy,  non-glaucomatous  75.00 

3019  — Laceration  of  lid,  suture  of _ 25.00 

3020  — Laceration  of  globe,  suture  of 50.00 

3021  — Lacrymal  duct,  dilatation  of  5.00 

3022  — Lacrymal  sac,  excision  of  _ 75.00 

3023  — Lacrymal  sac,  dacryocystorhinostomy 1 100.00 

3024— -Orbit,  reconstruction  of  100.00 

3025  — Pterygium,  operation  for 35.00 

3026  — Ptosis,  operation  for  75.00 

3027  — Retina,  detached,  operation  for  125.00 

3028  — Strabismus,  operation  for 75.00 

SURGERY  OTOLOGICAL 

3400  • — Aural  polypus,  removal  of  15.00 

3401  — Fenestration  operation  for  clinical  otosclerosis  300.00 

3402  — Mastoid,  acute,  operation  for  100.00 

3403  — Mastoid,  radical  operation  for  150.00 

3404  — Mastoidectomy,  with  lateral  sinus  drainage  and 

with  or  without  jugular  ligation  250.00 

3405  — Mastoidectomy  with  facial  nerve  decompression, 

scuture  or  graft 300.00 

3406  — Lateral  sinus,  secondary  drainage  of 150.00 

3407  — ■ Paracentesis,  tympanum,  therapeutic  5.00 

SURGERY  — THORACIC 

4300  — Decortication  for  chronic  empyema  150.00 

4301  — Decortication  iov,  hemothorax , 100.00 

4302  — Esophagogastrostomy  200.00 

4303  — Esophagus,  resection  of 200.00 

4304  — Foreign  body,  removal  from  lungs 100.00 

4305  — Foreign  body,  removal  from  heart 200.00 

4306  — Gastrectomy,  transthoracic  200.00 
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4307  — Ligation  of  patent  ductus  arteriosus 150.00 

4308  — Lobectomy 150.00 

4309  — Mediastinotomy  100.00 

4310  — Oleothorax  10.00 

4311  — Paracentesis,  pericardium,  therapeutic  5.00 

4312  — Pericardectomy  150.00 

4313  — Pericardotomy  (open  drainage  of  pericardium)  100.00 

4314  — Phrenic  nerve  operation  35.00 

4315  — Pneumolysis,  extrapleural 100.00 

4316  — Pneumolysis,  intrapleural  100.00 

4317  — Pneumonectomy  ... 200.00 

4318  — Pneumonotomy  100.00 

4319  — Pneumothorax,  artificial,  first  induction 15.00 

4320  — Pneumothorax,  artificial,  refill  10.00 

4321  — Pneumothorax,  extrapleural 75.00 

4322  — Scaleniotomy  25.00 

4323  — Subphrenic  abscess,  drainage 100.00 

4324  — Thoracentesis,  therapeutic  1 5.00 

4325  — Thoracoscopy,  cutting  pleural 

adhesions _ 75.00 

4326  — Thoracoplasty,  each  stage  75.00 

4327  — Thoracoplasty,  Schede  operation 150.00 

4328  — Thoracostomy,  without  rib  resection 35.00 

4329  — Thoracostomy,  with  rib  resection  50.00 

4330  — Thoracotomy,  exploratory  75.00 

4331  — Tumor,  thoracic  wall,  transpleural 

removal  100.00 

4332  — Tumor,  mediastinal,  removal  of 150.00 

4333  — Vagotomy,  transthoracic  100.00 

SURGERY  TUMORS 

ASPIRATION 

4700  — Cyst,  superficial  10.00 

FULGURATION  OR  ELECTROCOAGULATION 

4701  — Tumor,  superficial  5.00 

4702  — Tumor  (minor)  of  trachea,  esophagus 

or  bladder  1 50.00 


EXPLORATION  WITH  BIOPSY 

4703  — Tumor,  requiring  a major  operative  approach 
including  exploration,  verification  of 
existence,  location  and  biopsy.  This 
item  applies  particularly  to  major 
operative  approach  to  chest,  abdomen, 
head  or  brain  when  only  biopsy  is  taken, 
but  is  also  relevant  to  such  major  operation 
terminating  in  biopsy  (rather  than  resection) 


in  any  location  100.00 

REMOVAL,  EXCISION,  RESECTION  OR  OPERATION  FOR 

4704  — Tumor  or  cyst,  small,  benign  50.00 

4705  — Cyst  or  sinus,  pilonidal 75.00 

4706  — Cyst,  sebaceous,  small  10.00 

4707  — Cyst,  sebaceous,  large  15.00 

4708  — Cyst,  thyroglassal  — 100.00 
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4709  — Epithelioma,  lip,  tongue  or  face 50. 00-150. 00AA 

4710  — Epulis  ... 25.00 

4711  — Papilloma,  bladder ... 100.00 

4712  — Papilloma,  external  5.00 

4713  — Tumor,  abdominal  wall 50. 00-125. 00AA 

SURGERY  UROLOGICAL 

5000  — Circumcision,  adult  20.00 

5001  — Cystectomy,  complete  ,._T. 175.00 

5002  — Cystectomy,  partial  150.00 

*0214  — Cystoscopy  25.00 

*0215 — Cystoscopy  with  ureteral  catheterization 

or  biopsy  35.00 

5003  — Cystoscopy,  operative  35. 00-100. 00AA 

5004  Cystotomy,  suprapubic  1 75.00 

5005  — Epididymectomy 50.00 

5006  — Hydrocele,  aspiration  of 5.00 

5007  — Hydrocele,  operation  for  50.00 

5008  — Litholapaxy  75.00 

5009 — -Nephrectomy  175.00 

5010  — Nephrotomy  150.00 

5011  — Orchidectomy  50.00 

5012  — Prostatectomy,  perineal  , 150.00 

5013  — Prostatectomy,  suprapublic,  two-stage 150.00 

5014  — Prostatic  resection,  transurethral  100. 00-175. 00AA 

5015  — Prostatic  abscess,  incision  and 

drainage 75.00 

5016  — Pyelotomy  with  removal  of  calculus 150.00 

5017  — Ureteral  stone,  removal  of 

(non-operative  25. 00-75. 00AA 

5018  — Uretero-intestinal  anastamosis, 

unilateral .1 100.00 

5019  — Uretero-intestinal  anastamosis,  bilateral, 

one-stage  

5020  - — Ureterolithotomy  

5021  — Urethral  fistula,  operation  for  

5022  -—Urethrotomy,  external  

5023  — Urethrotomy,  internal 

5024  — Varicocele,  operation  for  

SURGERY  - ORTHOPEDIC 

5500  — Arthroplasty,  major  joint , 

5501  — Application  of  plaster  cast,  chest  

5502  — Application  of  plaster  cast,  thighs  and  hips  

5503  — Application  of  plaster  cast,  thigh  and  leg 

5504  — Application  of  plaster  cast,  torso  

5505  — Application  of  plaster  cast,  torso  and  hips  

5506  — - Application  of  plaster  cast,  entire  body  

5507  — Bone  graft  (long  bone),  including  plaster  cast 

5508  — Bone  plate,  removal  of  

' 5509  — Bone  tumor,  extensive,  removal  of  

5510  — Bone  tumor,  small,  removal  of  

5511  — Cartilage  of  condyle  of  femur,  removal  of  

*Also  listed  under  EXAMINATIONS  — SPECIAL 
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175.00 

50.00 

150.00 

50.00 

75.00 


150.00 

150.00 

75.00 

75.00 

50.00 
50.00 
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5512  — Cartilage,  semilunar,  removal  from  joint  75.00 

5513  — Claw  foot,  operation  for 75.00 

5514  — Coccyx,  excision  of 50.00 

5515  — Hallux  valgus,  unilateral,  operation  for  50.00 

5516  — Hallux  valgus,  bilateral,  operation  for 75.00 

5517  — Hammer  toe,  operation  for  25.00 

5518  — Osteomyelitis,  operation  for,  small  bones  50.00 

5519  — Osteomyelitis,  operation  for,  large  bones,  (tibia, 

fibula,  femur,  humerus,  radius,  ulna,  spine, 

pelvis) 100.00 

*2317  — Osteomyelitis  of  skull,  excision  of  150.00 

5520  — Paracentesis,  joint,  therapeutic  5.00 

5521  — Sequestrum,  removal  of  (deep)  1_ 50.00 

5522  — Sequestrum,  removal  of  (superficial)  1 25.00 

5523  — Tenorrhaphy,  one  50.00 

5524  — Tenorrhaphy,  each  additional 15.00 

5525  — Tenotomy,  closed  .... 25.00 

5526  — Torticollis,  spasmodic,  operation  for 75.00 

5527  — Vertebral  fixation  (Albee  or  Hibbs) 150.00 

FRACTURES  AND  DISLOCATIONS 


NOTE:  The  fees  stated  for  fractures  and  dislocations  include  reduction,  fixation  and  four- 
teen days’  postoperative  care  but  are  exclusive  of  hospital  charges,  anesthetist’s  and  X-rays 
fees.  (See  note  at  beginning  of  Part  II  of  this  fee  schedule).  Fees  for  visits  after  fourteen  days’ 
completed  postoperative  care  will  be  the  applicable  ones  of  those  listed  as  hospital,  home  or 
office  visits  in  Part  I of  this  fee  schedule  — Items  0013  — 0022,  inclusive. 

Plaster  casts  applied  or  reapplied  for  fractures  or  dislocations  during  the  period  covered 
by  the  fourteen  days’  after  care  are  considered  a part  of  the  treatment  and  no  additional  fees 
for  application  of  casts  for  these  conditions  will  be  authorized.  The  fee  for  application  or  re- 
application of  plaster  casts  after  fourteen  days’  completed  postoperative  care  will  be  fifty  per- 
cent of  the  appropriate  fee  listed  under  Items  5001  — 5506,  inclusive.  One  hundred  percent 
of  these  items  will  be  charged  only  when  disability  other  than  fracture  or  dislocation  is  being 
treated. 

The  cost  of  Plaster  of  Paris  used  for  casts  in  contract  or  private  hospitals  will  be  listed  as 
a part  of  the  hospital  charges. 

Compound  fractures.  The  fee  for  care  of  compound  fracture  is  that  for  care  of  simple 
fracture  plus  fifty  percent,  except  when  otherwise  specified. 

Open  operation  for  fracture  or  dislocation.  The  fee  for  open  operation  when  this  pro- 
cedure is  necessary  for  reduction  and  fixation  of  a fracture  or  dislocation  is  that  for  care  of 
simple  fracture  or  dislocation  plus  fifty  percent,  except  when  differently  specified. 

Multiple  fractures.  When  more  than  one  bone  is  fractured,  the  fee  will  be  that  for  the 
major  fracture  plus  fifty  percent  of  the  fee  listed  for  each  other  fracture. 

Fracture  involving  dislocation.  When  a fracture  involves  dislocation,  the  fee  will  be  that 
for  the  fracture  plus  fifty  percent  of  the  fee  for  treatment  of  the  dislocation. 

SURGERY  ORTHOPEDIC  (Compound  and  Simple  Fractures) 

Simple  Compound 


Carpal  bone,  one 

6000  — 

25.00 

6500  — 

37.50 

Carpal  bones,  each  additional  

6001  — 

5.00 

6501  — 

7.50 

Clavicle  

6002  — 

35.00 

6502  — 

50.00 

Coccyx  

6003  — 

10-50AA 

6503  — 

15-75AA 

Femur 

6004  — 

100.00 

6504  — 

150.00 

Femur,  suturing,  planting,  or  nailing  

6005  — 

150.00 

6505  — 

150.00 

*Also  listed  under  SURGERY  — NEUROSURGERY 
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Fibula,  including  Potts’  fracture  

6006 

— 

35.00 

6506 

— 

52.50 

Fibula,  including  Potts’  fracture, 

suturing  or  plating 

6007 

— 

52.50 

6507 

— 

52.50 

Finger,  one  

6008 

— 

15.00 

6508 

— 

20.00 

Fingers,  each  additional 

6009 

— 

5.00 

6509 

— 

7.50 

Humerus  

6010 

— 

50.00 

6510 

— 

75.00 

Humerus,  suturing  or  plating 

L 

6011 

— 

100.00 

6511 

— 

100.00 

Metacarpal  bone,  one  

6012 

— 

25.00 

6512 

— 

37.50 

Metacarpal  bones,  each  additional  



6013 

— 

5.00 

6513 

— 

7.50 

Metatarsal  bone,  one  — 

6014 

— 

15.00 

6514 

— 

25.00 

Metatarsal  bones,  each  additional 

6015 

— 

5.00 

65-5 

— 

37.50 

Patella  — 

6016 

— 

50.00 

6516 

— 

75.00 

Patella,  suturing  or  planting  or 

excision  

6017 

— 

100.00 

6517 

— 

100.00 

Pelvis  

6018 

— 

75.00 

6518 

— 

75.00 

Radius,  or  ulna,  or  both,  including 

Co  lies’  fracture  

6019 

— 

50.00 

6519 

— 

75.00 

Radius,  or  ulna,  or  both,  including 

Colies’  fracture,  suturing  or 

plating  

6020 

— 

100.00 

6520 

— 

100.00 

Rib,  one  

6021 

— 

10.00 

Ribs,  each  additional 

6022 

— 

5.00 

Sacrum 

6023 

— 

50.00 

6523 

— 

75.00 

Scapula  

6024 

— 

30.00 

6524 

— 

45.00 

Sternum 

6025 

— 

30.00 

6525 

— 

75.00 

Tarsal  bone,  one  

6026 

— 

20.00 

6526 

— 

37.50 

Tarsal  bones,  each  additional  

6027 

— 

5.00 

6527 

— 

7.50 

Tibia,  including  Potts’  fracture  

6028 

— 

75.00 

6528 

— 

112.50 

Tibia,  including  Ptts’  fracture, 

suturing  or  plating  

6029 

— 

112.50 

6529 

— 

112.50 

Tibia  and  fibula  

6030 

— 

100.00 

6530 

— 

75.00 

Tibia  and  fibula,  suturing  or  plating 

6031 

— 

150.00 

6531 

— 

150.00 

Toe,  one  

6032 

— 

10.00 

6532 

— 

20.00 

Toes,  each  additional 

6033 

— 

5.00 

6533 

— 

5.00 

Vertebrae,  one  or  more  

6034 

— 

100.00 

6534 

— 

150.00 

Vertebra,  transverse  process  only 

6035 

— 

15.00 

6535 

— 

52.50 

SURGERY  — ORTHOPEDIC  (Dislocations) 

7000  — Carpal  bone,  one  25. 

7001  — Carpal  bones,  each  additional 5. 

7002  — Clavicle  1 25. 

7003  — Elbow  35. 

7004  — Finger,  one  10. 

7005  — Fingers,  each  additional 5. 

7006  — Hip  75. 

7007  — Knee  75. 

7008  — Mandible 10. 

7009  — Metacarpal  bone,  one  15. 

7010  — Metacarpal  bones,  each  additional  5. 

7011  — Metatarsal  bone,  one 15. 

7012  — Metatarsal  bones,  each  additional 5. 

7013  — Patella  25. 

7014  — Pelvis  75. 

7015  — Rib : 10. 


.00 

.00 

,00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 
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7016  — Shoulder  50.00 

7017  — Shoulder,  recurrent  or  habitual,  reduction  only 25.00 

7018  — Shoulder,  recurrent  or  habitual,  correcting  operation  125.00 

7019  — Tarsal  bones,  one  20.00 

7020  — Tarsal  bones,  each  additional 5.00 

7021  — Thumb  10.00 

7022  — Toe,  one  10.00 

7023  — Toes,  each  additional „ 5.00 

7024  — Vertebrae,  one  or  more  100.00 

NOTE:  The  fee  for  open  reduction  of  a dislocation  will  be  the 

appropriate  fee  listed  above  plus  fitfy  percent. 

SURGERY  ORTHOPEDIC  (Join!  Rescetions  or  Arthrodeses) 

7400  — Ankle  joint  100.00 

7401  — Elbow  joint  100.00 

7402  — Hip  joint  150.00 

7403  — Knee  joint ■ .,. 100.00 

7404  — Shoulder  joint  125.00 

7405  — Wrist  joint  100.00 

SURGERY  ORTHOPEDIC  (Amputations) 

7800  — Forequarter  amputation  (interscapulo-thoracic 

amputation  200.00 

7801  — Disarticulation  at  shoulder  150.00 

7802— Arm 75.00 

7803  — Forearm 75.00 

7804  — Hand 75.00 

7805  — Metacarpal,  one 50.00 

7806  — Metacarpals,  each  additional  10.00 

7807  — Finger,  one  25.00 

7808  — Fingers,  each  additional 10.00 

7809  — Hindquarter  amputation  (interinomino-abdominal 

amputation)  200.00 

7810  — Disarticulation  at  hip 150.00 

7811  — Thigh  100.00 

7812  — Leg  100.00 

7813  — Foot _ 75.00 

7814  — Metatarsal,  one  50.00 

7815  — Metatarsals,  each  additional  . 10.00 

7816  — Toe,  one 20.00 

7817  — Toes,  each  additional 5.00 

ANESTHESIA 

Any  type 

8000  — First  half-hour  or  fraction  thereof 15.00 

8001  — Each  subsequent  half-hour  or  fraction  thereof  5.00 

(No  additional  fee  is  approved  for  local  anesthesia 
used  in  connection  with  usual  treatments  in  office 
or  home.  Time  is  to  be  calculated  from  beginning  of 
anesthesia  to  delivery  of  patient  to  hospital  bed.) 

MISCELLANEOUS  MEDICAL  TREATMENT 

NOTE:  A physician  who  dispenses  drugs  or  biologicals  will  consider  this 
service  included  in  his  established  visit  fee  when  the  drugs  are 
routine  non-expensive  items.  When  an  expensive  drug  is  required, 
it  is  suggested  that  the  physician  prescribe  (it  is  understood 
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that  a physician  may  prescribe  all  drugs  — expensive  and  non- 
expensive)  and  the  prescription  be  filled  at  a V.A.  pharmacy  or 
by  a pharmacy  participating  in  a state  pharmaceutical  plan. 

Allergic  desensitization  to  hay  fever 
(preseasonal  or  perennial) 

8100  — For  tree,  grass  or  weed  season  30.00 

8101  — For  two  of  these  seasons  50.00 

8102  — For  all  three  seasons 65.00 

8103  — Desensitization  to  dust  alone  or  in  combination 

with  other  allergens 30.00 

8104  — Vaccine  therapy  for  asthma,  course  of  treatment  30.00 

8105  — Blood  transfusion,  not  including  cost  of  blood  ______ 10.00 

8106  — Blood  transfusion,  not  including  cost  of  blood, 

involving  exposure  of  vein 25.00 

8107  — Blood  for  transfusion,  supply  by  donor  of 

blood  per  100  cc  5.00 

8108  — Colonic  irrigation  3.00 

8109  — Hypodermoclysis 5.00 

8110  — Injections:  subcutaneous  or  intramuscular, 

exclusive  of  cost  of  drugs,  biological  or 

other  medication  3.50 

8111  — Injection,  intravenenous,  exclusive  of  cost  of 

drug,  biological  or  other  medication  5.00 

8112  — Non-surgical  drainage  of  gall-bladder  4.00 

8113  — Preparation  of  autogenous  vaccine  including 

original  culture  10.00 

8114  — Spinal  medication,  any  type,  as  with 

meningococcus  serum,  exclusive  of  cost 

of  drug  or  biological 10.00 

8115  — Therapy,  histamine,  per  treatment  5.00 

8116  — Therapy,  electroshock  or  metrazol,  per 

treatment,  to  include  medication,  curare, 

etc.,  as  employed  1 5.00 

8117  — Therapy,  insulin  shock,  per  treatment,  to 

include  medication  10.00 

8118  — Therapy,  fever  (mechanical)  per  treatment, 

to  include  medication  and  parenteral 

administration  of  fluids  if  required 10.00 

8119 — Therapy,  malarial  fever,  per  course  75.00 


OCCUPATIONAL  THERAPY  AND  PHYSIOTHERAPY 

NOTE:  Physical  therapy  and  occupational  therapy  are  understood  to 
be  treatment  rendered  by  physicians  practicing  in  the  field 
of  physical  medicine  or  by  physical  therapists  or  occupa- 
tional therapists  who  render  such  treatment  on  a prescription 
basis  under  the  direction  of  physicians.  Authorization  for 
physical  therapy  and  occupational  therapy  will  be  issued  only 
to  physicians  who  will  in  relevant  cases  pay  the  physical  or 
occupational  therapists. 

OCCUPATIONAL  THERAPY 

8800  — Occupational  therapy  per  patient  per  hour 

(the  fee  per  patient  per  day  not  to  exceed 

$5.00) 2.00 
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Occupational  therapy  in  groups  (the  fee  per 
group  per  day  not  to  exceed  $10.00  and 
groups  not  to  exceed  five  in  number) 

8801  — Two  patients,  per  hour 

8802  — Group  of  3 to  5 patients,  per  hour 

Supplies  are  to  be  furnished  by  the  occupational 
therapist  whenever  necessary. 

PHYSICAL  THERAPY 

8803  — Infra-red  lamp  1 

8804  — Baker  ( 

8805  — Uutra  Violet  Ray 

8806  — Whirlpool  

8807  — Contrast  baths  .... 

8808  — Paraffin  baths  .... 

8809  — Hot  fomentations 

8810  — Short  or  long  wave 

8811  — Galvanism  

8812  — Sinusoidal  

8813  — Ionization  

8814  — Hydrotherapy  ... ._! 

8815  — Local  massage  and  infra-red  or  baker 

8816  — Local  muscle  reeducation  and  infra- 

red or  baker  

8817  — Suction  pressure  

8818  — Electrical  muscle  test 

8819  — Any  combination  of  treatment  / 

to  one  extremity  or  back  * 

8820  — General  massage \ 

8812  — General  exercises,  posturol  or  corrective  | 

8812  — General  underwater  exercises  I 

8823  — Gait  training  / 

8824  — General  manual  muscle  test  (anterior  . 

poliomyelitis)  / 

8825  — Muscle  reeducation  (anterior  polio- 

myelitis   

8826  — Any  combination  of  treatment  to  two  or 

more  extremities  back 

8827  — Above  listed  treatment  in  home 
ROENTGENOLOGY  WITH  INTERPRETATION 

BONES  AND  JOINTS  OF  EXTEREMITIES 

9000  — Shoulder  joint  

9001  — Hip  joint  

9002  — Films  of  bones  or  joints  distal  to  shoulder  or  hip 

9003  — Additional  films  of  bones  and  joints  distal 

to  shoulder  or  hip 

9004  — Maximum  fee  for  other  than  shoulder  or  hip  joint  

GENERAL 

NOTE:  Preparation  of  the  patient  for  radiography  in  procedures  re- 
quiring barium  meals  or  enemas,  intravenous  injection  (as  in 
the  Graham  technique  for  gall  bladder  or  intravenous  pyelog- 
raphy), will  be  included  by  the  radiologist  as  a part  of  the 
service  for  the  fees  listed  below.  In  arteriography,  phlebog- 


1 

f 


4.00 

5.00 


1.50 


2.00 


2.50 


3.00 


3.50 


4.00 


10.00 

10.00 

7.00 

2.50 

7.50 
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raphy,  bronchography,  myelography,  pneumoencephalography, 
ventriculography,  retrograde  pyelography  and  uterosalpingography, 
the  fees  listed  below  are  for  x-ray  only;  the  fees  for  prepara- 
tion for  x-ray  in  these  procedures  are  listed  under  EXAMINATIONS  — 
SPECIAL  and  SURGERY  — GYNECOLOGICAL.  The  total  fee  for  reto- 
grade  pyelography  is  cystoscopy  with  ureteral  catheterization 
plus  the  x-ray  fee  shown  below. 


9100  • — Abdomen  (Kub)  10.00 

9101  — Arteriography  or  phlebography 15.00 

9102  — - Bronchography  , 25.00 

*0029  — Chest,  roentgenological  study  of  10.00 

9103  — Colon,  barium  enema 12.00 

9104  — Cystography  : 15.00 

9105  — Esophagus  (only) 8.00 

9106  - — Eye,  localization  of  foreign  body,  Sweet  method 

or  equivalent  25.00 

9107  — Fistulae,  contrast  study 10.00 

9108  — - Gallbladder,  Graham  technique  15.00 

*0030  — Gastrointestinal,  including  barium  meal  and  enema, 

x-ray  and  fluoroscopy  with  preliminary  KUB  film 30.00 

I 9109  — Kymography  10.00 

9110  — Laminagraphy  15.00 

| 9111  — — Mandibles  10.00 

9112  — Mastoids,  including  petrous  pyramids - 10.00 

9113  — - Maxilla  and  facial  bones  10.00 

|;  9114  • — Myelography  20.00 

9115  — Nasal  bones  10.00 

i 9116  — Optic  foramina,  both  for  comparison 10.00 

9117  — Pelvis  10.00 


9118  ■ — Pneumoencephalography  20.00 

9119  — Pyelography,  intravenous,  including  cost  of  dye 20.00 

9120 — Pyelography,  retrograde  „ 15.00 

9121  — Sacroiliac  joint  10.00 

I 9122  — Sialography  10.00 

9123  — Sinuses,  paranasal  10. 00 

; 9124  — Skull 15.00 

9125  — Small  intestinal  series  * 15.00 

9126  - — Smith-Petersen  nail 20.00 

9127  Spine,  cervical  15.00 

9128  — Spine,  dorsal _• 15.00 

9129  — Spine,  lumbo-sacral  with  coccyx 15.00 

9130  — Spine,  entire 30.00 

9131  — - Stomach  and  duodenum  only  with  barium  meal  15.00 

9132  - — Thorax,  ribs  5.00 

9133  — Urethrocystography  T_ 12.00 

9134- — Uterosalpingography  25.00 

9135  — - V entriculography  including  preliminary  films  20.00 

9150  — Special  examinations  requiring  additional  time  or 

unusual  procedure.  The  fee  shall  be  that  for 

the  examination  in  question  plus  an  additional : 50% 

9151  — INTERPRETATION  OF  ROENTGENOGRAMS  per  case  5.00 

Not  to  exceed  $6,000.00  per  annum  per  Radiologist 
*Also  listed  in  PART  I 
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X-RAY  THERAPY 

9500 — Original  consultation 10. 0( 

9501  — Superficial  therapy,  benigh  lesion,  per 

treatment,  one  to  three  fields ... 5.0( 

9502  — Superficial  therapy,  benigh  lesion,  per 

treatment,  more  than  three  fields  10.01 

9503  — Superficial  therapy  for  skin  cancer,  per 

treatment t 15.01 

9504  — Maximum  fee  for  superficial  x-ray  therapy 

for  skin  cancer  50.00AA* 

95005  — Deep  x-ray  therapy,  per  treatment 10. 0C 

9506  — Maximum  fee  for  deep  x-ray  therapy 

(unless  greater  amount  is  approved  by  the 
Branch  Medical  Director  in  consultation 

with  the  Branch  Office  Section  Chief  250.00 

9507  — Each  follow-up  visit  ... 5.00 

RADIUM  AND  RADON  THERAPY 

9600  — Original  consultation : . 10.00 

9601  — Office  radium  treatment  10.00  to  25.00  AA* 

9602  — Operative  radium  insertion  or  intra- 

cabity  implantation  75.00  to  150.00  AA* 

9603  — Interstitial  radon  therapy,  office  25.00 

9604  — Interstitial  radon  therapy,  hospital, 

operative  100.00 

*AA  — arbitrary  agreement. 


PLEASE  NOTE:  The  above  Fee  Schedule  is  not  in  effect  as  yet.  Announcement  will  be  made 
of  its  acceptance  in  a later  issue. 


MEDICAL  OFFICERS  NEEDED  FOR 

SOUTH  DAKOTA  NATIONAL  GUARD 

At  the  present  time  there  are  several  vacan- 
cies in  the  South  Dakota  National  Guard  for 
qualified  Medical  Officers.  Direct  com- 

missions as  Captains  or  Majors  may  be  ap- 
plied for. 

Under  the  new  National  Guard  Regula- 
tions, no  previous  military  experience  is 

necessary  to  obtain  a commission.  The  age 
limits  are  42  for  Captain  and  47  for  Major. 
Armory  drills  are  held  once  a week  for  two 
hours,  and  a full  day’s  pay  is  given  for  each 
drill. 

Anyone  interested  may  write  direct  to  the 
Adjutant  General,  South  Dakota,  Camp 

Rapid,  Rapid  City,  South  Dakota.  If  in  the 
vicinity  of  Sioux  Falls,  Contact  Major  AGW 
Johnson,  Armory,  Coliseum  Annex,  Sioux 

Falls. 


MEDICAL  TECHNICIANS  TO  MEET 

The  South  Dakota  Society  of  Medical 
Technicians,  afiliated  with  the  American 
Society  of  Medical  Technicians  will  hold  a 
reorganization  meeting  at  the  St.  Joseph’s 
Hospital  in  Mitchell  April  8th  at  1:00  P.  M. 

Miss  Ida  Lucille  Wallace,  National  presi- 
dent of  the  Society  will  be  the  guest  speaker 
for  the  afternoon  meeting.  All  medical  tech- 
nicians associated  with  doctors  throughout 
the  state  are  invited  to  attend. 
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The  Management  of  Acute  Dermatitis* 

by 

Helen  Jane  Hare,  M.D-, 

Fellow  in  Dermatology  and  Syphilology,  Mayo  Foundation,  Rochester,  Minnesota 


The  management  of  acute  dermatitis  oc- 
casionally confronts  almost  every  physician. 
By  the  term  “acute  dermatitis”  is  meant  an 
acute,  edematous,  erythematous,  vesiculo- 
papular,  weeping,  crusting  eruption  which 
may  occur  from  either  internal  or  external 
causes.  Other  than  to  mention  briefly  a few 
of  the  more  serious  conditions  which  may  be 
manifest  in  part  by  an  acute  cutaneous  reac- 
tion, I shall  confine  my  comments  on  the  etio- 
logic  factors  to  those  external  irritants  which 
produce  dermatitis. 

The  simplest  reaction  of  the  skin  is  that  to 
a primary  irritant.  A primary  irritant  may 
be  defined  as  a substance  which  will  produce 
an  inflammatory  reaction  on  almost  any  skin. 
Poison  ivy  is  a well-known  primary  irritant. 
A sensitizer,  on  the  other  hand,  may  be  de- 
fined as  a substance  which  is  harmless  to 
most  persons  but  which  will  cause  a cuta- 
neous reaction  in  a few  hypersusceptible  per- 
sons. Nail  polish  may  be  cited  as  an  example 
of  a sensitizer. 

Dermatitis  due  to  primary  irritants 

The  signs  of  dermatitis  from  a primary  irri- 
tant are  usually  self-evident  because  of  the 
pruritus  and  the  acute  weeping  eruption 
which  appears  first  of  all  on  the  surfaces 
which  are  exposed  to  the  irritant.  Success  in 
ferreting  out  the  offending  irritant  depends 
on  the  detective  instinct  of  the  physician. 
Most  common  offenders  are  the  vegetable 
oils  of  poison  ivy,  poison  oak  and  nettles.  A 
history  of  exposure  directly  prior  to  the  on- 
set of  the  dermatitis  usually  can  be  obtained 
in  these  cases. 

In  the  variety  of  acute  dermatitis,  due  to 
poison  ivy,  the  inflammation  begins,  as  a rule, 
in  a few  hours  to  several  days  after  contact 
with  the  plant.  Much  swelling  occurs  in  re- 
gions where  the  tissue  is  lax,  such  as  about 
the  eyes  and  in  the  genital  region.  Dermatitis 
may  develop  from  primroses.  In  its  acute 
form  it  may  resemble  the  cutaneous  reaction 
produced  by  poison  ivy.  It  also  may  be  less 


intense  and  is  then  characterized  particularly 
in  recurrent  attacks  by  scaling  infiltrated 
lesions- 

Ragweed  dermatitis 

Ragweed  dermatitis1  is  encountered  rather 
frequently  here  in  the  Midwest  and  should 
be  suspected  by  the  tendency  to  seasonal  re- 
currence each  year.  The  eruption  is  usually 
confined  to  the  exposed  parts  of  the  skin.  The 
reaction  of  the  sensitized  person  depends  in 
each  case  on  the  degree  of  sensitivity  and  the 
amount  of  exposure  to  the  irritant.  In  the 
northern  middlewestern  states  there  is  usually 
sufficient  dust  in  the  wind  in  early  summer 
to  cause  symptoms  of  pruritis  among  persons 
who  are  particularly  sensitive;  however, 
among  most  of  these  persons  who  have  had 
several  attacks  of  dermatitis,  the  onset  usually 
can  be  dated  to  a definite  week  in  July  which 
in  itself  is  an  important  clue  to  the  nature  of 
the  irritating  agent.  The  symptoms  are 
usually  marked  by  August,  reach  a maximum 
in  September  and  subside  gradually  within  a 
few  weeks  after  the  first  frost.  This  coin- 
cides fairly  well  with  the  season  of  pollina- 
tion of  the  ragweeds.  Flare-ups  may  occur 
after  hunting  trips,  after  weeding  in  the  gar- 
den or  after  handling  hay  or  grain  which  has 
become  contaminated  by  the  irritant.  Most 
farmers  and  grain  dealers  are  exposed  to 
ragweed  dust  the  year  around.  Such  persons 
may  have  dermatitis  all  of  the  time  after 
numerous  attacks  throughout  the  winter 
months.  In  time,  the  reactivity  of  the  skin,  at 
first  limited  to  ragweeds,  may  be  extended 
over  a wider  range  of  irritants,  including 
pyrethrum,  turpentine  and  other  vegetable 
oils. 

When  contact  sensitivity  of  this  type  is 
suspected,  the  patient  is  tested  by  the  patch 
method  for  sensitivity  to  the  more  common 
weeds  and  cultivated  plants  in  harmony  with 

* Read  before  the  meeting  of  the  South  Dakota 
State  Medical  Association  at  Rapid  City,  South 
Dakota,  June  2 to  4,  1947. 
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the  environment.  In  the  case  of  weeds,  a 
small  amount  of  the  pollen  is  placed  on  a 
square  cloth  that  has  been  slightly  moistened 
with  olive  oil  and  applied  to  a clear  site  on 
the  skin  and  fixed  with  adhesive  tape  for  ap- 
proximately twenty-four  to  forty-eight  hours. 
A positive  reaction  is  manifested  by  pruritus 
and  the  appearance  of  varying  degrees  of 
eczematoid  change  at  the  site  in  the  form  of 
erythema,  edema  and  vesiculation.  In  un- 
usually sensitive  persons,  the  patch  should  be 
removed  and  the  site  cleansed  with  alcohol 
at  the  first  sign  of  irritation  in  order  to  pre- 
vent a possible  systemic  flare-up  at  all  the 
sites  of  the  previous  dermatitis.  Patch  tests 
should  include  samples  of  the  several  rag- 
weeds, as  well  as  sage,  burweed  marsh  elder, 
cockle-bur;  pyrethrum  and  turpentine,  in  any 
case  of  a recurrent  eruption  in  the  summer 
months.  It  should  be  emphasized  at  this  point 
that  to  use  a patch  test  with  the  irritating 
substance  when  the  patient  exhibits  ery- 
thema, edema  and  vesiculation  often  will 
cause  aggravation  and  extension  of  the  der- 
matitis. The  effort  to  determine  the  cause  of 
dermatitis  by  this  method  should  be  post- 
poned until  the  acute  reaction  has  subsided. 
Occupational  and  related  types  of  dermatitis 

Acute  dermatitis  of  occupational  origin  has 
attracted  an  increasing  amount  of  attention. 
Legislation  for  the  protection  of  workers  in 
various  industries  and  occupations  has  been 
passed  in  many  states.  Lane2  estimated  that 
65  per  cent  of  industrial  diseases,  exclusive 
of  accidents,  are  dermatoses.  The  industrial 
physician  has  to  determine  whether  a der- 
matosis has  been  produced  by  the  industrial 
environment,  has  been  merely  irritated  by 
environmental  factors,  or  has  nothing  to  do 
with  the  patient’s  occupation. 

The  most  common  industrial  dermatitis  is 
that  due  to  external  irritation.  The  offending 
substance  may  be  gaseous,  liquid  or  solid.  The 
question  of  sensitization  is  important  in  these 
eruptions.  Dermatitis  may  develop  at  the 
first  apparent  contact  of  a worker  with  a 
certain  substance.  If  the  patient  is  hypersen- 
sitive, previous  contact  must  be  assumed,  al- 
though it  is  often  difficult  to  determine  the 
source.  Usually  a worker  will  come  in  con- 
tact with  a substance  for  a varying  period  be- 
fore hypersensitivity  is  manifest.  The  in- 
cubation period  may  vary  from  a few  days  up 


to  many  years.  Sensitization,  of  course,  may 
occur  in  spite  of  contact  with  the  offending 
substance  with  impunity  for  years.  A number 
of  factors  predispose  to  the  development  of 
contact  dermatitis.  Acute  dermatitis  is  seen 
more  frequently  in  young  and  new  workers. 
The  type  of  skin  constitutes  an  important 
factor.  Many  factories  will  not  employ 
workers  with  white,  thin  skins  or  ichthyotic 
individuals  in  occupations  which  bring  them 
in  contact  with  potential  irritants.  Another 
factor  is  perspiration.  Workers  who  perspire 
excessively  are  more  likely  to  develop  der- 
matitis from  substances  which  are  irritating 
only  in  the  presence  of  moisture  or  when  they 
are  in  solution.  Excessive  perspiration,  com- 
bined with  friction  too,  tends  to  macerate  the 
skin  and  thus  renders  it  less  resistant  to  ex- 
ternal irritants- 

It  is  impossible  at  this  time  to  enumerate 
all  the  different  agents  which  might  act  as 
sensitizers  in  an  occupational  dermatitis;  how- 
ever, a few  of  the  more  common  irritants 
will  be  mentioned.  Soap  and  soap  substitutes 
are  perhaps  the  most  common  causes  of  der- 
matitis seen  among  housewives,  nurses,  sur- 
geons and  workers  in  canning  factories. 

Acids  and  alkalies  used  by  metal  workers 
are  frequently  a cause  of  cutaneous  injury. 
Alkalies  penetrate  and  destroy  deeply  be- 
cause their  compounds  have  a soluble  action 
on  the  tissues. 

Arsenic  is  one  of  the  most  common  chem- 
ical causes  of  dermatitis  and  it  is  used  so  fre- 
quently in  all  types  of  industry  that  it  usually 
is  one  of  the  irritating  substances  which  must 
be  excluded  in  any  case  of  dermatitis  among 
industrial  workers. 

Chromic  acid  and  the  bichromates  are 
strongly  corrosive  and  irritating  to  the  skin. 
Aside  from  occurrence  among  employees  in 
chromate  works,  chrome  dermatitis  is  en- 
countered among  tanners,  painters,  dyers, 
photographers  and  printers.  Traces  of  bichro- 
mates in  shoe  leather  may  cause  dermatitis  of 
the  feet  and  contact  with  chromium-plated 
faucets  and  zippers  may  cause  chronic  eczema 
of  the  palms  and  fingers. 

Dermatitis  may  be  caused  by  the  local  ap- 
plication of  mercurial  remedies  or  by  contact 
with  the  metal  used  in  the  handling  of  furs, 
in  the  use  of  amalgams  by  dentists,  in  the 
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making  of  barometers  and  in  the  dusting 
powders  used  by  farmers. 

Nickel,  too,  is  a common  sensitizer.  Der- 
matitis resulting  from  its  use  is  seen  among 
tellers  in  banks,  from  the  wearing  of  nickel 
garters,  nickel-plated  jewelry  or  spectacle 
frames,  wrist  watches  or  zippers.  The  erup- 
tion is  usually  well  localized  to  the  region  of 
direct  contact. 

Dermatitis  or  burn  may  be  produced  by 
phosphorus.  Match-box  dermatitis  is  a well- 
known  example.  The  dermatitis  in  this  in- 
stance usually  begins  on  the  thigh  under  the 
pocket  where  a box  of  matches  is  carried. 
This  is  usually  followed  by  inflammation  of 
varying  grades  on  the  face,  eyelids  and  hands. 
This  condition  is  characterized  by  recurrence 
and  resembles  eczema  to  a marked  degree. 

Dermatitis  may  arise  in  those  engaged  in 
the  manufacture  and  use  of  synthetic  dyes, 
chiefly  paraphenylendiamine,  which  is  em- 
ployed universally  for  hair  and  fur  dyes-  Im- 
proper finishing  with  an  excess  of  para  com- 
pound and  aniline  that  comes  off  easily  is  a 
common  cause  of  dermatitis  from  cheap  dyed 
goods.  Hairdressers  and  furriers  develop  erup- 
tions at  first  on  the  back  of  the  hands,  the 
fronts  of  the  wrists,  the  forearms,  eyelids, 
nose,  forehead  and  other  parts  of  the  face. 
Aniline  compounds  employed  in  the  coloring 
of  lipsticks,  rouges,  hatbands  and  various 
articles  of  apparel  may  cause  dermatitis. 

In  the  medical  and  dental  professions,  der- 
matitis has  developed  from  the  use  of  local 
anesthetic  agents,  such  as  procaine  hydro- 
chloride, butyn,  and  nupercaine.  Phenol, 
iodoform,  the  mercurial  antiseptics  and  form- 
alin have  been  found  to  produce  dermatitis 
in  susceptible  individuals.  Surgical  rubber 
gloves  are  common  sources  of  dermatitis  of 
the  hands. 

Occupational  dermatitis  is  an  involved  and 
often  difficult  problem  to  solve  but  it  is 
vitally  important  that  the  cause  of  the  erup- 
tion be  discovered  if  possible.  Verification 
is  made  by  the  patch  test  with  the  suspected 
agent.  If  the  substance  is  a liquid  or  solid, 
application  is  not  difficult.  Some  sort  of 
occlusive  dressing  should  be  used,  since  some 
substances  are  volatile  and  will  evaporate  or 
are  liquids  which  tend  to  dry  out.  If  the  sub- 
stance is  solid,  it  is  advisable  to  moisten  it 
because  it  may  be  less  irritating  in  the  dry 


state. 

An  interesting  phenomenon3  in  association 
with  occupational  dermatitis  is  known  to 
workers  as  “skin  hardening.”  Dermatitis, 
developing  to  a mild  degree  soon  after  the 
individual  is  first  exposed  to  a substance, 
may  disappear  after  a time,  even  though  ex- 
posure continues.  It  is  believed,  however, 
that  this  occurs  only  when  the  dermatitis  is 
due  to  a primary  irritant  and  not  to  a sen- 
sitizer. 

It  must  be  stressed  that  dermatitis  on  the 
exposed  surfaces  of  an  industrial  worker  is 
not  always  due  to  the  patient’s  occupation. 
Clothing,  cosmetics,  jewelry  and  household 
irritants  may  be  responsible  as  was  brought 
out  in  the  case  of  nickel,  phosphorus  and 
paraphenylendiamine.  Cosmetics,  particu- 
larly, are  noted  sensitizers.  Synthetic  henna 
and  other  colors  incorporated  in  some  hair 
dyes  cause  eruptions  which  are  rather  charac- 
teristic. The  eruption  due  to  hair  dyes  usually 
begins  with  itching,  redness  and  puffiness  of 
the  upper  eyelids,  tops  of  the  ears,  sides  of 
the  forehead  and  back  of  the  neck.  Eyelash 
dyes  cause  a persistent  pruritus  and  swollen 
condition  of  the  lids  and  even  serious  injury 
to  the  eyes.  The  substance  in  nail  polish  that 
causes  dermatitis  is  usually  the  resin  that 
gives  the  indelible  quality.  Dermatitis  due  to 
nail  polish  occurs  most  often  on  the  eyelids, 
face,  sides  of  the  neck,  over  the  clavicles  and 
around  the  ears. 

Other  types 

Probably  the  largest  group  of  patients  seen 
in  a dermatologist’s  office  with  dermatitis 
venenata  are  those  whose  dermatitis  has  been 
overtreated  with  an  irritating  preparation  ob- 
tained from  a neighbor  or  from  a drug  store. 
Many  of  the  advertised  preparations  for  the 
treatment  of  skin  diseases  are  cutaneous  irri- 
tants for  a number  of  people  and,  although 
the  sensation  of  itching  is  often  decreased 
by  their  application,  an  aggravation  of  the 
dermatitis  occurs  more  frequently.  Another 
group  of  cases  of  acute  dermatitis  includes 
patients  who  have  used  keratolytic  ointments 
for  the  treatment  of  supposed  fungus  infec- 
tions. The  tendency  to  call  all  vesicular  scal- 
ing and  macerated  parts  of  the  hands  and  feet 
“fungus  infection”  has  resulted  in  the  fre- 
quent use  of  keratolytic  substances,  usually 
containing  salicylic  acid,  on  the  glabrous  skin. 
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Whitfield4  originally  stated  that  his  ointment 
should  be  used  only  on  the  thick  skin  of  the 
soles  and  palms,  an  admonition  that  has  been 
more  or  less  unheeded  by  prescribers.  Sulfur 
dermatitis  also  is  seen  frequently,  usually 
after  overtreatment  for  scabies.  The  patient 
continues  to  apply  the  treatment  for  the  per- 
sistent pruritus  until  he  finally  consults  the 
physician  who  finds  that  sulfur  dermatitis 
only  is  present.  In  no  other  specialty  in  medi- 
cine is  there  so  much  self-medication  as  in 
dermatology.  This  fact  further  complicates 
the  cutaneous  picture  for  the  examining  phy- 
sician. 

Regarding  the  internal  causes  of  acute  der- 
matitis,5 it  is  not  well  to  lose  sight  of  the 
fact  that  traumatic  dermatites  may  appear  as 
the  result  of  itching  due  to  systemic  disease. 
Occasionally,  when  a patient  has  had  no  pre- 
vious skin  trouble,  a malignant  lesion  of  the 
bowel,  liver  or  lung  will  be  accompanied  by 
pruritus  of  the  hands,  face  or  trunk.  In  ad- 
dition to  a malignant  lesion,  other  systemic 
causes  are  hypertension,  nephritis,  diabetes 
and  urinary  retention  in  prostatic  hyper- 
trophy. The  appearance  of  extensive  der- 
matitis in  an  adult  who  has  not  had  previous 
skin  trouble  warrants  search  for  one  of  the 
lymphoblastomas,  which  include  Hodgkin’s 
disease,  lymphosarcoma  and  the  various 
leukemias. 

Skin  tests 

Skin  tests  performed  by  either  intradermal 
or  scratch  technic,  offer  no  help  in  determin- 
ing the  cause  of  acute  dermatitis,  even  though 
an  occasional  patient  is  encountered  in  whom 
the  dermatitis  may  be  due  to  a food  idio- 
syncrasy. The  reason  skin  tests  are  unreli- 
able in  the  presence  of  acute  dermatitis  is 
that  many  false  positive  reactions  are  ob- 
tained because  of  the  unbalanced  state  of  the 
skin  and  the  positive  reactions  frequently  are 
the  result  of,  rather  than  the  cause  of,  the 
dermatitis. 

Treatment 

Treatment  of  acute  dermatitis  is  essentially 
the  same,  regardless  of  the  causative  agent. 
If  the  cause  can  be  determined,  this  should  be 
removed  before  treatment  is  instituted.  The 
patient  is  usually  acutely  uncomfortable  and, 
above  all,  desires  relief  from  the  pain  and  se- 
vere pruritus.  Therapeutic  measures  should 
be  as  mild  as  possible.  Wet  dressings  of  a 


weak  astringent  or  a mild  antiseptic  solution 
will  usually  offer  the  patient  the  greatest  re- 
lief. A few  of  the  mild  wet  dressings  which 
are  well  tolerated  are  the  following:  0.5  per 
cent  solution  of  aluminum  subacetate;  half 
saturated  solution  of  boric  acid;  1:21,000 
solution  of  silver  nitrate  and  physiologic 
salt  solution.  When  secondary  infection 
is  present,  1:15,000  or  weaker  solution  of 
potassium  permanganate  may  be  used.  In 
cases  in  which  vesiculation  is  marked,  a hand 
or  foot  bath  may  be  used  in  place  of  the 
dressings. 

A wet  dressing  to  be  effective  must  keep 
the  skin  wet.  This  is  accomplished  by  using  a 
large  amount  of  gauze  held  on  by  a bandage 
which  is  not  too  tightly  applied  and  which  is 
not  covered  by  an  impervious  dressing.  The 
upper  and  lower  ends  of  the  gauze  should  be 
loose  enough  so  that  the  solution  can  be 
poured  on  at  the  open  ends  of  the  dressing 
every  half  hour  or  oftener.  Removing  the 
dressing  every  three  to  four  hours  and  satura- 
ting it  from  a basin  of  the  solution  is  advis- 
able. If,  when  the  bandage  is  removed,  the 
gauze  is  stuck  to  the  skin,  it  is  obvious  that 
the  purpose  of  the  wet  dressing  has  failed  and 
that  no  good  has  been  accomplished-  A com- 
plete change  of  the  dressing  should  be  made 
several  times  each  twenty-four  hours  if  in- 
spection of  the  gauze  reveals  much  purulent 
discharge. 

The  chief  objections  to  wet  dressings  are 
the  waterlogging  of  the  skin  and  the  danger, 
especially  in  the  case  of  elderly  patients  of 
catching  cold.  These  objections  can  usually  be 
overcome  by  removing  the  dressing  for  half 
an  hour  every  six  hours  and  allowing  the 
skin  to  dry  out. 

The  failure  of  wet  dressings  to  produce  re- 
lief when  properly  applied  may  be  due  to  one 
of  the  following  factors:  the  solution  may  be 
too  strong;  its  pH  may  be  too  low  or  too  high, 
or  the  dermatitis  may  still  be  in  the  process 
of  spreading.  When  these  situations  arise,  the 
type  of  application  may  be  changed  or  weak- 
er dilutions  may  be  used  and  mild  sedation 
given.  Acetylsalicylic  acid  by  mouth,  grains  5 
(0.3  gm.)  four  times  daily  will  serve  to  relieve 
the  intense  pruritus.  Sedatives  of  the  barbi- 
turate type  should  be  avoided  because  of 
their  tendency  to  produce  cutaneous  erup- 
tions. The  use  of  the  new  antihistamine  prep- 
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arations,  such  as  benadryl  and  pyribenzamine 
hydrochloride,  has  been  found  helpful.  The 
side  effects  of  benadryl  should  be  pointed 
out  to  the  patient  and  he  should  be  warned 
against  driving  a car  while  under  the  influ- 
ence of  the  drug. 

In  treating  a patient  who  has  dermatitis 
which  involves  most  of  the  body,  the  pruritus 
is  often  best  relieved  by  having  the  patient 
immerse  once  or  twice  a day  in  a bath  of 
cornstarch  and  soda  or  in  a bath  containing 
boiled  oatmeal-soda  gruel  in  a bag.* 

As  the  vesiculation  and  edema  subside  and 
the  process  becomes  less  acute,  use  of  the  wet 
dressings  may  be  discontinued  and  a mild 
ointment  applied.  Some  of  the  preparations 
which  might  be  used  are  3 per  cent  ichthyol 
in  either  zinc  oxide  or  aquaphor,  equal  parts 
of  aquaphor  and  lime  water  or  calamine 
lotion,  followed,  when  it  has  dried,  by  boric 
acid  ointment.  Should  the  ointment  cause  any 
discomfort,  it  is  usually  advisable  to  return  to 
the  use  of  the  wet  dressings  for  two  or  three 
periods  of  several  hours  each. 

Caution  is  necessary  in  the  use  of  keratoly- 
tic  agents.  Their  use  is  indicated  only  when 
the  lesion  of  the  skin  is  chronically  thickened, 
dry  and  lichenified,  and  not  when  it  is  moist 
from  vesiculation.  Even  when  such  agents 
as  salicylic  or  benzoic  acid  are  indicated,  it 
is  advisable  to  use  them  in  weak  concentra- 
tions- Either  1 per  cent  of  pix  liquida  or  1 per 
cent  of  liquor  carbonis  detergens  may  be  in- 
corporated in  a suitable  base  during  this  phase 
of  the  disease.  Local  applications  containing 
mercurial  salts,  sulfur,  resorcinol  and  local 
anesthetics,  such  as  ethyl  aminobenzoate, 
should  be  avoided  due  to  their  sensitizing 
properties. 

Sulfathiazole  and  sulfadiazine  by  either 
topical  or  internal  use  for  a time  proved  to  be 
two  of  the  most  effective  remedies  available 
for  the  treatment  of  superficial  pyogenic  in- 
fections of  the  skin.  Gradually,  however,  it 
was  realized  that  these  drugs  were  potent 
sensitizers  without  and  within.  In  view  of 
this  discovery,  their  use  has  become  limited 
to  but  a few  dermatologic  conditions  in  which 
they  are  highly  specific.  Penicillin,  likewise 
was  found  to  be  highly  effective  locally, 
either  in  the  form  of  wet  dressings  or  when 
incorporated  into  an  ointment.  Further  ob- 
servations have  revealed  that  it,  too,  contains 


highly  sensitizing  properties.  Hence,  its  use 
has  become  restricted  to  the  more  serious  sys- 
temic disorders. 

It  is  not  advisable  to  give  injections  of 
foreign  proteins,  such  as  vaccine,  antigens  and 
serums,  to  patient  who  have  acute  vesicular 
dermatitis.  Such  agents  will  be  tolerated  in 
some  instances  but  more  often  severe  accent- 
uation or  even  complete  generalization  of  the 
dermatitis  may  follow  their  administration. 
The  use  of  poison-ivy  antigen  has  been  recom- 
mended by  some  physicians  as  a therapeutic 
agent  but  its  use  on  occasion  has  been  fol- 
lowed by  a rapid  spreading  of  the  eruption 
to  involve  the  whole  body. 

It  should  be  emphasized  that  the  skin  of 
a patient  who  has  acute  dermatitis  is  hyper- 
reactive or  hypersensitive  and  a number  of 
medicaments  which,  under  normal  conditions, 
are  well  tolerated  will  produce  in  an  ab- 
normal skin  a severe  aggravation  of  the  der- 
matitis. This  may  occur  not  only  in  the  in- 
volved parts  but  may  be  noted  also  on  almost 
any  part  of  the  patient’s  skin.  Although  the 
mechanism  of  hypersensitivity  is  not  too  well 
understood,  it  might  be  well  to  comment  on 
the  part  it  plays  in  the  result  of  local  measures 
used  in  the  treatment  of  acute  dermatitis. 
Such  a reaction  is  frequently  noted  when  a 
patient  consults  a physician  shortly  after  the 
onset  of  the  dermatitis  and  the  wet  dressings 
applied  give  no  comfort.  Applications  of  wet 
dressings  of  several  types  for  two  to  three 
days  likewise  fail  to  relieve  the  pruritus  and 
all  the  while  the  dermatitis  is  spreading.  This 
failure  to  respond  to  treatment  is  frequently 
the  result  of  the  increasing  hypersensitivity 
and  it  is  during  this  period  particularly  that 
the  local  use  of  strong  applications  will  ag- 
gravate the  condition.  Four  or  five  days  or 
longer  may  be  required  for  the  dermatitis  to 
reach  its  peak.  During  this  time  wet  dressings 
of  weak  solutions  of  various  types  may  be 
(Continued  on  Page  163) 

* Corn  starch  and  soda  bath. — Make  a cold  water 
paste  of  1 cup  of  corn  starch  and  14  cup  of  bak- 
ing soda.  Put  this  paste  into  about  % tub  of 
warm  water. 

Colloid  bath. — Boil  2 cups  of  bulk  oatmeal  in  1 
quart  of  water  for  thirty  to  forty-five  minutes 
in  a double  boiler.  Allow  to  cool  for  fifteen 
minutes,  then  add  Vz  cup  baking  soda.  Pour  the 
entire  mixture  into  a gauze  bag  and  tie  shut. 
Place  in  Vz  to  % tub  of  water  at  about  90o  to 
960  F.  Patients  may  stay  in  the  tub  one  half 
hour  to  two  hours  expressing  the  oatmeal  mash 
through  the  gauze  and  applying  it  over  the  body. 
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Renal  Tumor 

by 

Walter  A.  Dawley,  M.D.  F.A.C.S. 
Rapid  City,  S.  D. 


The  subject  of  renal  tumor  seems  timely, 
especially  since  the  concerted  drive  against 
cancer  on  the  part  of  the  laity  is  taking  real 
form  and  is  beginning  to  bear  fruit.  As  the 
campaign  against  cancer  spreads  throughout 
the  nation  and  as  the  people  become  more 
cancer-conscious,  they  will  seek  consultation 
in  greater  numbers  concerning  questions  re- 
lated to  the  general  subject  of  malignant 
processes.  It  will  behoove  us,  therefore,  to 
be  able  to  answer  their  questions  promptly 
and  intelligently,  and,  a review  of  the  diagnos- 
tic features  of  tumors  of  the  kidney  should  be 
most  opportune.  It  is  not  my  purpose  to  dis- 
cuss exhaustively  the  diagnosis  of  tumors  of 
the  kidney  nor  shall  I attempt  to  tell  how  to 
make  the  differential  diagnosis  but  a state- 
ment of  certain  observations,  deductions  and 
experiences  should  be  helpful. 

Classification 

Since  tumors  of  the  kidney  are  not  all  of 
the  same  type,  a general  classification  will 
clarify  partition  of  the  subject  for  the  purpose 
of  this  discussion.  The  cystic  conditions  of  the 
kidney  including  the  solitary  cyst  and,  the 
always  interesting,  always  bilateral  and  al- 
ways incurable  polycystic  process,  are  so  rare 
as  to  be  of  academic  interest  chiefly,  and 
therefore  I shall  not  devote  further  time  to 
their  consideration.  There  has  been  so  much 
controversy  in  regard  to  the  classification  of 
solid  tumors  of  the  parenchyma  of  the  kidney 
that  it  has  led  to  confusion  and  I am  content 
to  let  the  pathologists  argue  concerning  the 
histopathologic  structure  of  the  neoplastic 
growths  and  to  confine  my  discussion  to  gross 
features  since  they  are  of  greater  interest  and 
of  more  value  to  Clinicians.  Such  a classifica- 
tion has  been  suggested  by  Bugbee4  and  is 
as  follows:  (A)  Renal  tumors  of  infancy  and 
childhood,  such  as  the  Wilms  tumor.  (B) 
Tumors  of  adult  life,  such  as  1 solid  tumors 
of  the  parenchyma  of  the  kidney  of  which 
hypernephroma  or  Grawitz’  tumor  is  the  most 
frequent;  2 tumors  of  the  renal  pelvis,  such  as 


benign  papilloma,  malignant  papilloma  or 
squamous  cell  caroinoma;  and  3 tumors  of  the 
renal  capsule,  such  as  the  lipomata.  I shall 
present  case  reports  illustrating  several  of 
these  types  of  tumor  of  the  kidney.  First, 
however,  a brief  discussion  of  some  of  the  out- 
standing diagnostic  criteria  is  in  order. 

Diagnostic  Criteria 

The  cardinal  symptoms  of  tumor  of  the 
kidney  are  hematuria,  pain,  tumor,  loss  of 
weight  and  anemia.  In  contradistinction  to 
the  experience  of  adults  who  have  disease  of 
this  nature,  urinary  symptoms  seldom  accom- 
pany renal  tumor  occurring  during  childhood. 
Remote  disturbances  produced  by  metastatic 
implants  in  the  lungs  or  in  the  bones  may  be 
the  first  suggestion  that  a tumor  of  the  kidney 
is  present.  However,  such  an  experience  is 
quite  rare. 

There  is  something  sufficiently  alarming 
about  the  abnormal  loss  of  blood  to  terrify 
most  of  us,  and  hematuria  is  the  manifestation 
which  most  frequently  causes  the  patient  to 
consult  a doctor.  Hematuria  usually  signifies 
the  presence  of  a pathologic  condition  in  the 
genito-urinary  tract  which  may  be  situated 
anywhere  in  that  system  from  the  upper- 
most calyx  of  a kidney  to  the  urethra.  Tumor 
of  the  parenchyma  or  of  the  pelvis  of  the 
kidney,  or  neoplasm  of  the  bladder,  tuber- 
culosis of  the  kidney  or  of  the  bladder,  stones 
in  the  genito-urinary  tract,  or  even  prostatitis 
may  be  responsible  for  the  bleeding.  It  is  im- 
portant to  distinguish  between  gross  hema- 
turia and  terminal  hematuria.  In  the  former, 
all  of  the  urine  voided  is  colored  red  by  the 
presence  of  blood,  while  in  the  latter,  a small 
amount  of  blood  or  clotted  blood  is  expelled 
from  the  urethra  after  fairly  clear  urine  has 
been  discharged.  The  presence  of  terminal 
hematuria  suggests  that  the  pathologic  pro- 
cess is  in  the  lower  portion  of  the  urinary 
tract  rather  than  in  the  kidney  or  in  the 
ureter. 

Mention  of  so-called  essential  hematuria  or 
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idiopathic  hematuria  seems  pertinent  to  this 
discussion  although  these  terms  refer,  of 
course,  to  bleeding  from  the  kidney  in  the  ab- 
sence of  a demonstrable  causative  lesion.  Not 
infrequently  this  unexplained  loss  of  blood 
continues  at  intervals  over  a period  of  years. 
However,  one  is  not  justified  in  concluding 
that  bleeding  is  idiopathic  until  repeated, 
complete  urologic  examinations  at  intervals 
over  period  of  months  have  failed  to  reveal  a 
pathologic  condition.  The  literature  contains 
reviews  of  a number  of  cases  of  so-called 
idiopathic  hematuria  in  which  nephrectomy 
revealed  that  angioma  of  the  renal  pelvis  was 
responsible  for  the  bleeding.  Angioma  of  the 
renal  pelvis  does  not  enlarge  the  kidney  nor 
does  it  distort  the  pyelographic  pattern,  How- 
ever, a blood  clot  within  the  pelvis  of  the 
kidney  may  produce  a distinct  filling  defect, 
demonstratable  in  a roentgenogram. 

Localized  cortical  necrosis  may  be  respon- 
sible for  hematuria;  sometimes  the  site  of  the 
bleeding  is  only  a very  small  necrotic  area 
in  the  tip  of  one  of  the  calices.  Occasionally 
these  necrotic  areas  represent  residual  non- 
specific infection  such  as  chronic  pyelone- 
phritis and  the  intermittent  bleeding  comes 
from  some  of  the  small  vessels  in  the  renal 
pelvis. 

The  pain  that  is  associated  with  renal 
tumor  varies  in  charcter  and  duration.  The 
passage  of  blood  clots  down  the  ureter  may 
produce  pain  resembling  renal  colic.  When 
the  pain  is  continuous  and  of  dull  aching 
character  it  is  more  likely  to  be  caused  by 
actual  invasion  of  the  surrounding  structures 
by  the  neoplastic  process  or  by  pressure  of 
the  mass  on  adjacent  viscerea.  If  the  pain  is 
of  sudden  occurrence  and  of  dull  aching 
character  it  may  be  due  to  sudden  hemorrhage 
and  the  resulting  increase  in  intrarenal  pres- 
sure. Pressure  on  nerve  trunks  or  on  ad- 
jacent structures  may  cause  pain  of  neuralgic 
character.  Pain  is  usually  of  shorter  duration 
than  most  of  the  other  symptoms  because, 
like  bleeding,  it  causes  the  patient  to  seek 
relief  promptly. 

Both  hematuria  and  pain  are  prominent 
symptoms  of  papillary  tumor  of  the  urinary 
tract,  but  the  chief  manifestation  is  bleeding, 
and  because  of  its  profuse  nature  a notice- 
able degree  of  secondary  anemia  is  present 
frequently.  If  the  papillary  lesion  is  situated 


in  the  bladder  the  bleeding  is  likely  to  be 
much  more  frequent  and  profuse  than  that 
which  is  associated  with  a similar  neoplasm 
of  the  renal  parenchyma.  It  is  probable  that 
in  most  instances  the  pain  accompanying 
papillary  tumor  in  the  renal  pelvis  is  pro- 
duced by  the  valve-like  action  of  a peduncul- 
ated growth  which  causes  obstruction  inter- 
mittently at  the  ureteropelvic  juncture  or 
that  the  passage  of  a clot  of  blood  down  the 
ureter  is  the  causative  factor.  Pain  of  this 
origin  is  severe  and  colicky  and  on  that  ac- 
count a diagnosis  of  renal  or  ureteral  cal- 
culus often  is  made  erroneously.  Papilloma 
of  the  renal  pelvis  spreads  by  continuity;  it 
migrates  down  the  ureter  toward  the  bladder 
and  may  even  involve  the  bladder.  All  papil- 
lomas of  the  urinary  tract  should  be  con- 
sidered to  be  potentially  malignant  even 
though  they  appear  to  be  benign. 

The  presence  of  a palpable  tumor  is  a more 
infrequent  symptom  of  renal  neoplasm  than 
either  hematuria  or  pain.  Since  the  kidney 
occupies  a deep  position,  it  is  obvious  that  the 
growth  must  be  quite  large  before  it  is  detec- 
table by  the  patient.  Generally  speaking,  it 
may  be  said  that  when  the  tumor  has  become 
so  large  that  it  is  discovered  by  the  patient, 
the  prospect  for  successful  removal  is  re- 
duced considerably. 

A palpable  mass  in  the  side  is  usually  the 
first  and  frequently  the  only  symptom  of 
Wilm’s  tumor.  Ordinarily,  the  child’s  mother 
is  the  person  who  tetects  the  growth  first, 
or  the  discovery  may  be  made  because  an 
astute  physician  becomes  suspicious  when  he 
finds  pus  and  blood  in  the  urine  during  a 
routine  examination.  Secondary  infection  ac- 
companied by  the  usual  symptoms  of  pyelitis 
or  pyelonephritis  may  so  mask  the  underlying 
condition  that  unless  careful  and  complete 
urologic  examination  is  carried  out  the 
presence  of  a tumor  may  be  overlooked.  Gross 
hematuria  seldom  occurs  in  association  with 
Wilm’s  tumor.  Pain  produced  by  a rapidly 
growing  tumor  may  be  responsible  for  a 
child’s  irritable  disposition. 

An  appreciable  loss  of  weight  and  anemia 
in  association  with  renal  tumor  usually  sig- 
nifies that  the  lesion  has  progressed  to  an  in- 
curable state  or  that  it  is  very  large. 

Also,  one  should  bear  in  mind  that  a 
varicocele  which  appears  suddenly  may  be 


— 145  — 


SOUTH  DAKOTA 


caused  by  venous  obstruction  from  a neo- 
plasm on  the  same  side  in  the  upper  urinary 
tract. 

Early  diagnosis  obviously  offers  the  only 
chance  for  cure  in  the  cases  of  renal  tumor  of 
the  type  of  particular  interest  in  this  dis- 
cussion, but  unfortunately,  eary  diagnosis  is 
seldom  made  since  the  tumor  must  be  of  con- 
siderable size  before  either  pain  or  a palpable 
mass  is  present  and,  sometimes  even  before 
bleeding  occurs.  Relatively  early  diagnosis  is 
possible  only  by  making  a complete  urologic 
examination  (including  pyelogram)  in  all 
cases  presenting  any  symptoms  referable  to 
the  upper  urinary  tract  whatever.  After  the 
tumor  is  large  enough  to  be  palpable  it  is  not 
hard  to  make  the  diagnosis,  but  cure  is  ex- 
tremely difficult  to  obtain.  Bleeding  which 
occurs  intermittently  and  in  the  absence  of 
all  other  symptoms  is  deceiving.  A careful 
examination  is  indicated  and  it  should  include 
bimanual  palapation  in  an  attampt  to  feel  the 
kidney  and  estimate  the  size,  outline  and  de- 
gree of  motility  of  the  organ.  Functional 
renal  tests  are  not  very  helpful  if  sufficient 
parenchyma  remains  to  give  normal  or 
nearly  normal  readings. 

If  a patient  presents  any  of  the  cardinal 
symptoms  mentioned  above,  urologic  investi- 
gation should  be  undertaken.  The  most  ad- 
vantageous time  to  carry  out  the  cystoscopic 
examination  is  during  the  period  of  bleed- 
ing. I feel  that  I should  emphasize  this  be- 
cause too  often  the  patient  is  allowed,  and 
sometimes  he  is  even  advised,  to  wait  until 
the  bleeding  has  stopped  to  have  the  cystos- 
copic examination  undertaken.  With  the  use 
of  the  modern  cystoscope  it  is  possible  to  re- 
move the  debris  and  clarify  the  fluid  in  the 
bladder  sufficiently  to  carry  out  an  adequate 
examination  of  the  bladder  and  the  urethral 
orifices.  Bleeding  from  one  side  only  may 
orient  the  source  of  the  hemorrhage  to  some 
extent  but  it  does  not  depict  the  nature  of 
the  pathological  condition  which  has  given 
rise  to  the  loss  of  blood  from  the  upper  urin- 
ary tract.  Let  me  say  again  that  there  is  no 
stronger  indication  for  cystoscopy  than  bleed- 
ing from  the  urinary  tract,  and  it  is  the  in- 
vestigation of  greatest  importance. 

Pyelography  is  probably  the  most  valuable 
single  means  of  detecting  tumor  of  the  kidney 
early  in  its  course.  For  the  purpose  of  this 


discussion,  suffice  it  to  say  that  the  distortion 
of  the  pelvis  of  the  kidney  or  of  the  calyces 
may  be  interpreted  as  an  indication  of  the 
presence  of  a neoplasm.  Intravenous  uro- 
graphy or  exceretory  urography  has  been, 
and  still  is  a great  addition  to  the  armamen- 
tarium of  both  general  practitioner  and  uro- 
logist, but  it  is  not  of  as  much  benefit  in  the 
diagnosis  of  tumors  of  the  kidney  as  might 
be  anticipated.  To  rely,  then,  upon  an  ex- 
cretory urogram  exclusively,  is  inadequate 
examination.  It  seems  to  me  that  the  chief 
value  of  an  excretory  urogram  in  the  pre- 
sence of  renal  tumor  lies  in  the  information  it 
provides  concerning  the  structure  and  func- 
tional capacity  of  the  opposite  kidney  and 
that  it  corroborates  the  evidence  of  distortion 
of  the  suspected  kidney  which  was  revealed 
by  the  retrograde  urograms.  I do  not  believe 
that  in  a controversial  case  a positive  diag- 
nosis of  renal  tumor  should  be  made  on  the 
basis  of  an  exceretory  urogram  alone. 

Case  reports 

The  histories  of  a few  interesting  cases  of 
tumor  of  the  kidney  are  presented.  I am  in- 
debted to  Dr.  Fleeger5  for  the  details  of  the 
first  case  although  I had  the  privilege  of  see- 
ing the  patient  in  consultation  and  of  per- 
forming the  urologic  investigation  which  led 
to  the  diagnosis  of  renal  tumor.  The  case  is 
reported  because  it  represents  a type  of 
tumor  rarely  present  in  an  adult. 

Case  1.  The  patient  was  a woman  who  had 
had  an  appendectomy  because  of  pain  of  in- 
definite character  in  the  right  side  of  the  ab- 
domen. The  appendix  did  not  show  evidence 
of  disease.  Her  convalescence  was  fairly  sat- 
isfactory for  three  weeks  although  at  the  end 
of  that  time  she  did  not  feel  as  well  as  her 
physicians  thought  she  should  feel.  Three 
days  after  dismissal  from  the  hospital  she 
had  pain  in  the  upper  abdomen  on  the  right 
side,  accompanied  by  fever.  When  an  ex- 
amination was  made  a mass  could  be  palpated 
in  the  right  side  of  the  abdomen.  The  fever 
varied,  the  highest  temperature  recorded  was 
102°  F.  Meanwhile  the  tender  mass  became 
larger  and  more  definite  and  it  could  be 
palpated  in  the  right  loin  and  back.  There 
were  no  urinary  symptoms  and  a urinalysis 
revealed  the  presence  of  only  a few  pus  cells. 

A cystoscopic  examination  was  carried  out 
and  a pyelogram  of  the  right  kidney  was 
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made.  Deformity  of  the  right  kidney  was  re- 
vealed by  the  roentenogram,  which  led  me 
to  venture  a diagnosis  of  renal  neoplasm  and 
to  advise  surgical  treatment  of  the  condition. 
I felt  that  in  view  of  the  acute  and  febrile 
condition  of  the  patient,  the  lesion  might  be  a 
degenerating  solid  parenchymatous  tumor  or 
a cyst  in  which  intracystic  infection  had  oc- 
curred. 


Figure  1.  “Pyelogram  showing  deformed  pelvis 
and  calyces  in  Case  1. 

At  the  operation  (performed  by  Dr.  Fleeger) 
the  perirenal  tissues  were  found  to  be  in- 
flammatory and  edematous  and  they  were  ad- 
herent to  the  kidney.  A large  cortical  abscess 
ruptured  during  the  manipulations  which 
were  necessary  in  order  to  mobilize  the  kid- 
ney. The  abscess  was  about  5x5cm.  in 
diameter;  it  was  situated  on  the  anterior  sur- 
face of  the  kidney  and  extended  into  its  sub- 
stance almost  to  the  pelvis.  Nephrectomy 
was  performed.  I quote  the  pathologist’s1 2 
report:  “This  appears  to  be  a mixed  tumor 
of  the  kidney,  probably  of  the  Wilm’s  type. 
These  tumors  more  frequently  develop  in 
children,  but  there  are  a number  of  cases  in 


adults  reported.  The  greater  part  of  the 
tumor  is  made  up  of  round  lymphoid-like 
cells,  with  here  and  there  structures  which  I 
take  to  be  embryonal  glomeruli,  and  other 
areas  composed  largely  of  large  spindle 
shaped  cells  which  have  the  appearance  of 
striated  muscle  cells.” 

The  patient’s  convalescence  was  inter- 
rupted only  by  infection  in  the  wound.  She 
left  the  hospital  on  the  fifty-first 
postoperative  day  and  has  remained 
well  to  date,  which  is  twelve  years 
after  the  operation.  The  case  is  of 
interest  not  only  because  of  the  rarity 
of  the  presence  of  Wilm’s  tumor  in  an 
adult,  but  also  because  the  patient 
appears  to  heve  obtained  a cure  of  a 
highly  malignant  and  usually  fatal 
lesion,  if  such  it  were. 

Tumors  of  the  renal  capsule  are 
rather  infrequent.  They  consist  chiefly 
of  large  lipomas  and  are  of  more  com- 
mon occurrence  in  the  female.  Bug- 
bee4,  who  sees  a large  number  of 
urologic  cases,  wrote  only  a few  years 
ago  that  he  had  never  encountered 
such  a lesion. 

Intrarenal  lipoma  is  extremely  rare, 
as  was  pointed  out  by  Hunt  and 
Simon6,  who  reported  the  fifth  case 
on  record  in  which  the  lesion  had  been 
removed  surgically.  In  cases  of  this 
nature,  the  pyelographic  studies  may 
justify  a diagnosis  of  renal  neoplasm 
but  differentiation  between  lipoma 
and  other  renal  tumors  is  not  possible. 
Pemberton  and  McCaughin13  have 
suggested  the  possibility  that  in  some  of  the 
reported  cases  of  perirenal  lipoma  the  lesion 
may  have  been  intrarenal  in  origin,  and  they 
report  such  a case.  In  one  of  Alexander’s  1 
cases  the  tumor  originated  in  the  renal  cortex 
which  is  in  conformity  with  the  assumption 
just  mentioned.  There  may  be  partial  or 
complete  replacement  of  the  normal  tissue  of 
the  kidney  by  fatty  tissue,  i.e.,  replacement 
lipomatsis  occurs.  Alexander  quoted  such 
instances  from  the  records  and  added  an 
additional  case.  However,  uch  a condition  is 
not  a true  intrarenal  fatty  neoplasm. 

The  majority  of  the  retroperitoneal  lip- 
omata  arise  in  the  perirenal  fatty  tissue.  The 
symptoms  presented  by  these  tumors  vary 
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widely.  Enlargement  of  the  abdomen  was  the 
only  complaint  in  the  case  reported  by 
Bartsch3;  soreness  and  aching  in  the  back  and 
numbness  in  the  leg  were  mentioned  by  the 
patient  whose  history  was  reported  by  Alex- 
ander1; severe  pain  in  the  lower  portion  of 
the  abdomen  was  the  chief  symptom  in  Als- 
berg’s2  case.  In  1933,  Pemberton  and  Mc- 
Caughan13  reveiwed  the  records  of  42  cases 
seen  at  the  Mayo  Clinic  and  found  that 
twenty-eight  of  these  patients  complained  of 
abdominal  distress,  eleven  of  indigestion, 
eleven  of  loss  of  weight,  strength  and  ap- 
petite, eleven  of  altered  habits  of  defection 
(either  constipation  or  diarrhea),  four  of 
nausea  and  vomiting,  and  one  of  swollen 
testis.  Karewski8  reported  an  instance  of 
retroperitoneal  lipoma  in  which  the  patient 
had  suffered  sereve  epigastric  colics  that  had 
been  interpreted  as  gastro-intestinal  colic  or 
the  colic  of  biliary  calculus.  However,  he 
stated  that  impairment  of  the  intestinal  func- 
tion is  quite  unusual. 

A diagnosis  of  retroperitoneal  lipoma  can 
practically  never  be  made  with  certainty  un- 
til an  exploratory  surgical  operation  has  been 
carried  out.  The  conditions  suspected  most 
often  are  ovarian  cyst,  ascites,  splenomegaly, 
hypernephroma,  renal  cyst,  inoperable  mali- 
gnant growth.  Occasionally,  as  Mayo  and 
Dixon11  mentioned,  the  condition  may  sim- 
ulate tuberculous  peritonitis  or  pyonephrosis, 
especially  if  a portion  of  the  lipoma  has  un- 
dergone degeneration  causing  pyrexia,  in- 
creasing pain,  tenderness,  and  leukocytosis. 
A diagnosis  of  retroperitoneal  lipoma  was 
suggested  in  only  five  of  the  forty-two  cases 
they  reported.  The  preoperative  diagnosis 
was  incorrect  in  twenty-one  cases;  in  fourteen 
an  abdominal  tumor  was  known  to  be  present 
but  its  origin  was  unknown.  Urologic  investi- 
gation is  frequently  fruitless  if  the  lesion  is  a 
retroperitoneal  lipoma,  except  that  it  may 
establish  the  fact  that  the  tumor  is  extrarenal. 

The  literature  concerning  retroperitoneal 
lipoma  was  reviewed  and  summarized  ade- 
quately by  Pemberton  and  McCaughan13. 
The  facts  that  stand  out  and  seem  to  bear 
repetition  are  that  the  cause  is  unknown,  the 
treatment  is  surgical  and  entails  a fairly  high 
risk,  and  malignant  transformation  and  re- 
currence of  the  turner  occurs  with  sufficient 
frequency  to  warrant  a guarded  prognosis. 


The  case  herewith  presented  is  of  interest 
because  it  adds  to  the  records  another  in- 
stance of  a rather  unusual  pathologic  con- 
dition and  because  the  clinical  manifesta- 
tions are  a trifle  out  of  the  ordinary  even  for 
this  condition  which  does  not  have  a definite 
symptom-complex  of  its  own.  The  patient’s 
symptoms  simulated  those  attending  an  acute 
intra-abdominal  catastrophe. 

Case  2.  A married  woman,  forty-two  years 
of  age,  had  borne  four  healthy  children.  She 
was  unusually  energetic  and  industrious  and 
had  enjoyed  good  health  until  about  two  and 
one-half  months  before  the  recent  illness 
began.  At  that  time  she  had  sudden  pain  in 
the  right  loin  and  back  which  she  described 
as  being  of  grinding  character.  The  pain  in- 
creased in  severity  until  it  required  the  use 
of  an  analagesic;  finally,  it  diminished  but  it 
did  not  disappear  entirely.  She  was  able  to 
resume  her  usual  duties  the  next  day  but  dur- 
ing the  subsequent  month  there  was  some 
distress  in  the  right  side  of  the  abdomen, 
especially  a sensation  of  discomfort  with 
every  step  when  walking.  The  difficulty  was 
not  mentioned  to  her  family  or  her  friends 
and  she  attempted  to  ignore  it.  She  did  not 
notice  even  a suggestion  of  a lump  in  her  side 
at  any  time.  Then,  after  an  interval  of  several 
weeks  in  which  she  felt  slight  distress  in  her 
right  loin  only  once,  she  became  prostrated 
by  sudden,  acute,  agonizing,  generalized  ab- 
dominal pain  and  incessant  vomiting.  When 
she  was  seen  in  consultation  shortly  after  the 
onset  of  the  attack,  she  lay  prone  on  the  bed, 
her  skin  was  moist  and  cold,  her  pulse  was 
rapid  and  of  poor  quality,  and  her  tempera- 
ture was  subnormal.  Inspection  of  the  ab- 
domen promptly  revealed  bulging  in  the 
epigastrium.  The  entire  abdomen  was  rigid 
and  board-like  and  the  palpable  mass  was  so 
tender  that  a thorough  examination  was  not 
permissible. 

After  the  elapse  of  a short  period  of  time, 
the  patient  was  moved  to  the  hospital  by 
ambulance.  Supportive  treatment  (including 
infusion  of  1000  c.c.  of  5 per  cent  glucose  in 
normal  saline,  intravenously,  and  administra- 
tion of  opiates  for  the  relief  of  pain)  improved 
her  general  condition  appreciably.  Mean- 
while, the  mass  in  the  upper  abdomen  became 
more  distinct.  It  appeared  to  be  elongatad  and 
to  extend  to  the  right  upper  quadrant  of  the 
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Figure  3.  “Photograph  showing  surgical  specimen 
in  case  of  lipoma  of  renal  capsule.” 

fore  it  but  an  internal  herniation  did  not 
exist.  The  color  of  the  tumor  was  that  of 
dark  blood  — a deep  purple  cast;  it  was 
thought  to  be  a large  renal  cyst  in  which 
there  had  been  intracystic  hemorrhage,  and 
that  it  was  probably  malignant.  Dense  ad- 
herence of  the  mass  to  adjacent  structures 
made  removal  difficult.  Hemostasis  was 
secured  as  well  as  possible  by  ligature 
and  drainage  was  instituted  through  a 
stab  wound  in  the  loin.  The  right  rectus  in- 
cision was  closed.  As  soon  as  the  patient  was 
returned  to  her  bed,  a transfusion  of  500  c.c. 
of  whole  blood  was  given  by  the  citrate 
method.  She  remained  in  good  condition 
throughout  the  entire  period  of  convalescence, 
left  the  hospital  on  the  thirteenth  postopera- 
tive day,  and  resumed  teaching  in  four  weeks 
after  removal  of  the  perirenal  lipoma. 

As  intimated  previously,  a discussion  of 
angioma  of  the  kidney  is  pertinent  although 
the  condition  is  rare.  Only  fourteen  cases  of 
angioma  of  the  kidney  could  be  found  by 
Simpson15  after  exhaustive  search  of  both 
American  and  foreign  literature.  He  added 
one  case  in  1927.  My  inquires  have  failed  to 
find  a more  recent  instance.  In  the  course  of 
an  extensive  discussion  of  renal  neoplasms, 
Lazerus10  barely  mentions  the  existence  of 
angiomata  by  saying  that  they  “are  exceed- 


Figure  2.  “Photograph  showing  surgical  specimen 
in  case  of  lipoma  of  renal  capsule.” 

The  peritoneal  cavity  was  opened  through 
an  upper  right  rectus  incision.  The  mass  pre- 
sented between  the  stomach  and  transverse 
colon.  The  gastro-intestinal  lumen  was  not 
obstructed.  The  tumor  extended  anteriorly 
pushing  the  posterior  peritoneal  sheath  be- 


abdomen.  It  felt  definitely  sausage-shaped 
and  was  slightly  mobile  but  the  margins  were 
rather  indistinct.  Board-like  rigidity  of  the 
abdomen  was  still  present.  Two  colleagues 
9,  14  saw  the  patient  in  consultation  and  con- 
curred in  the  opinion  that  the  condition  was 
probably  an  acute  intra-abdominal  affair — 
most  likely  to  be  acute  obstruction  from 
intussusception  or  internal  hernia  — requir- 
ing immediate  surgical  treatment.  It  was 
thought  it  might  be  disasterous  to  delay  sur- 
gical intervention  in  order  to  carry  out  special 
tests  and  investigations  that  might  be  of 
diagnostic  aid. 
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ingly  rare,  found  on  the  outer  surface  of  the 
kidney,  and  are  usually  associated  with  mali- 
gnant tumors  involving  that  organ.” 

Certain  manifestations  may  seem  to  be  in- 
dicative of  angioma  but  they  are  not  suf- 
ficiently diagnostic  to  justify  such  a con- 
clusion and  supportive  data  must  be  obtained 
at  operation  in  order  to  make  a differential 
diagnosis.  Bugbee14  concurs  in  this  opinion 
for  he  says  that  he  does  not  believe  that  it  is 
possible  to  make  the  diagnosis  clinically,  and 
he  congratulates  surgeons  who  have  removed 
such  kidneys  and  have  displayed  the  courage 
of  their  convictions.  I do  not  pretend  to  be  in 
a position  to  accept  congratulations  since  the 
presence  of  angioma  was  not  even  faintly 
suspected  and  nephrectomy  was  performed 
for  co-exisiing  solid  tumor,  in  the  case  which 
I am  reporting. 

Case  3.  The  patient  was  a man  seventy- 
seven  years  of  age  whose  only  complaint  was 
that  he  passed  bloody  urine.  The  color  of  his 
urine  had  been  bright  red  most  of  the  time 
for  three  days  although  a few  dark  clots  had 
been  discharged  in  the  iterim.  He  felt  certain 
that  there  had  been  no  gross  bleeding  pre- 
viously. A few  hours  before  I saw  him  first 
he  began  to  have  pain  in  the  region  of  his 
bladder  and  an  intense  desire  to  void  fre- 
quently. 

He  was  hospitalized  at  once  and  a cys- 
toscopic  examination  was  performed.  The 
urine  issuing  from  the  right  ureteral  orifice 
contained  blood  and  was  bright  red;  many 
clots  of  blood  were  present  in  the  bladder. 
After  the  clots  were  evacuated  the  right 
ureter  was  catheterized.  A pyelographic 
study  of  the  right  kidney  revealed  deformity 
of  its  pelvis  and  on  the  basic  of  the  history 
and  this  finding,  a diagnosis  of  renal  tumor 
was  made. 

Further  questioning  elicited  the  informa- 
tion that  for  everal  years  this  patient  had  had 
dyspnea,  palpitation  and  other  symptoms 
suggestive  of  cardiac  deficiency.  The  record 
of  the  examination  by  Dr.  Kegaries  states 
that  he  found  “Marked  arteriosclerosis  4. 
Heart  enlarged  — poor  myocardium.  Bruit 
de  diable  in  vessels  of  neck.  Systolic  rasping 
murmur  at  mitral  valve,  probably  on  sclerotic 
basis  — 1 and  2,  sounds  poor  in  quality.  Risk 
3 for  surgery.”  The  general  physical  exam- 
ination revealed  his  blood  pressure  to  be  114 


systolic,  70  diastolic,  and  the  pulse  rate  86  to 
116.  There  was  no  edema  of  the  ankles  or  of 
the  feet.  The  right  kidney  was  not  palpable. 
Two  colleagues7,9  and  I held  a consultation. 
It  was  concluded  that  the  cardiac  condition 
and  the  advanced  age  of  the  patient  made  the 
risk  of  an  operation  too  great  to  warrant 
undertaking  the  necessary  procedure.  The 
matter  was  explained  in  detail  to  the  patient 
and  to  his  relatives.  After  continual  drainage 
of  the  pelvis  of  the  kidney  by  an  indwelling 
catheter  for  a few  days,  and  cessation  of  the 
bleeding,  the  patient  returned  home. 

About  a month  later  bleeding  recurred  and 
he  came  to  my  office  bringing  a bottle  of 
bright  red,  bloody  urine.  He  complained  of 
colicky  pain  in  the  right  lumbar  region  and 
groin,  radiating  to  the  testicle,  and  of  ten- 
esmus and  urgency.  It  was  obvious  that  he 
was  in  considerable  distress. 

Hospitalization  of  the  patient  was  effected 
immediately.  When  a cystoscopic  examina- 
tion was  made,  it  was  found  that  his  bladder 
was  practically  filled  by  numerous  clots  of 
blood.  After  removal  of  the  debris,  a No.  6 
ureteral  catheter  was  passed  to  the  right  kid- 
ney. A pyelogram  made  at  this  time  revealed 
greater  distortion  than  was  present  on  the 
previous  occasion  but  it  was  thought  that 
some  of  the  distortion  might  be  caused  by  in- 
trapelvic  blood  clots.  The  ureteral  catheter 
was  left  in  place.  The  bleeding  had  no  tend- 
ency to  abate  and  it  was  necessary  to  choose 
between  two  courses,  viz.,  either  accept  the 
high  surgical  risk  and  undertake  nephrec- 
tomy, or,  permit  the  loss  of  blood  to  continue 
and  rapidly  cause  a serious  anemic  state 
which,  at  best,  would  keep  the  patient  in 
great  discomfort  most  of  the  time.  The  patient 
and  his  relatives  readily  consented  to  the  plan 
of  having  surgical  treatment  undertaken. 

Accordingly,  a right  nephrectomy  was  per- 
formed. Although  the  kidney  was  somewhat 
adherent  to  the  perirenal  tissues  it  was  re- 
moved without  great  difficulty.  A transfusion 
of  blood  was  given.  Convalescence  progressed 
satisfactorily;  the  patient  was  able  to  be  out 
of  bed  on  the  twelfth  day  after  the  operation 
and  left  the  hospital  on  the  twentieth  post- 
operative day.  He  remained  in  a fair  state  of 
health  for  several  months,  then  death  oc- 
curred rather  suddenly  one  night.  From  the 
description  which  was  given,  the  manifesta- 
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tions  were  those  commonly  ascribed  to  the 
presence  of  coronary  occlusion  or  similar  car- 
diac failure. 

The  kidney  removed  in  this  case  was  about 
twice  normal  size;  its  surface  was  nodular. 
The  perirenal  fatty  capsule  was  pale,  edema- 
tous and  puffy  and  appeared  to  be  water- 
logged. As  is  customary  the  gross  specimen 
was  sent  to  the  pathologist1 2 for  study. 
His  report  states,  “There  appears  to  be  two 
types  of  tissue  in  this  kidney.  The  round  red 
areas  appear  to  be  angioma.  The  smaller 
yellowish  areas  near  the  pelvis  — have  the 
appearance  of  hypernephroma.”  I requested 
that  a detailed  study  be  made  of  the  tissue 
which  had  the  appearance  of  angioma  but 
unfortunately  the  specimen  had  been  des- 
troyed, therefore  this  was  not  done  and 
photographs  were  not  made.  In  a later  report 
the  pathologist  stated,  “Were  it  not  for  the 
presence  of  the  other  tumor  in  this  specimen, 
I would  not  hesitate  to  call  it  an  angioma.” 

This  case  is  recorded  for  two  reasons.  It 
depicts  the  profuse  bleeding  that  may  occur 
in  association  with  renal  neoplasm  and  the 
possibility  of  the  coexistence  of  two  distinct 
types  of  tumor  in  the  same  kidney,  one  of 
which  is  extremely  rare.  In  retrospect,  I 
might  add  that  the  likelihood  of  the  pressure 
! of  an  angioma  in  the  kidney  was  enhanced  by 
the  fact  that  the  loss  of  blood  was  greater 
than  is  commonly  associated  with  hyper- 
nephroma. 

Neurocytoma  is  another  extremely  rare 
type  of  tumor.  I record  such  a case  because  it 
illustrates  many  of  the  things  one  should  not 
do  in  caring  for  patients  with  renal  tumor. 
I realize  that  the  criticism  may  be  made  aptly 
that  this  does  not  really  belong  in  a series  of 
cases  of  renal  tumor  since  the  site  of  origin 
of  the  lesion  is  the  adrenal  medulla.  How- 
ever, the  manifestations  were  such  that  a 
diagnosis  of  renal  neoplasm  was  made  with 
some  justification;  in  was  necessary  to  wait 
until  an  operation  was  performed  to  discover 
the  true  nature  of  the  lesion. 

Wolf16  discusses  neurocytoma  briefly.  He 
observes  that  it  usually  occurs  in  children 
under  the  age  of  four  years,  that  it  is  highly 
malignant,  often  resembling  sarcoma  micro- 
scopically, that  it  metastasizes  early  and 
widely  and  usually  defies  identification  until 
a postmortem  examination  is  performed.  The 


symptoms  are  generally  hyperglycemia,  hy- 
pertension, and  glycosuria.  If  hematuria 
occurs,  it  indicates  that  the  kidney  or  the 
renal  vein  has  been  invaded.  The  same 
significance  is  attached  to  diminished  renal 
function.  A careful  urologic  examination 
should  be  an  aid  in  distinguishing  between 
renal  and  adrenal  tumors. 

Case  4.  A lively  boy,  six  years  of  age,  de- 
veloped pain  in  the  right  side  of  his  abdomen, 
nausea  and  vomiting.  After  he  had  had 
symptoms  for  two  days  a physician  was  con- 
sulted who  made  a diagnosis  of  appendicitis 
and  hospitalized  the  patient.  The  record  made 
at  this  examination  states:  “He  lies  doubled 
up  in  bed  with  thighs  flexed  on  the  trunk, 
obviously  in  pain.  Abdomen  is  rigid  and  ten- 
der in  the  right  mid  and  lower  portions,  the 
tenderness  appearing  to  be  greatest  at  Mc- 
Burney’s  point,  but  also  rather  marked 
around  to  the  right  loin.”  The  possibility  of  a 
pathological  condition  in  the  right  kidney 
was  considered  and  a notation  to  that  effect 
was  made  in  the  record.  The  patient’s  mouth, 
throat,  heart  and  lungs  appeared  to  be  nor- 
mal; urinalysis  was  negative.  In  view  of  the 
similarity  of  the  symptoms  to  these  of  appen- 
dicitis, the  youth  of  the  patient,  and  the  fact 
that  his  urine  appeared  to  be  normal,  it  was 
concluded  that  the  probability  of  an  inflam- 
matory process  in  the  appendix  that  should 
not  be  neglected  far  outweighed  the  possi- 
bility of  the  presence  of  renal  disease.  There- 
fore, appendectomy  was  considered  justifi- 
able. 

When  the  operation  was  performed  the  ap- 
pendix appeared  to  be  normal,  but  explora- 
tory procedure  disclosed  the  presence  of  a 
mass  in  the  region  of  the  upper  pole  of  the 
right  kidney.  A few  days  later  an  intraven- 
ous urogram  was  made  and  it  was  possible  to 
visualize  a large  soft  mass,  which  occupied 
the  site  of  the  right  kidney;  the  psoas  shadow 
on  the  right  side  was  obliterated.  The  right 
kidney  was  not  visible  in  any  of  the  ro- 
entgenograms (5,  15,  and  30  minutes  after  the 
administration  of  Skiodan)  although  an  in- 
definite shadow  could  be  observed  at  the  end 
of  about  an  hour).  The  left  kidney  could  be 
visualized  well  in  five  minutes  and  the  con- 
tour of  the  calyces,  pelvis  and  ureter  were 
normal  in  all  subsequent  roentgenograms. 
The  information  obtained  at  operation  and  by 
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the  subsequent  investigations  prompted  the 
diagnosis  of  renal  neoplasm  on  the  right  side 
and  greatly  diminished  renal  function.  It  was 
obvious  that  the  risk  of  operative  treatment 
would  be  high  (risk  was  estimated  to  be  3 on 
a scale  of  4)  an  exploratory  procedure  was  ad- 
vised. I confess  that  the  possibility  of  the 
presence  of  adrenal  tumor  had  not  occurred  to 
me.  However,  neither  of  the  usual  manifesta- 
tions of  neurocytoma,  hypertension  and  gly- 
cosuria, had  been  detected. 

Two  weeks  after  the  appendectomy, 
the  exploratory  operation  was  carried 
out.  A soft,  semi-fluctuant,  almost 
pherical  tumor  was  found  surmount- 
ing the  upper  pole  of  the  right  kid- 
ney. The  mass  was  adherent  to  the 
daphragmTind  to  the  peritoneum  mak- 
ing mobilization  extremely  difficult. 

The  kidney  was  removed  together 
with  the  tumor.  Bleeding  was  exten- 
sive and  a transfusion  of  300  c.c.  of 
blood  was  given  before  the  patient 
left  left  the  operating  room.  Con- 
valescence was  slow  and  stormy. 

After  the  pathologists’s1 2 report 
confirmed  the  opinion  we  had  reached 
so  tardily,  the  gravity  of  the  prognosis 
was  announced  to  the  child’s  parents. 

As  intensive  deep  radiotherapy  might 
offer  vestige  of  hope  for  relief,  this 
was  advised.  Accordingly,  the  dis- 
tracted parents  placed  the  boy  in  the 
care  of  expert  radiologists.  The  treat- 
ment was  given  but  the  subsequent 
course  of  the  patient  was  steadily 
downward  and  was  attended  by  evi- 
dences of  wide-spread  extension  of 
the  malignant  process.  He  died  about  ten 
weeks  after  the  nephrectomy. 

The  following  case  illustrates  well  the  card- 
inal symptms  of  renal  tumor  and  seems  ideal 
for  closure  of  the  discussion  since  the  clear- 
out  chronological  succession  of  symptoms 
should  impress  the  paramount  symptom-com- 
plex of  the  disease.  In  this  instance  a large 
parenchymatous  tumor,  usually  known  as 
hypernephroma,  produced  first  hematuria, 
then  pain,  and  then  a palpable  mass. 

Case  5.  A man,  forty-seven  years  of  age, 
noticed  blood  in  his  urine  about  two  years  be- 
fore he  came  for  consultation.  The  first  attack 


of  hematuria  was  accompanied  by  urgency 
and  frequency  of  urination.  Because  of  the 
presence  of  dysuria,  his  physician  thought  the 
condition  was  cystitis.  Treatment  considered 
in  the  administration  of  urinary  anticeptics 
and  a mild  sedative.  Sometime,  three  or  four 
months  elapsed  between  these  transient 
episodes.  About  ten  months  after  the  first 
attack,  and  more  than  a year  before  he  had  an 
examination  of  the  urinary  tract,  he  began  to 
be  conscious  of  discomfort  in  the  right  side 


Figure  4.  “Pyelogram  illustrating  the  deformity 
of  the  pelvis  and  calyces  in  case  of 
hypernephroma.” 

of  the  abdomen.  The  distress  was  noticeable 
when  he  was  up  and  about  and  it  was  relieved 
by  lying  down  on  his  back.  However,  the  dis- 
comfort became  more  severe  and  more  per- 
sistent as  time  elapsed,  until  finally  he  had 
the  sensation  of  having  a lump  in  his  side. 
Because  financial  adversity  had  overtaken 
him  and  he  considered  that  the  cost  of  an 
examination  would  be  beyond  his  means,  he 
waited  four  months  before  he  consulted  a 
doctor  and  had  a cystoscopic  examination. 
Of  course  the  triad  of  symptoms  — hema- 
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turia,  pain,  and  a palpabe  mass  — not  only 
persisted  but  increased  in  the  interim;  in  the 
last  two  months  the  pain  had  become  very 
severe  and  the  attacks  were  frequent. 

The  patient  was  a large,  robust  white  man. 
A marked  degree  of  oral  sepsis  was  displayed. 
His  blood  pressure  was  130  systolic,  84  diasto- 
lic, and  his  pulse  and  temperature  were  nor- 
mal. There  was  no  evidence  of  any  patho- 
logic condition  of  the  lungs  or  heart.  The  mid- 
portion of  the  right  side  of  the  abdomen 
bulged  and  it  was  readily  discernible  that  the 
condition  was  caused  by  a smooth,  non- 
tender, rounded,  easily  movable  mass.  The 
tumor  could  be  maneuvered  into  the  right 
loin  and  then  the  protrusion  in  the  right  side 
of  the  abdomen  disappeared  almost  entirely; 
when  the  mass  was  in  such  a position,  biman- 
ual palpation  readily  revealed  that  the  mass 
occupied  the  position  of  the  right  kidney.  The 
remainder  of  the  findings  in  the  routine  phys- 
ical examination  were  not  of  significance. 
When  cystoscopic  examination  was  carried 
out  the  bladder  appeared  to  be  normal.  In- 
digo-carmine given  intravenously  indicated 
normal  function  of  the  left  kidney  and  slight 
diminution  of  the  function  of  the  right  kidney. 
Both  of  the  ureters  were  catheterized  without 
difficulty;  the  urine  from  the  pelvis  of  the 
right  kidney  contained  blood  (grade  2 on  a 
scale  of  4)  but  that  from  the  left  kidney  was 
normal  on  miscroscopic  examination.  Pyelo- 
graphic  studies  revealed  a deformity  of  the 
pelvis  of  the  right  kidney.  The  urograms  in- 
dicated a structurally  normal  left  kidney 
which  was  functioning  well.  A diagnosis  of 
right  renal  tumor  was  made  and  an  operation 
was  advised. 

Preliminary  irradiation  was  thought  to  be 
advisable  and  a course  of  deep  x-ray  therapy 
was  given. 

Nephrectomy  was  performed  without  great 
difficulty.  The  large  tumor  presented  in  the 
lower  pole  of  the  kidney.  The  renal  vein  was 
opened  and  it  was  impossible  to  detect  any 
evidence  of  extension  of  the  malignant  pro- 
cess by  that  route.  The  patient  withstood  the 
operation  well  and  his  convalescence  was  un- 
complicated. He  left  the  hospital  in  good  gen- 
eral condition.  Nearly  five  years  have  elapsed 
and  he  remains  in  good  condition,  with  no 
evidence  of  recurrence  or  metasteses.  I be- 
lieve the  deep  x-ray  therapy  was  a valuable 


adjunct  in  the  treatment  of  this  tumor. 

A wordy  discussion  of  the  treatment  of 
renal  tumors  has  not  been  attempted.  Bug- 
bee4  summarized  that  situation  when  he  said, 
“All  tumors  of  the  kidney  which  are  recog- 
nized clinically  as  such  are  malignant  or 
potentially  malignant,  and  should  be  treated 
by  nephrectomy.” 

Early  diagnosis  is  the  key  to  lives  saved 
from  cancer  of  the  kidney. 
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AN  INVITATION  TO  ALL  DOCTOR'S 
WIVES 

All  members  of  the  South  Dakota  State 
Medical  Associations  Auxiliary  and  doctors 
wives  visiting  the  Annual  Meeting  are  cord- 
ially invited  to  attend  all  of  the  sessions  of 
the  Auxiliary  May  30,  31,  and  June  1.  Regis- 
tration will  begin  Sunday  May  30  at  the 
Carpenter  Hotel. 

Highlights  of  the  meetings  will  be  the  Con- 
tinental Dinner  at  the  Carpenter  Sunday 
evening,  a bridge  luncheon  at  the  Town  Club 
featuring  Dr.  Mary  Schmidt  as  speaker  Mon- 
day noon,  talks  by  the  National  Auxiliary 
President  and  the  New  President  of  the  South 
Dakota  State  Medical  Association. 

Mrs.  William  Sercl 
President,  Seventh  District 
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The  Distribution  of  Phosphatase  in  Human 
and  Mouse  Tumors* 

by 

W.  L.  Hard,1  Ph.D.,  H.  R.  Prali-Thomas,  M.D.,  and  Morris  Belkin,2  Ph.D. 


INTRODUCTION 

The  distribution  of  glycerophosphatase 
(P-ase)  in  neoplastic  tissue  has  been  pre- 
viously examined  in  a variety  of  tumors 
5,8,9,12.  There  is  some  indication  that  the 
presence  or  absence  of  P-ase  in  neoplastic 
cells  of  the  nervous  system  is  predicated  upon 
the  enzyme  content  of  the  normal  cell  of 
origin9,12.  In  a variety  of  human  neoplasms, 
the  malignant  cells  are  reported  to  be  gen- 
erally free  of  alkaline  P-ase8.  The  same 
authors  report  the  presence  of  alkaline  P-ase 
in  osteogenic  sarcomas,  while  fibrosarcomas 
and  carcinomas  of  the  fowl  and  mammal 
were  found  to  be  usually  negative. 

Early  in  the  course  of  this  study  enzyme 
reactions  were  obtained  for  certain  tumors 
which  were  quite  at  variance  to  earlier  re- 
ports8. This  suggested  the  need  for  study  of 
a considerable  number  of  identical  neoplasms 
to  determine  the  extent  of  variation  both  in 
amount  of  enzyme,  as  well  as  in  its  sites  of 
distribution.  Particular  emphasis  has  been 
placed  on  human  breast  neoplasms  and  spon- 
taneous mammary  carcinomas  of  the  mouse 
(Table  I). 

MATERIALS  AND  METHODS 

A total  of  75  neoplasms  of  human  and 
mouse  origin  have  been  studied  (Table  I).  The 
majority  of  the  human  tissues,  representing 
both  biopsy  and  surgical  specimens,  were 
fixed  in  acetone  within  a three  hour  interval 
following  operation.  In  a few  instances  tissues 
were  preserved  from  12  to  24  hours  in  the  re- 
frigerator prior  to  fixation.  Such  treatment 
did  not  alter  the  distribution  of  the  enzyme, 
although  there  occurred  ome  loss  in  the  inten- 
sity of  the  reaction  as  compared  with  the  fresh 
tissue.  Mice  were  killed  by  cervical  disloca- 
tion and  the  tumors  fixed  immediately  upon 
death  of  the  animal. 

Gomori’s4  technic  for  demonstration  of 
alkaline  P-ase  was  followed  essentially  as 
directed.  Paraffin  sections  were  incubated 
1 1/2  hours  in  a substrate  containing  sodium 


glycerophosphate  buffered  to  a pH  of  9.2. 

Three  variations  3,7,8  of  Gomori’s5  acid 
P-ase  technic  have  been  employed.  Both 
adenylic  acid  and  glycerophosphate  were  sub- 
stituted for  ATP  in  Glick  and  Fischer’s  tech- 
nic3. No  significant  differences  appear  be- 
tween preparations  of  the  same  tissue  using 
all  three  technics  providing  allowances  are 
made  for  incubation  times.  Greater  activity 
for  the  acid  P-ase  has  been  obtained  when 
adenylic  acid  was  used  as  the  substrate,  with 
an  incubation  period  of  18  to  24  hours,  as 
compared  with  glycerophosphate  over  a 
similar  period. 

OBSERVATIONS 

Our  observations  on  human  breast  tissue 
are  in  entire  agreement  with  those  of  Kabat 
and  Furth8  for  alkaline  P-ase.  In  all  cases 
of  fibroadenomas  and  mastoplasia  (Table  I), 
the  duct  epithelium  and  acinar  elements  show 
a high  alkaline  P-ase  content  (Figs.  2,  4).  The 
stroma  is  negative,  or  when  positive  the  re- 
action is  limited  to  the  basement  membrane. 
Endothelium  of  the  smaller  arterial  vessels  is 
positive.  This  is  essentially  the  distribution  of 
P-ase  in  normal  breast  tissue.  A slight  acid 
P-ase  reaction  occurs  in  the  epithelial  ele- 
ments. The  stromal  and  vascular  elements 
are  negative  except  for  the  usual  nuclear 
reaction.  A secreting  or  hypertrophied  hu- 
man breast  has  not  been  examined,  but  in  the 
mouse  the  epithelium  is  extremely  ladened 
with  both  alkaline  and  acid  P-ase. 

The  neoplastic  cells  in  the  human  breast 
carcinomas  are  free  of  alkaline  P-ase  (Fig.  1). 
The  only  exception  to  this  was  noted  in  four 
cases  in  which  isolated  patches  of  cells,  cen- 

*(From  the  Department  of  Anatomy,  School  of 
Medicine,  University  of  South  Dakota,  and  the 
Departments  of  Pathology  and  Pharmacology,  The 
Medical  College  of  the  State  of  South  Carolina. 
Charleston  16) 

1 Material  for  this  study  was  collected  and  pre- 
pared while  on  the  staff  at  The  Medical  College 
of  the  State  of  South  Carolina. 

2 Present  address:  National  Cancer  Institute, 
Washington,  D.  C. 
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trally  located  in  the  nests,  reacted  positively 
to  alkaline  P-ase.  Since  evidence  of  early 
necrosis  appears  in  such  areas  it  is  suggestive 
that  P-ase  may  play  some  role  in  this  process. 
However,  old  areas  of  necrosis  are  consis- 
tently negative  in  both  human  and  mouse 
tumors. 


TABLE  I 

No 

of 

Alkaline 

Spec.  Tissue 

Diagnosis 

Nature 

P-ase* 

6 

Mammary  gland  Fibroadenoma 

Benign 

Pos. 

1 

Mammary  gland  Mastoplasia 

Benign 

Pos. 

4 

Postrate 

Hyperplasia 

Benign 

Pos. 

2 

Ovary 

Cystadenoma 

Benign 

Pos. 

1 

Ovary 

Brenner  tumor 

Benign 

Neg. 

4 

Uterus 

Fibromyomata 

Benign 

Neg. 

14 

Mammary  gland  Carcinoma 

Malignant 

Neg. 

2 

Colon 

Adenocarcinoma 

Malignant 

Neg. 

4 

Uterus 

Carcinoma 

Malignant 

Neg. 

i 

Lymph  gland 

Lymphoma 

Malignant 

Neg. 

18 

Mammary  gland  Adenocarcinoma 

Malignant 

- and  - 

(mouse,  C3H) 

11 

Mammary  gland  Adenocarcinoma 

Malignant 

- and  - 

(mouse.  Al 

5 

CR180,  S37 

Sarcoma 

Malignant 

Slight 

2 

Mammary  gland 

(mouse,  dbai 

Adenocarcinoma 

Malignant 

- and  - 

The  loss  of  P-ase  from  breast  carcinomatous 
cells  occurs  immediately  upon  their  origin 
from  the  duct  epithelium.  This  was  earlier 
suggested  by  Rabat  and  Furth8.  The  per- 
sisting ducts  in  the  carcinoma  are  P-ase 
positive,  as  in  normal  or  benign  tissue  (Figs. 
2,  4),  but  cancer  cells  immediately  upon  pro- 
liferation from  the  duct  are  P-ase  negative 
(Fig.  7).  Acid  P-ase  is  limited  to  nuclei 
(Fig.  12)  of  both  cancer  and  stromal  elements. 
Unlike  the  alkaline  P-ase,  there  is  little  reduc- 
tion in  the  acid  enzyme  content  as  compared 
with  normal  epithelial  cells  in  the  atrophic 
gland. 

The  stromal  reaction  in  the  human  neo- 
plasms is  of  particular  interest.  Usually  the 
areas  of  newly  formed  connective  tissue  of  a 
loose,  cellular  type  show  a high  alkaline  P-ase 
content  (Figs.  1,  3).  The  enzyme  is  completely 
distributed  throughout  the  fibrous,  and  reticu- 
lar (Fig.  8),  tissue  and  is  not  limited  solely  to 
the  nuclear  or  cellular  elements.  In  older, 
dense  collagenous  stroma  the  P-ase  reaction 
is  negative.  The  endothelium  is  usually  nega- 
tive in  the  breast  carcinomas. 

It  appears  highly  possible  that  the  obser- 
vations as  reported  above,  for  distribution  of 
alkaline  P-ase  in  breast  carcinomas,  may  find 
general  application  to  a variety  of  human 
tissue  malignancies  (Table  I).  With  the  ex- 
ception of  an  epidermoid  carcinoma  of  the 
esophagus,  in  which  roughly  half  of  the 


tumor  cells  contained  P-ase,  all  human 
malignant  tissue  was  negative. 

Regarding  benign  growths,  6 of  7 neoplasms 
of  the  ovary  and  prostate  showed,  as  in  the 
benign  breast,  a high  alkaline  P-ase  concen- 
tration in  the  epithelial  elements  represented. 
The  one  exception  is  a Brenner  tumor  which 
exhibited  a completely  negative  reaction  for 
the  tumor  cells  but  a strong  reaction  in  the 
stroma  surrounding  the  cell  nest  or  a typical 
malignant  picture. 

The  proliferated  connective  tissue  of  breast 
fibroadenomas  (Fig.  2)  and  fibromyomas 
(Table  I)  are  free  of  P-ase.  Our  observations 
on  the  mouse  fibrosarcomas  of  strains  S37  and 
CR180  are  uniform  in  showing  a very  low 
alkaline  P-ase  concentration,  but  a relatively 
high  acid  enzyme  content.  The  alkaline  P-ase 
is  limited  to  a very  faint,  often  negative, 
nuclear  reaction  with  an  occasional  stromal 
reaction  around  the  larger  vessels.  Acid  P-ase 
is  distributed  in  both  nuclei  and  cytoplasm 
with  the  nuclear  reaction  being  the  more  in- 
tense. 

Spontaneous  adenocarcinomas  of  the  mam- 
mary glands  of  mice  exhibit  a high  P-ase  con- 
tent for  both  the  acid  and  alkaline  enzymes 
(Figs.  5,  6,  9,  10,  11).  Rabat  and  Furth8  re- 
port an  absence  of  alkaline  P-ase  for  these 
same  neoplasms.  The  acinar  units  persis- 
tently show  the  highest  enzyme  concentra- 
tions and  irrespective  of  the  size,  age,  or 
strain  (Table  I)  of  the  tumor.  However  there 
is  considerable  variation  in  enzyme  distribu- 
tion among  cellular  units  within  the  same 
tumor.  Within  certain  limits  it  does  seem 
possible  to  correlate  these  variations  with 
tumor  cell  arrangement.  This  is  best  observed 
in  the  older  tumors  in  which  the  neoplastic 
cells  may  be  arranged  in  a considerable  var- 
iety of  structural  units  2.  The  highest  P-ase 
reaction,  both  alkaline  and  acid,  is  exhibited 
by  the  cells  in  the  acinar  units  while  the 
stroma  and  vascular  elements  are  free.  This 
distribution  has  been  the  predominant  pic- 
ture in  the  29  tumors  examined.  Two  rather 
consistent  variations  have  been  noted.  First, 
areas  in  which  the  cancer  cells  are  con- 
spicuously arranged  in  the  alveolar  units  ex- 

* The  reaction  here  indicated  refers  only  to 
either  the  epithelium  or  to  the  predominant  neo- 
plastic cellular  elements  in  the  given  tumor.  The 
stromal  and  vascular  reactions  are  discussed  in 
the  text,  as  is  the  distribution  of  acid  P-ase. 
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FIG. X FIG.  a. 


Explanation  of  Figures 

PLATE  I 

The  original  preparations  are  without  counterstain.  All  figures  are  reproduced  at  a magnification  of  110  X.  with  the 
exception  of  7 and  9 which  are  430  X. 

1.  Carcinoma,  human  breast.  Alkaline  P-ase  in  stroma,  cancer  cells  negative. 

2.  Fibroadenoma,  human  breast.  Alkaline  P-ase  in  epithelial  and  endothelial  cells. 

3.  Carcinoma,  human  colon.  Alkaline  P-ase  in  stroma. 

4.  Fibroadenoma,  human  breast.  Alkaline  P-ase  in  duct  epithelium,  and  to  a lesser  degree  in  proliferated  units. 

5.  Adenocarcinoma,  mammary  gland  of  C3H  mouse.  Intense  alkaline  P-ase  concentration  in  all  but  an  anaplastic  area. 

6.  Same  as  figure  5.  but  from  a mouse  of  the  A strain,  showing  the  variation  in  alkaline  P-ase  concentration  between  acinar 
units  idarkl  and  the  more  anaplastic  areas  (light). 


FIG.  1 FIG.8 


PLATE  II 

7.  Carcinoma,  human  breast.  Alkaline  P-ase  localized  in  the  duct  epithelium  but  the  neoplastic  cells,  in  origin,  are  negative. 

8.  Lymphoma,  human.  The  vascular  endothelium  and  peripheral  reticulum  shows  a positive  alkaline  P-ase  reaction. 

9.  Adenocarcinoma,  mammary  gland,  mouse  (C3H).  Alkaline  P-ase  in  the  stroma  surrounding  the  alveolar  units. 

10.  Adenocarcinoma,  mammary  gland,  mouse  (dba) . A marked  alkaline  P-ase  reaction  occurs  in  the  acinar  units  while  ana- 
plastic areas,  to  the  left,  are  essentially  negative. 

11.  Adenocarcinoma,  mammary  gland,  mouse  (C3H).  Acid  P-ase.  Similar  distribution  as  for  alkaline  P-ase  (figs.  5,  61. 

12.  Carcinoma,  human  breast.  Acid  P-ase. 
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hibit  no  alkaline  P-ase  in  the  cell  but  do  show 
a heavy  stromal  reaction  (Fig.  9).  Acid  P-ase 
does  appear  in  the  cell  but  at  obviously  much 
lower  concentrations  than  in  the  acinar  units. 
Secondly,  a markedly  reduced  enzyme  con- 
tent is  generally  observed  in  the  more  ana- 
plastic areas  of  the  tumor  with  the  enzyme 
limited  to  the  nuclei. 

DISCUSSION 

The  specific  role  of  the  phosphatases  in 
tissue  metabolism  remains  obscure.  That  the 
phosphomonoesterases  will  ultimately  prove 
to  have  a wide  range  of  activities,  as  ex- 
pressed by  their  action  on  phosphorous  bear- 
ing compounds,  in  the  metabolism  of  carbo- 
hydrates, phospholipids,  and  certain  proteins, 
is  indicated  from  recent  reviews  on  the  sub- 
ject1,10. 

Our  observations  (Table  I)  together  with 
those  of  Rabat  and  Furth8  show  eleven 
varieties  of  human  malignancies  in  which  the 
cells  contain  little  or  no  alkaline  P-ase.  This 
negative  reaction  represents  a true  loss  of 
P-ase  from  that  of  the  cell  of  origin  for  at 
least  three,  if  not  more,  of  the  neoplasm; 
namely  the  breast,  uterus,  and  colon.  It  there- 
fore appears  unlikely  that  the  P-ase  content 
of  neoplastic  cells  is  always  predicated  upon 
the  cell  of  origin.  This  characteristic  has, 
however,  been  reported  for  neoplasms  of  the 
nervous  system9,12. 

The  persistence  of  some  acid  P-ase  in  mali- 
gnant breast  tissue  (Fig.  12)  might  be  in- 
terpreted to  negate  any  significance  to  be 
attached  to  the  loss  of  alkaline  P-ase.  How- 
ever, the  tendency  is  to  consider  the  presence 
of  these  two  widely  distributed  enzymes,  acid 
and  alkaline  P-ase,  functioning  at  opposite 
pH  ranges  as  a means  of  carrying  on  some- 
what similar  functions  simultaneously  in  the 
same  cell10. 

Notwithstanding  the  utilization  of  similar 
substrates  by  both  acid  and  alkaline  phos- 
phatases, the  possibility  does  remain  that  the 
loss  of  one  enzyme  of  this  complex  could 
serve  to  alter  the  metabolism  of  the  cell. 

Although  the  specificity  of  the  tissues  may 
invalidate  any  comparison  between  mouse 
and  human  neoplasms  the  results  are  none- 
theless interesting.  In  both  species  the  nor- 
mal tissue  has  a high  enzyme  content  while 
the  cancer  cells  derived  from  it  exhibit  a loss 
of  P-ase  in  the  human  (Figs.  1,  7),  but  a per- 
sistence of  a high  content  in  the  mouse 


(Figs.  5,  6).  Still,  from  the  intensity  of  the  his- 
tochemical  reactions,  it  does  seem  evident 
that  the  tumor  cells  in  the  mouse  have  a 
lower  P-ase  content  than  the  normal  epi- 
thelial cells.  This  is  to  be  been  in  the  observa- 
tion that  the  more  anaplastic  areas  of  the 
mouse  carcinomas  show  a loss,  or  even  ab- 
sence, of  P-ase  (Figs.  5,  6,  10,  11).  Dunn2 
has  reviewed  the  thesis  of  earlier  workers 
who  held  the  view  that  the  more  anaplastic 
areas  in  mouse  mammary  gland  tumors  rep- 
resented the  most  malignant  tissue.  If  such 
is  actually  the  case  the  marked  reduction  to 
even  absence  of  P-ase  from  these  areas  (Figs. 
5,  6,  10,  11)  is  a reaction  similar  in  type  to  that 
of  the  human  breast  malignancies.  It  may  be 
noted  that  the  two  neoplasms  in  the  dba  strain 
were  considerably  more  anaplastic  than 
tumors  in  C3H  or  A strains,  and  correspond- 
ingly exhibited  a very  faint  alkaline  P-ase 
reaction  (Fig.  10).  Likewise,  young  tumors  of 
predominantly  acinar  type  in  the  C3H  or  A 
strains  consistently  yielded  the  maximum 
P-ase  reaction  for  all  tumors.  Whether  or  not 
the  degree  of  anaplastia  may  be  used  as  a 
criterion  for  malignancy  is  perhaps  arbitrary 
for  purposes  at  hand.  Rather,  it  seem  possible 
that  the  change  in  P-ase  concentration  be- 
tween a high  level  in  young  tumor  cells  with 
a loss  in  the  more  anaplastic,  and  probably 
older,  cells  possibly  reflects  an  alteration  in 
the  metabolism  of  cell  groups  even  within  the 
same  tumor. 

The  consistent  distribution  of  alkaline  P-ase 
in  the  loose,  cellular,  newly  formed  connec- 
tive tissue  of  the  human  carcinomas  (Figs. 
1,  3,  7),  rather  implies  a special  significance 
to  this  tissue.  In  this  site  it  immediately  sur- 
rounds the  nests  of  cancer  cells.  The  fact  that 
older  collagenous  tissue,  similarly  located, 
lacks  the  enzyme  also  suggests  a functional 
difference  between  these  old  and  new  con- 
nective tissues.  Rabat  and  Furth8  also  ob- 
served this  stromal  reaction  and  conclude 
that  more  P-ase  is  present  in  the  younger 
cells.  The  origin  of  the  P-ase  is  presumed  to 
be  from  the  fibroblast  although,  under  some- 
what different  circumstances,  the  opinion  has 
been  expressed  that  stromal  P-ase  may  arise 
by  diffusion  from  the  blood6,11. 

Present  evidence  does  not  permit  assigning 
any  special  role  to  the  occurrence  of  alkaline 
P-ase  in  the  stroma.  That  it  may  exert  some 
(Continued  on  Page  160) 
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The  Use  of  Intravenous  Pentothal 
in  the  Second  Stage  of  Labor 

by  MARY  PRICE.  M.D..  ARMOUR.  SOUTH  DAKOTA 


Sodium  Pentothal  has  been  used  as  an 
analgesic  in  obstetrics  for  over  a decade. 
1 ,2,3,4  As  early  as  1938  it  was  used  intraven- 
ously as  anaesthetic  agent  in  the  second  and 
third  stages  of  labor.5  For  several  years, 
very  little  use  was  made  of  this  drug,  but 
during  the  last  three  or  four  years  increased 
interest  in  intravenous  and  rectal6,7  Sodium 
Pentothal  in  obstetrics  has  been  shown. 

During  the  period  from  September  1 to 
May  15,  1947,  a study  was  made  in  the  ob- 
stetrical department  of  the  Lock  Haven  Penn- 
sylvania Hospital  regarding  the  use  of  So- 
duim  Pentothal  anaesthesia  in  the  second 
stage  of  labor.  In  thirty  three  weeks,  there 
were  519  deliveries,  160  of  which  were  con- 
ducted with  the  aid  of  intravenous  Sodium 
Pentothal.  A more  detailed  study  was  made 
of  57  deliveries  by  the  writer.  These  were 
unselected  cases  prepared  for  delivery 
routinely  by  the  administration  of  two  cap- 
sules of  Nembutal  when  the  patient  began 
to  suffer  from  her  pain  and  100  mg.  Demerol, 
with  or  without  1/150  gr.  Scopalamine,  in- 
tramuscularly when  the  cervix  was  two 
fingers  or  more  dilated.  One  ampule  of 
Synkamin  was  injected  intramuscularly  upon 
admission  of  the  patient.  One  gram  of  Sodium 
Pentothal  was  dissolved  in  40  cc  distilled 
water.  This  was  given  by  intermittent  in- 
jection accompanied  by  constant  seline  drip, 
regulated  for  80  drops  per  minute.  Upon  be- 
ginning anaesthesia  5 cc.  of  Sodium  Pen- 
tothal was  injected  slowly  and  the  patient  in- 
structed to  count  out  loud.  The  patient 
usually  counted  only  as  far  as  12  or  15. 
Occasionally  10  cc’s  to  15  cc.  was  needed  to 
achieve  light  anaesthesia.  2V2  cc.  to  5 cc.  in- 
jections were  made  as  often  as  needed  to 
maintain  very  light  anaesthesia.  Deep 
anaesthesia  was  avoided  in  order: 

1.  To  utilize  uterine  contractions. 

2.  To  speed  recovery  of  the  mother  and 

3.  To  keep  the  Pentothal  blood  level  of  the 
infant  as  low  as  possible. 

There  were  four  spontaneous  deliveries  in 


this  series.  As  a general  rule,  however,  low 
forceps  were  used.  Left  episiotomy  was  done, 
depending  upon  the  size  and  elasticity  of  the 
vaginal  orifice.  In  two  cases  a manual  dilata- 
tion was  performed  and  high  forceps  applied. 
There  were  seven  L.  O.  P.  positions,  five 
R.  O.  P’s  and  one  frank  breech.  All  other 
positions  were  normal.  There  was  one  set  of 
twins. 

The  amount  of  Sodium  Pentothal  used  until 
delivery  of  the  baby  varied  from  0.5  gm.  to 
1.5  gm.,  the  average  being  0.93  gm.  and  the 
mean  0.87  gm.  This  average  is  somewhat 
higher  than  in  the  literature  reviewed.  The 
fact  that  65%  of  the  patients  were  primiparas 
may  be  significant  in  this  respect. 

It  was  observed  that  uterine  contractions 
were  seldom  impaired  by  Sodium  Pentothal 
and  that  relaxation  of  the  perineal  muscula- 
ture was  much  greater  than  with  ether  an- 
aesthesia. This  was  particularly  evident  in 
the  delivery  of  occiput  posterior  positions. 

The  babies  usually  breathed  spontaneously. 
There  was  no  instance  of  more  than  mild 
asphyxia.  It  will  be  noted  that  there  was  no 
oxygen  administered  during  delivery.  Un- 
doubtedly oxygen  inhalation  would  produce 
even  more  entirely  spontaneous  breathings. 

One  stillborn  child  was  delivered.  Since  the 
placenta  showed  signs  of  decomposition,  the 
anaesthetic  was  not  blamed  for  this  death. 

The  third  stage  was  normal  in  all  cases 
except  for  one  placenta  accreta  which  was  re- 
moved manually. 

Special  attention  was  paid  to  the  incidence 
of  atelectasis.  In  the  519  vaginal  deliveries 
made  during  the  stated  time  there  were 
twelve  cases  of  atelectasis.  Eleven  of  these 
babies  had  been  delivered  by  means  of  ether 
anaesthesia,  one  by  Sodium  Pentothal. 

In  1945  Dr.  N.  J.  Eastman8  presented  to  the 
American  Gnyecological  Society  an  excellent 
paper  reviewing  1415  deliveries  carried  out  at 
John  Hopkins  Hospital  under  Sodium  Pento- 
thalanesthesia.  In  this  series,  there  was  an 
infant  or  neonatal  (first  thirty  days)  mor- 
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tality  of  2.4%.  “There  was  no  instance  in  the 

entire  series in  which  this  anesthetic 

agent  was  directly  responsible  for  an  infant’s 
death,  or  in  which  it  played  any  demonstrable 
role.” 

Blood  acid  pentothal  determinations  were 
made  in  both  mother  and  fetus  in  this  series 
with  the  following  results: 


Table  111.  Mg/100  Bl.  Acid  Pentothal  in 
Mother  and  Child  at  Delivery 


Gm.  of  Na 

Duration  of 

Mother 

Infant 

Pent,  given 

Anesthesia 

Mg/100 

Mg/100 

0.7  gm 

5 min. 

3.9 

0.8 

0.45 

6 

2.5 

1.4 

0.35 

7 

2.4 

1.25 

0.55 

9 

3.0 

1.75 

0.40 

12 

2.25 

2.50 

1.00 

12 

6.2 

5.0 

0.55 

15 

0.75 

0.5 

This  study  demonstrates  that  “there  is  a 
period  of  five  minutes  after  starting  an- 
aesthesia during  which  the  amount  of  drug 
reachin  the  fetus  is  very  small  and  through- 
out the  first  ten  minutes  is  decidedly  less,  as 
a rule,  that  after  fifteen  or  twenty  minutes  of 
anaesthesia.  This  fact  should  not  be  taken 
as  an  indication  to  hurry  the  delivery.  How- 
ever, it  does  afford  an  opportunity  to  spare 
the  fetus  an  unnecessary  quantity  of  the 
drug,  that  is  to  postpone  the  anaesthetic  until 
everything  is  in  immediate  readiness  for  the 
operation.” 

The  writer  is  impressed  by  the  following 
advantages  of  Sodium  Pentothal: 

1.  Quick  induction  with  lack  of  distress  to 
the  mother. 

2.  Lack  of  impairment  of  uterine  contrac- 
tions. 

3.  Superior  relaxation  of  perineal  muscu- 
lature with  resultant  speed  of  delivery. 

4.  Good  condition  of  infant. 
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HUMAN  AND  MOUSE  TUMORS 

(Continued  from  Page  158) 

action  on  the  metabolism  of  the  tissue  is  sug- 
gested by  its  location  between  the  source  of 
nutrients  in  the  blood  and  the  cancer  cells. 
This  appears  questionable  at  the  moment  since 
other  connective  tissues  similarly  located 
around  the  cancer  cell  nests  are  devoid  of 
P-ase.  It  is  sufficient  to  note  that  in  the  same 
tumor  P-ase  may  be  intracellular  (Fig.  5) 
with  no  stromal  reaction  while,  conversely, 
other  areas  show  a marked  stromal  reaction 
but  a negative  cellular  content  (Fig.  9).  What 
factors  may  be  responsible  for  such  a varia- 
tion in  distribution,  as  well  as  the  effect  this 
may  have  on  cellular  metabolism,  is  quite 
unknown.  Assuming  a function  for  P-ase  in 
connective  tissue  implies  that  the  stroma 
may  be  a factor  for  consideration  in  studies 
on  the  metabolism  of  cancer  tissue. 
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"I  CALLED  A DOCTOR" 

A huge  majority  of  the  medical  profession 
are  logically  opposed  to  compulsory  govern- 
ment medicine  as  well  they  should  be.  And 
the  majority  of  these  practitioners  are  active 
or  vocal  in  their  opposition  to  such  a plan. 
In  the  long  run  however,  the  decision  for  or 
against  government  medicine  will  come  from 
the  people,  either  as  a “grass  roots”  move- 
ment or  from  a standpoint  of  lack  of  interest. 

The  decision  will  be  made,  not  on  the 
arguments  of  fifty  high-powered  public  re- 
lations experts,  but  on  the  conduct  of  the  in- 
dividual doctor.  Unfortunately,  newspapers 
do  not  play  up  the  hours  of  work  put  in  by 
the  doctor  of  medicine  or  the  lives  that  are 
saved,  but  recently,  as  if  by  plan,  are  giving 
space  to  the  story  that  quotes  a sobbing 
mother  “I  called  a doctor  but  he  wouldn’t 
make  a call  at  night.” 

This  type  of  publicity  is  on  the  increase  and 
although  it  does  not  always  give  the  true 
story,  it  is  read  by  thousands  and  believed  by 
most.  The  reader  mulls  it  over  in  his  mind 
and,  forgetting  the  twenty  night  calls  made 
by  his  doctor,  remembers  the  one  time  he, 
too,  could  not  get  a doctor  to  come.  He  talks 
to  a friend  who  remembers  the  doctor  who 
did  make  a night  call  but  who  gave  an  in- 
sufficient amount  of  a sedative  to  the  patient 
and  when  called  in  protest,  doubled  his  bill 
for  the  second  call.  And,  like  a snowball  roll- 
ing down  hill,  the  resentment  against  the  doc- 
tor grows,  until  it  becomes  a gigantic  thing, 
capable  of  obliterating  the  smaller  object 
that  created  it. 

Dr.  Lull,  in  his  secretary’s  letter  of  Feb- 
ruary 16  had  this  to  say  about  the  situation: 

“Patients  all  over  the  country  are  voicing 
bitter  criticism  of  the  medical  profession  be- 
cause of  their  inability  to  obtain  the  services 
of  a physician  at  night.  Scores  of  letters  are 
being  received  at  A.M.A.  headquarters  each 
week  from  patients  who  complain  that  doc- 
tors decline  to  make  night  calls. 


“My  baby  became  quite  ill  at  11  o’clock  and 
I called  a doctor,”  one  letter  said,  adding: 
“But  the  doctor  told  me  that  he  never  made 
night  calls  and  urged  me  to  call  another  doc- 
tor, whose  name  he  gave  me.  That  doctor 
didn’t  come  either.” 

The  writer  urged  the  A.M.A.  to  “do  some- 
thing about  this.” 

At  the  National  Conference  on  Medical 
Service,  held  in  Chicago,  February  8,  someone 
told  the  audience  that  a state  legislator  whose 
child  was  seriously  ill  called  five  doctors  and 
got  five  turn  downs. 

These  complaints,  piling  up  at  an  alarming 
rate,  present  a grave  problem.  Every  doctor 
knows  that  a hasty  turn  down  of  a phone 
call  at  night  creates  ill  feeling  toward  the 
medical  profession  as  a whole.  Some  medical 
societies  are  solving  this  problem  by  setting 
up  a special  phone  service.  When  a patient 
phones  a doctor  anytime  during  the  night 
and  the  doctor  declines  to  make  the  call,  he 
gives  his  medical  society  phone  number  to  the 
patient.  By  calling  the  number,  the  patient  is 
assured  that  a doctor  will  call.” 

Perhaps  the  medical  Profession  in  South 
Dakota  can  read  Dr.  Lull’s  words  with  re- 
ceptive minds  and  plan  to  improve  the  situa- 
tion now  confronting  them. 

J.  C.  Foster 


EDITORIAL 

Sometimes  things  happen  in  medical  eco- 
nomics which  the  profession  in  the  sparsely 
settled  areas  know  little  or  nothing.  Take,  for 
instance,  the  meeting  called  by  Oscar  Ewing, 
Administrator  of  the  Federal  Security 
Agency,  in  Washington. 

According  to  information  published  by  the 
Agency,  President  Truman  has  asked  Ewing 
to  study  the  problem  of  health  in  the  United 
States.  Ewing  has  selected  a panel  of  experts 
to  act  as  the  Executive  Committee  for  the 
National  Health  Assembly.  These  experts 
represent  all  agencies  interested  in  health. 
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Although  we  have  no  way  of  knowing  which 
way  the  following  members  would  vote  on 
government  medicine,  their  particular  posi- 
tions may  indicate  their  preferences: 

Mr.  Barry  Bingham,  Editor  and  President, 
Louisville  Courier- Journal 
Mrs.  J.  L.  Blair  Buck,  President,  General 
Federation  of  Women’s  Clubs 
Mr.  Earl  Bunting,  President,  National  As- 
sociation of  Manufacturers 
Miss  Elizabeth  Christman,  Secretary-Treas- 
urer, National  Women’s  Trade  Union 
League 

Dr.  Louis  I.  Dublin,  Second  Vice-President 
and  Statistician,  Metropolitan  Life  In- 
surance Co. 

Judge  Jerome  N.  Frank,  U.  S.  Circuit  Court 
of  Appeals 

Mr.  Albort  S.  Gross,  President,  National 
Grange 

Mr.  William  Green,  President,  American 
Federation  of  Labor 

The  Most  Rev.  Francis  J.  Hass,  Bishop  of 
Grand  Rapids,  Michigan 
Miss  Frieda  Hennock,  New  York  City 
Mrs.  L.  W.  Hughes,  President,  National 
Congress  of  Parents  and  Teachers 
Mr.  Eric  Johnston,  President,  Motion  Pic- 
ture Producers  & Distributors  of  America 
Mr.  Allan  Kline,  President,  American  Farm 
Bureau  Federation 
Mrs.  Mary  Lasker,  New  York  City 
Mrs.  David  Levy,  New  York  City 
Dr.  George  F.  Lull,  Secretary  and  General 
Manager,  American  Medical  Asociation 
Mrs.  Eugene  Meyer,  Washington,  D.  C. 

Mr.  Philip  Murray,  President,  Congress  of 
Industrial  Organizations 
Mrs.  Anna  M.  Rosenberg,  New  York  City 
Mr.  Earl  O.  Shreve,  President,  U.  S.  Cham- 
ber of  Commerce 

Dr.  Frank  Stanton,  President,  Columbia 
Broadcasting  System,  Inc. 

Mr.  M.  W.  Thatcher,  President,  National 
Federation  of  Grain  Cooperatives 
Mr.  Walter  White,  Secretary,  National  As- 
sociation for  the  Advancement  of  Colored 
People 

Dr.  Abel  Wolman,  Consulting  Engineer, 
Engineer,  Johns  Hopkins  University 
(19  of  the  above  are  said  to  favor  government 
medicine.) 

The  discussions  at  the  General  Assembly 


will  be  broken  up  into  panels  to  discuss  all 
the  phases  of  health.  The  meeting,  scheduled 
for  May  1-4  at  the  Hotel  Statler  in  Washing- 
ton has  not  been  turned  over  to  the  people 
but  pretends  to  get  a Grass  Roots  sounding 
on  the  problem. 

The  entire  health  assembly  looks  sus- 
piciously like  an  attempt  to  lead  the  public 
into  the  belief  that  they  themselves  are  ask- 
ing for  a scheme  of  “cut-rate”  Medicine. 
(“Cut-rate”  meaning  also  a reduction  in  the 
quality  of  care.) 

The  whole  plan  should  be  brought  to  the 
attention  of  the  public  for  what  it  really  is. 
All  should  know  that  Oscar  Ewing  himself 
stated  when  he  took  office,  “President  Tru- 
man has  made  known  that  he  and  his  Ad- 
ministration favored  National  Health  Insur- 
ance and,  naturally,  I had  no  right  to  accept 
an  office  in  his  Administration  unless  I was 
wholeheartedly  prepared  to  go  along  with 
the  President’s  Policies.  Furthermore,  I ex- 
plained that  I happened  to  agree  with  that 
policy  thoroughly  and  that  it  was  one  for 
which  I expected  to  fight.” 

Does  this  sound  like  a man  about  to  make 
impartial  health  studies? 

As  far  as  the  writer  is  concerned,  a lot  more 
information  and  consideration  could  be  given 
to  the  medical  profession  in  this  part  of  the 
country 

J.  C.  F. 


PUBLIC  PROTEST'S 
NIGHT  SERVICE 

The  American  Medical  Association  calls  on 
county  medical  societies  to  meet  the  public 
demand  for  emergency  medical  service  at 
night. 

“From  many  sections  of  the  United  States,” 
says  an  editorial  in  a recent  (March  6)  issue 
of  The  Journal  of  The  American  Medical 
Association,  “complaints  have  come  lately 
that  persons  who  have  called  physicians  late 
at  night  have  been  unable  to  secure  at- 
tendance from  either  those  whom  they  con- 
sidered their  family  physicians  or  from 
specialists  or,  indeed,  from  any  physician.” 

The  American  Medical  Association  says 
that  large  county  medical  societies  or  urban 
groups  should  maintain  a physicians’  tele- 
phone exchange  which  would  take  the  res- 
ponsibility for  locating  physicians  if  response 


— 162  — 


APRIL  1948 


is  not  made  to  the  ringing  of  the  telephone 
in  the  home  or  in  the  office. 

The  solution  is  simple  and  practical,  re- 
quiring only  a minimum  of  community  or- 
ganization. A number  of  county  medical 
societies  already  maintain  a physicians’  tele- 
phone exchange  where  doctors’  calls  may  be 
received  and  doctors  located  if  their  office  or 
home  telephones  do  not  respond.  Such  an  ex- 
change can  be  utilized  as  at  night  or  on  holi- 
days, simply  by  furnishing  the  exchange  with 
a list  of  physicians  who  are  able  and  willing 
to  make  night  calls.  Such  physicians  would 
probably  include  the  younger  general  prac- 
titioners, newcomers  to  the  community,  and 
others  in  general  practice.  If  such  a rooster 
were  available,  and  its  availability  widely 
publicized,  night  calls  for  medical  service 
would  soon  gravitate  to  this  center  and  the 
patient  would  be  assured  the  services  of  a 
physician. 

Under  such  a system  the  necessity  for  call- 
ing many  doctors  would  be  eliminated.  Two 
calls  at  most  would  be  necessary.  Where 
there  is  no  physicians’  telephone  service,  it 
might  be  possible  to  have  the  hospitals  co- 
operate by  handling  such  night  calls. 

The  Medical  Society  of  the  District  of 
Columbia  and  the  Milwaukee  County  Medical 
Society  have  found  such  a plan  practical,  as 
have  a number  of  other  societies. 

By  this  simple  and  practical  expedient, 
which  is  doubtless  in  effect  in  modified  form 
in  a number  of  communities,  the  sick  can  be 
served  and  the  medical  profession  can  redeem 
its  pledge  of  unselfish  public  service. 

It  is  highly  important  that  where  such  ar- 
rangements exist  they  be  brought  to  the  at- 
tention of  the  lay  people  in  the  community 
through  appropriate  public  channels,  not  once 
but  repeatedly,  to  keep  the  shifting  popula- 
tions well  informed. 

Few  problems  in  the  field  of  medical  serv- 
ice have  aroused  so  much  public  discussion. 
Whether  resentment  against  physicians  is 
justified  or  not,  it  does  harm.  The  solution 
for  this  problem  is  so  eminently  simple  and 
would  reflect  so  favorably  upon  physician- 
patient  relationships  that  medical  societies 
everywhere  are  urged  to  give  it  serious  con- 
sideration immediately. 
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HARE  — ACUTE  DERMATITIS 

(Continued  from  Page  143 

used.  When  relief  finally  is  obtained,  the 
last  application  employed  is  usually  given 
the  credit  for  controlling  the  dermatitis-  In 
reality  the  improvement  occurs  because  the 
process  of  hypersensitization  has  reached  its 
peak  and  most  of  the  types  of  local  applica- 
tion which  previously  failed  will  now  help 
the  patient.  The  appreciation  of  this  phen- 
omenon is  of  utmost  importance  in  the  care 
of  the  patient  who  has  acute  dermatitis. 

REFERENCES 

1.  Brunsting,  L.  A.  and  Anderson,  C.  R.:  Ragweed 
dermatitis;  a report  based  on  eighteen  cases, 
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2.  Lane,  C.  G.:  Occupational  dermatoses;  an  edu- 
cational program,  J.  A.  M.  A.  111:1521  (Oct.)  1938 

3.  Becker,  S.  W.  and  Obermayer,  M.  E.:  Modern 
dermatology  and  syphilology,  Ed.  2,  Philadelphia, 
J.  B.  Lippincott  Company,  1947,  1017  pp. 

4.  Whitfield:  Quoted  by  Becker,  S.  W.  and  Ober- 
mayer, M.  E. 

5.  O’Leary,  P.  A.:  Dermatologic  Problems  in  gen- 
eral practice,  South,  M.  J.  37:175  (Mar.)  1944; 
correction  37:304  (May)  1944 


PHYSICAL  THERAPIST 
AVAILABLE  IN  JUNE 

The  National  Foundation  for  Infantile 
Paralysis  has  informed  the  South  Dakota 
State  Medical  Association  that  Miss  Rita 
Feuerstein  of  Iroquois  South  Dakota  will 
complete  her  physical  therapy  training  and  be 
available  in  June  as  a qualified  physical 
therapist.  If  some  hospital  or  clinic  is  inter- 
ested in  obtaining  the  services  of  a physical 
therapist,  please  notify  the  South  Dakota 
Medical  Association,  300  1st  National  Bank 
Building,  Sioux  Falls,  South  Dakota. 

Miss  Feuerstein  is  26  years  of  age,  has  a 
B.C.  degree  in  physical  therapy,  University 
of  Minnesota,  June  1947;  member  of  the 
American  registry  of  Physical  Therapy  Tech- 
nicians and  of  the  American  Physio.  Associa- 
tion. She  is  attending  the  University  of  Wash- 
ington at  the  present  time. 
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Congressional  Bills 
Important  to  Physicians 


The  Council  of  the  South  Dakota  Medical 
Association  feels  that  all  practitioners  in  the 
state  should  be  well  versed  in  the  political 
aspects  of  the  practice  of  medicine.  Some  of 
the  bills  which  are  introduced  in  congress 
are  of  the  utmost  importance  to  the  practicing 
physician. 

The  following  is  excerpted  from  Dr.  James 
R.  Miller’s  comment  on  bill  S.1290  read  before 
the  Health  Subcommittee,  Senate  Committee 
on  Labor  and  Public  Welfare  on  behalf  of  the 
American  Medical  Association. 

This  bill  proposes  to  provide  for  the  general 
welfare  by  enabling  the  several  states  to 
make  more  adequate  provision  for  the  health 
of  school  schildren  through  the  development 
of  school  health  services  for  the  prevention, 
diagnosis  and  treatment  of  physical  and 
mental  defects  and  conditions.  The  American 
Medical  Association  is  in  entire  accord  with 
the  meritorious  objectives  of  this  bill,  namely, 
to  better  the  health  of  school  children.  It  has 
for  many  years  given  particular  consideration 
of  our  national  health,  sympathetic,  ob- 
jective, and  unemotional  consideration.  It 
has  encouraged  periodic  examinations  of 
children  at  appropriate  points  during  ad- 
vancement in  school  and  has  stimulated  and 
encouraged  the  early  correction  of  defects  dis- 
closed by  such  examinations.  It  has  collabor- 
ated in  the  formulation  of  a school  health  pro- 
gram which  now  has  been  approved  by  some 
forty-five  different  organizations. 

The  Association  within  its  Bureau  of  Health 
Education  employs  medically  and  educa- 
tionally qualified  personnel  giving  practically 
full  time  to  consultation  and  other  services 
designed  to  aid  state  and  local  efforts  to  im- 
prove and  expand  health  programs.  The  As- 
sociation since  1911  has  actively  cooperated 
at  the  national  level  in  developing  sound 
practices  relating  to  school  health  problems, 
through  the  joint  Committee  on  Health 
Problems  in  Education,  of  the  National  Educa- 
tion Association  and  the  American  Medical 
Association. 


It  has  been  in  constant  collaboration  with 
many  organizations  interested  in  the  improve- 
ment of  the  health  of  school  children  and  has 
emphasized  the  necessity  of  that  improve- 
ment in  radio  programs,  in  public  addresses, 
in  the  distribution  of  literature  and  in  many 
other  ways. 

Whether  or  not  this  bill  represents  a ra- 
tional approach  to  the  problem  at  which  it  is 
aimed  or  whether  there  is  any  liklihood  of 
its  objectives  being  attained  are  matters  to 
which  the  Committee  will  want  to  give  ser- 
ious thought.  The  means  to  an  end  are  im- 
portant not  only  in  and  of  themselves  but 
also  when  considered  in  the  light  of  the  like- 
lihood of  the  end  being  reached  by  them.  The 
Committee  will  realize  that  this  bill  proposes 
to  make  available  to  possibly  over  thirty  mil- 
lion school  children  between  the  ages  of  five 
years  and  seventeen  years,  school  health  serv- 
ices (1)  for  the  prevention  and  diagnosis  of 
physicial  and  mental  conditions,  and  (2)  for 
the  treatment  of  such  defects  and  conditions, 
such  services  to  be  made  available  to  the 
children  without  regard  to  race,  color,  creed 
or  nationality  and,  apparently,  without  regard 
to  the  ability  of  the  particular  child,  its 
parents  or  other  persons  acting  in  loco 
parentis  to  purchase  the  needed  services. 

The  bill  would  also  authorize  “demon- 
strations,” the  exact  nature  of  which  is  not 
disclosed.  It  would  provide  for  the  training 
and  supervising  of  school  personnel  “in 
utilizing  the  findings  of  health  examinations” 
but  there  is  no  indication  in  the  bill  as  to  the 
manner  in  which  such  findings  are  to  be 
utilized. 

The  bill  would  exclude  the  providing  of 
health  instruction  under  a state  plan  “other 
than  that  given  as  a part  of  examination, 
diagnostic  or  corrective  procedures.”  This 
provision,  then,  apparently  undertakes  to 
separate,  with  the  exception  noted,  the  areas 
of  health  services  and  health  instruction,  both 
vital  and  inseparable  parts  of  the  total  school 
health  program. 
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As  in  the  case  with  legislation  providing  for 
compulsory  sickness  insurance,  with  federal 
supervision,  this  bill  is  predicated  on  two 
assumptions  that  the  committee  should  ex- 
plore further.  It  assumes  that  there  are  a con- 
siderable number  of  school  children  in  need  of 
medical  services  which  need  is  not  met  solely 
because  of  lack  of  ability  to  purchase  the 
services.  It  assumes,  too,  that  the  states  are 
unable  to  finance  a school  health  program 
without  the  aid  of  federal  financial  assistance. 

The  Committee  should  consider  the  fact 
that  this  bill  does  not  contemplate  an  in- 
tegrated approach  to  a well  rounded  school 
health  program.  It  does  not  take  into  con- 
sideration physical  conditions  that  may  be 
detrimental  to  school  health  such  as  poor 
sanitation  of  the  school,  inadequate  ventila- 
tion and  lighting,  overcrowding  of  rooms,  and 
contaminated  water  supplies,  among  other 
conditions. 

That  the  problems  of  the  health  instruction 
of  school  children  are  pressing  is  reflected  by 
a survey  made  by  the  United  States  Office  of 
Education  a few  years  ago.  In  our  schools 
whose  unique  function  is  education,  less  than 
25%  of  the  boys  and  girls  in  the  last  two 
years  of  high  school  were  receiving  organized 
health  instruction.  The  same  study  showed 
that  among  this  age  group  only  about  50% 
were  receiving  organized  physical  education. 
Will  the  Committee  not  wish  carefully  to  con- 
sider the  possible  hazard  in  singling  out  only 
one  phase  of  the  school  health  program  for 
legislative  action  and  the  possibility  that  such 
a program  through  its  emphasis  on  services 
may  minimize  and  operate  to  the  detriment 
of  other  equally  important  considerations. 

This  bill  would  establish  an  entirely  new 
policy  by  projecting  the  schools  into  the  field 
of  curative  medicine  so  far  as  school  children 
are  considered,  a projection  that  has  been  dis- 
approved either  explicitly  or  by  implication 
by  various  educational  groups. 

Among  the  other  uncertainties  in  the  bill 
that  may  well  give  the  Committee  pause  re- 
lates to  the  manner  in  which  the  services  pro- 
posed to  be  given  to  school  children  will  be 
rendered.  Are  these  contemplated  medical 
or  dental  services  to  be  made  available  by 
school  personnel  functioning  on  a salary  basis 
or  by  private  practitioners  of  medicine  or 
dentistry  on  a fee-for-service  basis?  Is  it 


contemplated  that  there  is  to  be  any  freedom 
of  choice  on  the  part  of  the  child,  or  by  any- 
one acting  for  him,  of  the  physician,  dentist, 
or  other  personnel  who  is  to  render  the  service 
proposed  by  the  bill? 

There  is  another  bill  pending  before  the 
Committee,  S.J.  Res.  66,  introduced  by 
Senator  Morse,  February  14,  1947,  which 
would  authorize  studies  of  the  health  and 
physical  status  of  children  of  school  age  and 
of  the  facilities  and  services  offered  by  the 
schools  for  the  correction  of  physical  status  of 
children  of  school  age.  This  study,  it  is  pro- 
posed, would  be  made  by  a federal  agency  to 
serve  as  a basis  for  intelligent  action  by  the 
Congress.  Might  not  this  method  or  pro- 
cedure be  given  consideration  by  the  Con- 
gress before  embarking  upon  such  an  elabor- 
ate program  as  that  contemplated  by  S.  1290? 
I do  not  mean  to  imply  here  that  I am  in  favor 
of  all  of  the  provisions  of  S.J.  Res.  66,  such 
as  the  designation  of  the  Children’s  Bureau 
to  make  to  contemplated  study.  If  such  a 
study  were  made,  it  would  seem  to  me  that 
the  agency  in  which  the  health  activities  of 
the  federal  government  are  coordinated 
should  certainly  have  a most  important  part 
in  the  survey  and  possibly  there  should  be 
created  an  advisory  council  or  committee  of 
non-governmental  persons  interested  in  the 
field  of  school  health  to  aid  in  the  survey. 

There  is  another  aspect  of  the  bill  under 
consideration  that  deserves  serious  appraisal, 
namely,  the  desirability  of  bringing  a third 
agency,  the  Children’s  Bureau,  at  the  federal 
level,  into  the  school  health  program  which 
already  complicated  by  being  shared  by  the 
education  authorities  and  the  public  health 
authorities. 

Consideration  should  be  given,  too,  to  the 
question  as  to  whether  or  not  sufficient  num- 
bers of  trained  personnel  are  available  to  pro- 
vide the  services  which  the  bill  propose  to 
make  available,  including  physicians,  dentists, 
nurses,  and  others.  While  the  shortage  of 
physicians,  in  particular,  is  not  as  critical  as 
some  reports  would  have  us  believe,  I am 
confident  that  the  number  is  quite  insufficient 
to  make  effective  the  promises  inherent  in 
S.  1290. 

Until  some  of  the  uncertainties  in  the  bill 
to  which  I have  made  reference  are  clarified 
(Continued  to  Page  178) 
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BLACK  HILLS  DISTRICT  PROPOSES 
IMMUNIZATION  MEASURES* 

For  sometime  the  matter  of  vaccination 
against  smallpox  and  inoculation  against 
diphtheria  have  been  considered  as  advisable 
public  health  measures.  It  is  general  informa- 
tion that  the  incidence  of  these  two  diseases 
has  been  greatly  reduced  in  the  past  few 
years.  Both  immunizing  procedures  are  gen- 
erally accepted  as  highly  successful. 
Epidemics  of  either  smallpox  or  diphtheria 
are  rarely  seen  today.  However,  there  still 
continues  to  be  cases  developing  all  too  fre- 
quently. 

Prevention  of  smallpox  and  diphtheria  is 
possible.  Immunization  should  be  stressed 
during  the  first  year  and  should  be  given  then 
for  the  best  protection.  It  is  difficult  to  get  all 
babies  cared  for  because  they  are  not  all 
accessible.  Because  of  the  education  laws  of 
the  state,  however,  almost  every  child  enters 
school  at  the  average  age  of  six  years.  School 
entrance  then  presents  the  best  opprtunity  to 
promote  the  safety  and  health  of  our  children 
by  requiring  satisfactory  evidence  that  vac- 
cination for  smallpox  has  been  successful  and 
immunization  against  diphtheria  has  been 
given. 

Public  health  campaigns  in  South  Dakota 
have  educated  the  public  to  a great  extent  in 
the  value  of  these  procedures.  More  and  more 
children  are  being  immunized  each  year.  In 
order  to  give  these  benefits  to  more  children 
without  undue  delay,  the  following  plan  is 
suggested  for  your  approval: 

To  submit  to  the  legislature  a properly 
drawn  bill  which  would  include  the  follow- 
ing: 

Certificate  by  a reputable  practicing  phys- 
ician showing  successful  vaccination  for 
smallpox  and  immunization  against  diph- 
theria within  two  years  preceding  admission 
to  any  grade  school  in  South  Dakota  except 

(a)  on  presentation  of  a certificate  signed 
by  a reputable  practicing  physician  stat- 
ing that  such  immunizing  procedure 
would  seriously  endanger  the  child’s 
health. 

(b)  Parents  are  active  members  of  a re- 
ligious group  who  oppose  immuniza- 
tions on  a religious  basis. 

Such  legislation  would  not  interfere  with 
existing  legislation  which  states  that  it  is  un- 


lawful “For  any  board,  physician,  or  person  to 
compel  another,  by  use  of  physical  force,  to 
submit  to  operation  or  vaccination  with  small- 
pox or  other  virus.”  Education  and  physical 
force  is  desirable. 

It  is  requested  that  this  plan  be  adopted  as  a 
project  of  the  Black  Hills  District  Medical 
Society.  It  is  suggested  that  this  society  con- 
tact other  societies  in  the  state  and  the  state 
medical  society  for  the  purpose  of  sustaining 
an  educational  program  by  way  of  radio, 
press,  and  all  available  organizations  favoring 
immunization  against  smallpox  and  diph- 
theria as  a requirement  for  admission  to  all 
grade  schools  in  South  Dakota.  By  this  means 
it  is  hoped  adequate  legislative  action  can  be 
taken  at  the  1949  session. 

* The  above  proposal  is  published  for  the  informa- 
tion of  all  South  Dakota  physicians.  The  Black 
Hills  District  is  desireous  of  all  districts  studying 
and  approving  the  proposal  prior  to  the  Annual 
Meeting. 


AMERICAN  COLLEGE  OF  ALLERGISTS 
TO  PROVIDE  SPEAKER  FOR 
LOCAL  MEDICAL  MEETINGS 

The  American  College  of  Allergists  wishes 
to  inform  the  various  medical  districts  of 
their  “Speakers  Bureau.”  The  college  has 
complete  records  of  the  topics  these  men  are 
capable  of  presenting,  the  time  necessary  to 
present  their  lectures  or  demonstarations,  and 
other  detailed  information. 

These  men  are  all  Fellows  of  the  A.M.A. 
and  most  of  them  are  on  the  teaching  staffs 
of  various  medical  schools  or  outstanding 
allergy  clinics  throughout  the  country. 

If  any  of  the  district  societies  are  interested 
in  such  information,  please  notify  the  Ameri- 
can College  of  Allergists,  423  La  Salle  Build- 
ing, Minneapolis  2,  Minnesota. 


RESERVE  YOUR 
ROOMS  NOW 
FOR  THE 

ANNUAL  MEETING 
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FANSLER  GUEST  SPEAKER 
AT  ANNUAL  MEETING 


DR.  WALTER  A.  FANSLER, 
proctologist,  will  be  one  of 
the  guest  speakers  to  appear 
in  Sioux  Falls  during  the 
sixty-seventh  Annual  Meet- 
ing of  the  South  Dakota 
State  Medical  Association 
which  will  be  held  at  the 
Coliseum  May  31  and  June  1. 

Dr.  Fansler  will  use  as  his 
subject  “POLYPS  OF  THE 
COLON  AND  RECTUM.” 
Well  known  in  medical  cir- 
cles in  this  area,  Dr.  Fansler 
is  a member  of  the  American 
Medical  Association,  and  Past 
Chairman  of  The  Section  of 
Gastro-Enterology  and  Proc- 
tology, a Fellow  and  Past- 
President  of  the  American 
Proctologic  Society,  Diplo- 
mate  in  Proctology  of  the 
American  Board  of  Surgery. 
He  is  now  Clinical  Professor 
of  Surgery  at  the  University 
of  Minnesota,  Head  of  the 
Division  of  Proctology,  Minn- 
eapolis General  Hospital,  and 
Consulting  Proctologist  at 
Glen  Lake  Sanitarium. 

Announcement  of  Dr.  Fan- 
sler’s  acceptance  as  a speaker 
on  the  Medical  Association’s 
program  was  made  by  Dr. 
H.  Russell  Brown  of  Water- 
town,  President  of  the  As- 


sociation and  chairman  of 
the  Program  Committee. 


Dr.  Fansler 


SOUTHERN  DOCTORS 
OPPOSE  HOSPITAL 
PRACTICE  OF  MEDICINE 

Many  physician  members 
of  the  Southern  Medical  As- 
sociation have  become  a- 
larmed  at  the  growing  trend 
of  hospitals  to  encroach  upon, 
enter  into,  and  take  over  the 
practice  of  medicine,  and 
compared  the  problem  in 
seriousness  second  only  to 
socialized  medicine.  Al- 
though the  Southern  Medical 
Association  is  primarily  a 
scientific  society,  the  Council 
last  year  appointed  a com- 
mittee to  study  this  problem 


and  make  recmmendations  as 
to  its  solution.  The  Com- 
mittee, through  its  Chairman, 
Dr.  Ray  M.  Bobbitt,  made  the 
following  report  to  the  Exe- 
cutive Committee  of  the 
Council: 

(1)  Many  hospitals  have 
taken  over  pathology,  labora- 
tory work,  anesthesis,  diag- 
nostic x-ray  work  and  in 
some  instances  x-ray  ther- 
apy, collecting  directly  from 
the  patients  and  paying  the 
pathologist,  radiologist,  or 
anesthesiologist  either  on  a 
percentage  basis  or  salary. 
The  question  before  the  med- 
ical profession  today  is:  If  the 
corporate  practice  of  med- 
icine in  pathology,  radiology 
and  anesthesiology  is  estab- 
lished, how  soon  will  it  be 
before  the  same  condition  is 
extending  to  medicine,  sur- 
gery, obstretrics  and  other 
specialties? 

(2)  Many  teaching  hos- 
pitals connected  with  large 
medical  schools  are  paying 
their  teaching  staffs,  usually 
outstanding  physicians,  on  a 
salary  basis,  collecting  their 
fees  and  placing  the  excess 
in  hospital  or  school  deficits. 

(3)  The  gradual  increase  of 
Veterans  Hospitals,  in  which 
the  resident  staff  is  paid  on  a 
salary  basis,  has  hypnotized 
an  increasing  number  of 
physicians  into  selling  their 
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independence  for  so-called 
security. 

(4)  The  state  and  national 
hospital  associations  have 
been  very  active.  They  are 
attended  less  and  less  by 
physicians  and  there  have 
been  increasing  discussions 
of  medical  matters,  and  in  a 
few  instances  scientific 
papers  have  been  presented. 
It  is  the  feeling  of  many 
hospital  managers  (who  are 
paid  on  a salary  basis)  that 
the  physician  is  receiving  too 
much  and  should  be  placed 
also  on  a salary  basis.  All 
this  may  be  part  of  a pro- 
gram to  gradually  subsidize 
the  physicians  but  this  has 
gradually  changed.  The  phy- 
sician is  too  busy  caring  for 
the  sick  to  attend  meetings 
of  hospital  associations  or 
interests  himself  and  others 
in  protecting  their  interest  in 
the  hospital  where  they 
work. 

The  Southern  Medical  As- 
sociation stressed  the  possible 
procedure  in  opposing  this 
dangerous  trend  and  through 
their  study  outlining  the  fol- 
lowing program: 

1.  Through  a carefully 
worded  questionnaire  to 
physicians  in  the  South,  in- 
formation should  be  obtained 
concerning  this  trend  in  their 
communities  and  their  state 
laws  regulating  the  practice 
of  medicine.  In  most  states 
the  laws  are  excellent  and 
need  only  to  be  enforced  to 
correct  part  of  these  evils. 

2.  Inform  all  physicians  of 
the  facts.  Urge  them  to  or- 
ganize in  their  own  com- 
munities and  states,  to  com- 
bat this  danger,  and  to  amend 
their  state  laws  if  necessary. 

3.  By  action  through  the 
House  of  Delegates  of  our 


State  Medical  Associations, 
influence  the  American  Med- 
ical Association  to  require 
for  hospital  recognition  that 
the  hospitals  do  not  practice 
medicine.  The  House  of 
Delegates  of  the  West  Vir- 
ginia State  Medical  Associa- 
tion at  its  meeting  in  May 
took  cognizance  of  this 
matter  and  by  resolution  re- 
quested the  House  of  Dele- 
gates of  the  American  Med- 
ical Association  to  take  ac- 
tion. The  house  of  Delegates 
of  the  American  Medical  As- 
sociation at  its  meeting  in 
Atlantic  City  in  June  did 
take  favorable  action  on  the 
request. 

4.  Each  society  should  see 
that  medical  service  is  not  in- 
cluded in  hospital  service 
programs  and,  if  so,  trans- 
ferred back  to  medical  serv- 
ice where  it  belongs. 


N.  G.  ALCOCK  TO  SPEAK 
AT  ANNUAL  MEETING 


Dr.  N.  G.  Alcock,  urologist 
from  the  University  of  Iowa 
Medical  School  will  appear 
on  the  program  of  the  67th 
Annual  Meeting  in  Sioux 
Falls.  Alcock  will  speak  on 
“Tumors  of  the  Adult  Kid- 
ney.” 


DISTRICT  AUXILIARIES 
LIST  OFFICER  SLATE 

Following  is  a list  of  of- 
ficers in  the  various  district 
Medical  Association  Auxil- 
iaries. The  State  Officers  and 
Local  Committees  are  now 
making  plans  for  the  Annual 
Meeting  in  Sioux  Falls. 
District  1.  Mrs.  Owen  King, 
President,  Aberdeen, 

S.  D.  No  secretary. 
District  2.  Mrs.  O.  S.  Ran- 
dall, President  Water- 
town,  S.  D. 

Mrs.  M.  C.  Rousseau, 
Secy  .-Treasurer,  Water- 
town,  S.  D. 

District  3.  Mrs.  G.  H.  Gul- 
brandson,  President, 
Brookings,  S.  D. 

Mrs.  E.  T.  Plowman,  Sec- 
retary, Brookings,  S.  D. 
District  4.  Mrs.  E.  E.  Riggs, 
President,  Pierre,  S.  D. 
Mrs.  I.  R.  Salladay,  Sec- 
retary, Pierre,  S.  D. 
District  5.  Mrs.  W.  H.  Sax- 
ton, President,  Huron, 
S.  D. 

Mrs.  Joseph  Tschetter, 
Secretary,  Huron,  S.  D. 
District  6.  Mrs.  E.  C.  Bobb, 
President,  Mitchell,  S.  D. 
Mrs.  B.  R.  Skogmo,  Sec- 
retary, Mitchell,  S.  D. 
District  7.  Mrs.  William  Ser- 
cl,  President,  Sioux  Falls, 
S.  D. 

Mrs.  H.  M.  Delhi,  Secre- 
tary, Sioux  Falls,  S.  D. 
District  8.  Mrs.  E.  R.  Sch- 
wartz, President,  Wak- 
onda,  S.  D. 

Mrs.  R.  F.  Hubner,  Sec- 
retary, Yankton,  S.  D. 
District  9.  Mrs.  E.  H.  Brock, 
President,  Rapid  City, 
S.  D. 

Mrs.  M.  P.  Merryman, 
Secy.-Treas.,  Rapid  City, 
S.  D. 
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District  10-11.  Members  at 
large  only. 

District  12.  Mrs.  Kurt  Tau- 
ber, President,  Milbank, 
S.  D. 

Mrs.  F.  T.  Younker, 
Secy.-Treas.,  Sisseton, 
S.  D. 


HISTORICAL  SOCIETY 
RECEIVES  RARE 
PUBLICATIONS 

Dr.  Gilbert  Cottam,  super- 
intendent of  the  State  Board 
of  Health,  has  announced 
that  he  has  turned  over  to 
the  Historical  Society  two 
very  rare  publications  that 
should  be  of  interest  to  every 
doctor  in  the  state. 

These  publications  are:  The 
Proceedings  of  the  Dakota 
Medical  Society  1882-1889 
comprising  192  pages  and 
The  Chamberlain  Typhoid 
Epidemic  of  1932.  The  book- 
let on  the  proceedings  of  the 
Dakota  Medical  Society  is 
the  only  copy  in  exsistence 
according  to  Dr.  Cottam. 


MINUTES  OF  COUNCIL 
MEETING 

Huron,  South  Dakota 
March  21st,  1948 

The  Council  of  the  South 
Dakota  State  Medical  Assoc- 
iation held  a meeting  at  the 
Marvin  Hughitt  Hotel  in 
Huron,  Sunday,  March  21, 
1948.  The  meeting  was  called 
to  order  by  the  Chairman, 
Dr.  C.  E.  Robbins  at  1:30  P.M. 

On  roll  call  the  following 
were  present: 

President  — Dr.  H.  Russell 
Brown,  Watertown 
Pres.  Elect — Dr.  J.  L.  Calene, 
Aberdeen 

Vice-Pres.  — Dr.  W.  H.  Sax- 
ton, Huron 

Sec’y-Treas. — Dr.  R.  G.  May- 
er, Aberdeen 


Councilors: 

Dr.  M.  W.  Larsen,  Water- 
town 

Dr.  G.  E.  Whitson,  Madison 
Dr.  C.  E.  Robbins,  Pierre 
Dr.  L.  J.  Pankow,  Sioux  Falls 
Dr.  E.  M.  Stansbury,  Ver- 
million 

Dr.  A.  W.  Spiry,  Mobridge 
Dr.  D.  A.  Gregory,  Milbank 
Dr.  F.  D.  Gillis,  Mitchell 
John  C.  Foster,  Exec.  Sec’y, 
S.  D.  State  Medical 
Ass’n,  Sioux  Falls 
Dr.  J.  A.  Nelson,  Pres.  Sioux 
Falls  Medical  Society, 
Sioux  Falls 

Dr.  Gilbert  Cottam,  Supt. 
State  Board  of  Health, 
Pierre 

Karl  Goldsmith,  Pierre 
The  minutes  of  the  last 
Council  meeting,  held  No- 
vember 2,  1947,  were  read 
and  approved. 

The  Secretary  read  a letter 
concerning  the  occupational 
disease  law  which  was  passed 
at  the  last  session  of  the  leg- 
islature and  which  requires 
a panel  of  three  members 
selected  from  nine  nomina- 
tions made  by  the  Council  of 
the  South  Dakota  State  Med- 
ical Association.  Three  of  the 
nominees  are  to  be  versed  in 
silicosis,  three  should  be 
roentgenologists  and  three 
must  have  had  at  least  five 
years  experience  in  the  prac- 
tice of  medicine.  The  follow- 
ing physicians  were  approved 
by  the  Council  for  this  Panel: 
Dr.  R.  B.  Fleeger,  Lead 
Dr.  Robt.  J.  Ogborn,  Sioux 
Falls 

Dr.  H.  F.  Hansen,  Vermillion 
(All  have  had  reasonable  ex- 
perience in  the  diagnosis, 
treatment  and  care  of  sil- 
icosis.) 

Dr.  Donald  H.  Breit,  Sioux 
Falls 


Dr.  E.  H.  Brock,  Rapid  City 
Dr.  P.  V.  McCarthy,  Aber- 
deen 

,(A11  are  roentgenologists) 

Dr.  J.  L.  Calene,  Aberdeen 
Dr.  Wm.  Duncan,  Webster 
Dr.  B.  F.  Lenz,  Huron 
(All  have  had  at  least  five 
years  experience  in  the  prac- 
tice of  medicine.) 

Motion  was  made  by  Dr. 
Gregory,  second  by  Dr.  Sax- 
ton and  carried,  that  the 
above  list  be  submitted  to  the 
Governor. 

The  Secretary  read  a letter 
from  Col.  Kenneth  R.  Scurr 
regarding  the  formation  of 
five  medical  detachments  in 
connection  with  the  National 
Guard.  This  matter  was  re- 
ferred to  the  Committee  on 
Veterans  Administration  and 
Military  Service,  Dr.  Faris 
Pfister,  Webster  Chairman. 

A letter  from  the  American 
Association  of  Blood  Banks 
was  read  by  the  Secretary 
but  no  action  was  taken. 

The  Secretary  read  a letter 
from  Adj.  Gen.  Theo.  A. 
Arndt,  of  the  National  Guard, 
regarding  payment  for  exam- 
inations. This  matter  was  re- 
ferred to  the  Committee  on 
Veterans  Administration  and 
Military  Service. 

Motion  was  made  by  Dr. 
Saxton,  seconded  by  Dr. 
Stansbury  and  carried,  that 
Dr.  B.  F.  Lenz,  Huron,  be 
elected  to  serve  the  unex- 
pired term  as  Councilor  for 
the  Huron  District  Society. 

Motion  was  made  by  Dr. 
Gregory,  seconded  by  Dr. 
Stansbury  and  carried,  that 
Dr.  Gillis,  Mitchell,  be  elec- 
ted to  serve  the  unexpired 
term  of  Dr.  J.  H.  Lloyd,  Mit- 
chell, resigned,  as  Councilor 
for  the  Mitchell  District  So- 
ciety. 
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Dr.  H.  Russell  Brown,  as 
Alternate  Delegate,  gave  an 
oral  report  on  the  Cleveland 
session  of  the  AMA. 

The  Secretary  called  the 
attention  of  the  Council  to 
Senate  Bill  1209  and  the 
hearings  being  held  in  Wash- 
ington on  this  Bill,  providing 
School  Health  services. 

The  Secretary  presented  a 
proposed  fee  schedule  of  the 
Nebraska  State  Medical  Assn, 
for  the  government  agencies. 
Motion  was  made  by  Dr. 
Stansbury,  seconded  by  Dr. 
Calene  and  carried,  that  the 
matter  be  referred  to  the 
Medical  'Economics  Com- 
mittee and  that  a proposed 
fee  schedule  for  South 
Dakota  be  prepared  for  the 
next  session  of  the  House  of 
Delegates. 

Mr.  Warren  Darling, 
Huron,  appeared  before  the 
Council  and  spoke  for  the 
South  Dakota  Nurses’  Assn, 
and  the  South  Dakota  Hos- 
pital Assn.,  stating  that  a 
publicity  program  was  being 
planned  for  the  month  of 
April  to  stimulate  the  re- 
cruitment of  nurses,  and 
asked  for  an  appropriation  of 
$200  to  aid  in  this  program. 
He  stated  that  the  Hospital 
Assn,  would  appropriate  $200 
and  the  Nurses  $150.  Motion 
was  made  by  Dr.  Calene, 
seconded  by  Dr.  Whitson, 
and  carried,  that  $200  be  ap- 
propriated for  this  program. 

The  Secretary  brought  up 
the  matter  of  an  insurance 
benefit  program  for  High 
School  athletes  as  at  present 
sponsored  by  the  Board  of 
Control  of  the  State  High 
School  Athletic  Assn.  Mo- 
tion was  made  by  Dr.  Brown, 
seconded  by  Dr.  Stansbury 
and  carried,  that  the  matter 


be  referred  to  the  Committee 
on  Medical  Economics. 

Motion  was  made  by  Dr. 
Stansbury,  seconded  by  Dr. 
Whitson  and  carried,  that  the 
appointment  of  Dr.  R.  G. 
Mayer,  Aberdeen,  as  Editor 
and  Dr.  D.  L.  Kegaries,  Rapid 
City  and  Dr.  J.  A.  Nelson, 
Sioux  Falls,  as  Asst.  Editors 
of  the  South  Dakota  Journal 
of  Medicine,  until  the  next 
Annual  meeting,  be  con- 
firmed. 

Exec.  Sec’y  John  C.  Foster, 
read  and  discussed  the  tenta- 
tive program  for  the  Annual 
meeting.  Dr.  Gilbert  Cottam, 
Supt.  of  the  South  Dakota 
State  Board  of  Health,  an- 
nounced that  he  would  be 
glad  to  obtain  a speaker  on 
the  matter  of  Public  Health 
for  the  Scientific  Program. 
This  was  referred  to  the  Pro- 
gram Committee. 

Mr.  Foster  also  discussed 
the  proposed  changes  in  the 
Veterans  Administration 
home-town  care  contract. 
Motion  was  made  by  Dr. 
Gregory  to  delete  paragraph 
two  concerning  designation 
of  examiner,  seconded  by  Dr. 
Pankow  and  passed. 

Dr.  Saxton  read  a letter 
from  Mrs.  J.  C.  Hagin,  Miller, 
of  the  Women’s  Auxiliary, 
regarding  the  Benevolent 
Fund.  Motion  was  made  by 
Dr.  Brown,  seconded  by  Dr. 
Calene  and  carried,  that  the 
matter  be  referred  to  the 
Committee  on  Medical  Bene- 
volence and  Advisory  to  the 
Women’s  Auxiliary  and  that 
the  Committee  bring  in  a 
recommendation  to  the 
House  of  Delegates  and  the 
Women’s  Auxiliary  at  their 
next  Annual  session.  Pres. 
Brown  asked  Dr.  Saxton  to 
act  with  this  Committee  on 


this  matter. 

The  following  motion  was 
presented  by  Dr.  Pankow, 
“Recognizing  that  Dr.  Gilbert 
Cottam  has  contributed  much 
to  the  welfare  of  South 
Dakota  and  the  State  Board 
of  Health  during  these  past 
five  years  as  Superintendent 
of  the  State  Board  of  Health, 
I move  that  this  Council  of 
the  South  Dakota  State  Med- 
ical Association,  give  him  a 
vote  of  commendation  and 
appreciation.”  Motion  was 
seconded  by  Dr.  Stansbury 
and  carried  unanimously. 

Exec.  Sec’y  brought  up  the 
matter  of  securing  waivers 
from  physicians  on  the 
Farmer’s  Aid  Corp.  settle- 
ment and  urged  the  Coun- 
cilors to  aid  in  getting  sig- 
natures of  members  of  Dis- 
trict Societies. 

Pres.  Brown  gave  an  in- 
formal report  of  several 
meetings  which  had  been 
held  by  the  Committee  on 
the  Medical  School  and 
stated  that  the  present 
recommendation  was  to  build 
up  the  two-year  Medical 
School  of  the  University  of 
South  Dakota  to  an  approved 
Class  A basis. 

Dr.  E.  M.  Stansbury,  Chair- 
man of  the  Committee  on 
Nurses  Training,  read  a re- 
port of  this  Committee  which 
will  be  presented  to  the 
House  of  Delegates. 

On  a motion  the  meeting 
was  adjourned  at  4:45  P.M. 
R.  G.  Mayer,  M.D., Secretary 


ANNUAL  MEETING 


MAY  31.  JUNE  1.  2 


— 170  — 


PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


EXECUTIVE  COMMITTEE 
NAMES  JOHN  DARGAVEL 

John  W.  Dargavel,  Executive  Secretary  of 
The  National  Association  of  Retail  Druggists, 
has  been  named  a member  of  the  executive 
committee  to  serve  in  an  advisory  capacity  in 
connection  with  a conference  on  public  health 
to  be  called  by  Oscar  R.  Ewing,  federal  sec- 
urity administrator,  in  accordance  with  in- 
structions from  President  Truman.  Dr.  Dar- 
gavel is  one  of  35  leaders  invited  to  assist  in 
development  “of  feasible  national  health 
goals  for  the  next  ten  years.” 

Dr.  Dargavel  declared  in  a statement  issued 
in  conjunction  with  acceptance  of  the  invita- 
tion to  serve  on  the  executive  committee  that 
he  considers  it  a duty  of  citizenship  to  join  in 
efforts  to  improve  public  health  in  the  United 
States.  Then  he  added:  “It  is  a matter  of 
record  that  I am  opposed  to  socialized  med- 
icine or  any  scheme  that  tends  towards  it.  Yet 
it  is  obvious  that  it  would  be  unwise  for  the 
professional  groups  identified  with  public 
health  to  be  only  sideline  observers  of  activi- 
ties intended  to  raise  the  level  of  public 
health.  They  can  provide  invaluable  guidance 
in  the  determination  of  a popular  program 
for  the  betterment  of  public  health.  It  was 
from  the  viewpoint  of  this  conviction  that  I 
accepted  the  invitation  to  serve  in  an  advisory 
capacity  in  connection  with  the  proposed  con- 
ference on  the  state  of  the  public  health  in 
the  United  States.” 

Dr.  Dargavel  emphasized  that  the  retail 
druggists  belong  to  one  of  the  professional 
groups  identified  with  public  health.  “There- 
fore it  is  natural  for  them  to  be  interested  in 
plans  offered  for  the  improvement  of  public 
health,”  he  said.  “A  small  minority  of  them 
seem  to  be  inclined  to  favor  socialized  med- 
icine. However  most  of  the  retail  druggists 
have  made  it  plain  they  are  opposed  to  it.” 

The  telegraphed  invitation  Dr.  Rargavel 
received  from  Mr.  Ewing  is  as  follows: 

The  President  has  requested  me  to  develop 


feasible  national  health  goals  for  the  next 
ten  years.  To  assist  me  in  mapping  out  a 
practical  program  I am  considering  calling  a 
national  conference  on  the  state  of  the 
nation’s  health.  Cooperative  action  by  all  in- 
terested public,  professional  and  voluntary 
groups  is  imperative  in  the  development  of  a 
comprehensive  program  for  raising  health 
levels.  I am  asking  about  thirty-five  out- 
standing citizens  to  serve  with  me  on  a repre- 
sentative executive  committee  for  such  a 
conference.  It  is  essential  that  I have  the 
benefit  of  advice  on  the  highest  possible  level 
in  such  an  important  undertaking.  Will  you 
join  me  on  the  executive  committee?  Accept- 
ance will  entail  only  limited  calls  upon  your 
time.  Please  wire  reply. 

Dr.  Dargavel  replied: 

I will  be  glad  to  accept  appointment  on 
executive  committee  and  will  do  all  I can  to 
be  helpful. 

John  W.  Dargavel,  executive  secretary  of 
The  National  Association  of  Retail  Druggists, 
will  address  the  convention  of  the  Animal 
Health  Institute  to  be  held  in  St.  Paul  in 
April.  He  will  discuss  the  recent  survey  he 
made  on  livestock  health  products  from  the 
standpoint  of  the  retail  druggists. 


HURON  CONVENTION 

The  pharmacists  of  South  Dakota  will  be 
royally  entertained  by  the  druggists  of  Huron 
at  the  Sixty-Second  Annual  Convention  of 
the  South  Dakota  Pharmaceutical  Associa- 
tion on  May  9,  10,  11.  Headquarters  will  be 
at  the  Marvin  Hughitt  Hotel  where  the  regis- 
tration desk  will  be  open  from  noon  on  Sun- 
day, May  9th  to  the  end  of  the  convention. 
Be  sure  to  register  as  soon  as  you  arrive  in 
Huron.  The  registration  fee  will  be  only  a 
small  fraction  of  the  cost  of  entertainment. 

A get-acquainted  picnic  is  planned  for  Sun- 
day afternoon  and  evening  on  May  9th. 
Weather  permitting,  there  will  be  golf,  trap 
shooting,  kittenball  and  other  sports  for  your 
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entertainment.  Plenty  of  good  merchandise 
prizes  will  be  awarded  to  winners  in  the 
sporting  events. 

Business  sessions  of  the  convention  will  be- 
gin on  Monday  forenoon  in  the  Elk’s  Ball 
Room  of  the  Marvin  Hughitt  Hotel.  The  con- 
vention program  will  include  many  outstand- 
ing speakers  and  open  forums  will  be  con- 
ducted to  give  any  member  an  opportunity 
to  express  their  views  on  topics  of  interest. 

The  Allied  Drug  Travelers  will  entertain 
pharmacists  and  their  wives  at  a party  and 
dance.  The  Ladies’  Auxiliary  will  be  enter- 
tained at  special  luncheons  and  parties.  There 
will  be  plenty  of  merchandise  prizes  to  be 
given  away  at  all  events. 

The  Annual  Banquet  will  top  off  the  enter- 
tainment features  of  the  convention  in  the 
Elk’s  BalLRoom  of  the  Marvin  Hughitt  Hotel 
on  Tuesday  evening  May  11th.  Don’t  miss  the 
Huron  convention. 


PHARMACEUTICAL  ASSOCIATION  TO 
FEATURE  OWN  MEMBERS  ON  ANNUAL 
CONVENTION  PROGRAM 

The  South  Dakota  Pharmaceutical  Associa- 
tion is  fortunate  to  have  in  its  membership, 
outstanding  leaders  in  pharmaceutical  educa- 
tion, journalism  and  manufacturing.  A 
majority  of  the  speakers  who  are  to  address 
the  coming  annual  convention  in  Huron,  May 
10,  and  11,  are  registered  pharmacists  and 
members  of  the  South  Dakota  State  Phar- 
maceutical Association.  This  feature  of  our 
program  was  suggested  early  in  the  conven- 
tion year  as  a sort  of  homecoming  for  prom- 
inent members  of  our  organization. 

Among  out-of-state  members  already  sched- 
uled to  appear  on  the  program  is  Dr.  E.  R. 
Series,  immediate  past  president  of  the 
American  Pharmaceutical  Association,  Dean 
of  Pharmacy,  University  of  Illinois,  and 
former  Dean  of  the  Division  of  Pharmacy, 
South  Dakota  State  College.  Dr.  Series  al- 
ways brings  an  inspiring  message  to  the  phar- 
macists of  his  home  state.  It  will  be  worth 
your  while  to  come  to  Huron  just  to  hear 
our  most  outstanding  leader  in  American 
Pharmacy. 

Dr.  L.  David  Hiner  will  also  be  one  of  our 
convention  speakers.  Many  South  Dakota 
pharmacists  will  remember  him  as  one  of 


their  professors  at  the  Division  of  Pharmacy 
at  State  College.  Dr.  Hiner  has  progressed 
rapidly  in  the  field  of  pharmaceutical  educa- 
tion and  is  now  Dean  of  the  new  School  of 
Pharmacy  at  the  University  of  Utah,  Salt 
Lake  City. 

Dr.  Noel  E.  Foss  will  speak  at  our  annual 
meeting  on  the  topic  “Modern  Pharmaceutical 
Manufacturing.”  Dr.  Foss  has  had  several 
years  of  experience  with  leading  phar- 
maceutical manufacturers  and  is  well  quali- 
fied to  speak  to  the  pharmacists  of  his  home 
state  on  this  topic.  Last  fall  Dr.  Foss  accepted 
a position  on  the  faculty  of  the  College  of 
Pharmacy  at  the  University  of  Illinois. 

Another  South  Dakota  registered  phar- 
macist who  will  address  the  Huron  conven- 
tion is  George  A.  Bender  who  has  received 
national  recognition  in  the  field  of  phar- 
maceutical journalism.  His  work  with  the 
North  Western  Druggist,  the  N.  A.  R.  D. 
Journal  and  the  American  Druggist  is  well 
known  to  the  pharmacists  of  our  state.  Mr. 
Bender  is  now  with  the  Advertising  Depart- 
ment of  Parke,  Davis  and  Company,  Detroit. 

The  Huron  druggists  have  invited  Hubert 
H.  Humphrey,  Mayor  of  Minneapolis,  to  be 
our  banquet  speaker  on  the  night  of  Tuesday, 
May  11.  Hubert  Humphrey  is  the  son  of  H.  H. 
Humphrey,  Huron  druggist,  and  is  also  regis- 
tered as  a pharmacist  in  South  Dakota.  Serv- 
ing now  in  his  second  term  as  Mayor  of  Minn- 
eapolis, you  will  want  to  hear  him  speak  at 
the  closing  activity  of  the  Huron  convention. 


NEWS  BITS 

V.  O.  Trygstad,  Director  Pharmacy  Service, 
Veterans  Administration  Branch  Office,  St. 
Paul,  called  at  the  Pharmaceutical  Associa- 
tion office  in  Pierre  recently.  He  promised 
to  try  to  get  us  a little  quicker  service  on  the 
payment  of  our  vouchers  for  Veterans  Ad- 
ministration prescriptions. 

Pharmacist  Fred  L.  Vilas  of  Pierre  made  a 
recent  buying  trip  to  the  Twin  Cities. 

The  Kansas  Pharmaceutical  Association 
has  just  published  a new  Fair-Trade  Price 
Book,  up-to-date  with  15,000  fair  traded  items 
by  728  manufacturers.  The  South  Dakota 
association  will  try  to  procure  copies  of  this 
new  work  for  distribution  to  South  Dakota 
drug  stores. 


— 172  — 


Reports  from  the  Washington  Representative  of  N.  A.R.D. 

By 

George  H.  Frates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

McKesson  & ROBBINS,  INC.,  in  the  six 
months  ended  December  31,  earned  $4,756,- 
473,  or  $2.65  a share,  vs.  $5,411,746  or  $3.03 
in  the  like  half  a year  before. 

LEVER  BROS.  CO.  has  purchased  the  trade- 
mark and  goodwill  of  the  Luxor  cosmetic 
business  from  Armour  & Co.  Lever  Bros, 
also  owns  the  Harriet  Hubbard  Ayer  Com- 
pany and  the  Pepsodent  Company. 

HERSHEY  CHOCOLATE  CORP.  earned 
$8,968,494  or  $3.74  per  share  in  1947  as  con- 
trasted to  $8,495,852  or  $3.51  per  share  in 
the  previous  year. 

PARKE,  DAVIS  & CO.  profit  for  1947  was 
$10,410,174  or  $2.13  against  $13,336,582  or 
$2.73  in  1946. 

ALLIED  HOME  PRODUCTS  CORP.  will 
enter  the  beauty  aid  field  and  market  its 
products  exclusively  through  GROCERY 
stores.  It  will  be  the  first  such  nation-wide 
arrangement  in  the  cosmetic  trade. 

STANDARD  OIL  COMPANY  OF  NEW  JER- 
SEY has  sold  its  subsidiary,  Daggett  & 
Ramsdell,  to  a group  of  New  York  business- 
men headed  by  William  J.  Perridge,  who 
will  become  president  of  the  cosmetics 
firm. 

A ST.  PAUL  WOMAN  was  recently  awarded 
$20,000  by  a jury  in  a verdict  against  the 
J.  R.  Watkins  Co.  of  Winona.  She  had  lost 
her  hair  after  using  some  of  the  Watkins 
Company’s  shampoo  and  scalp  zest.  Ped- 
dlers for  the  company  are  now  selling  it  as 
a depilatory,  according  to  reports. 

AMERICA’S  SECURITY  IS  YOUR  SECUR- 
ITY — BUY  BONDS.  Your  N.A.R.D.  Wash- 
ington Representative  substituted  for 
Executive  Secretary  John  W.  Dargavel  in 
a White  House  Conference  March  10,  1948. 
Seventy-five  representatives  of  America’s 
retailers  were  addressed  by  President  Tru- 
man. The  Treasurer,  John  W.  Snyder; 
Under-Secretary  of  the  Treasury,  A.  L.  M. 
Wiggins;  Department  of  Commerce  Secre- 


tary, Wm.  A.  Harriman;  and  Assistant  to 
the  President,  John  Steelman  also  spoke. 
The  President  said  that  he  was  pleased  to 
welcome  the  group  because  it  gave  him  a 
chance  to  say  that  business  and  govern- 
ment can  cooperate  when  the  welfare  of 
the  country  is  at  stake.  He  added  that  in 
the  sale  of  bonds  we  are  building  a backlog 
for  the  future.  Beginning  April  15  a special 
drive  will  be  made  to  sell  SECURITY 
Bonds  similar  to  the  retailers’  bond  selling 
campaign  during  the  war.  The  purchase  of 
SECURITY  Bonds  by  private  citizens  will 
enable  the  government  to  retire  an  equal 
amount  of  bank  holdings,  thus  eliminating 
a potential  amount  of  inflationary  credit. 
Individual  purchases  of  SECURITY  Bonds 
not  only  will  help  inflation  but  will  keep 
purchasing  power  at  home  and  automatic- 
ally extend  it.  This  will  stabilize  business 
and  guarantee  future  markets.  All  seg- 
ments of  retailing  will  be  asked  to  partici- 
pate. The  technique  used  during  the  war 
will  be  in  order.  Newspaper  advertising, 
direct  mail,  radio,  outdoor  placards  and 
billboards,  and  window  displays  will  be 
employed  to  tell  the  story  — the  slogan: 
AMERICA’S  SECURITY  IS  YOUR 
SECURITY  — BUY  BONDS! 

DON’T  FORGET  TO  COMMUNICATE 
WITH  YOUR  MEMBERS  OF  CONGRESS 
AND  URGE  THEIR  SUPPORT  FOR 
THESE  BILLS: 

H.  R.  4287,  by  Representative  Gearhart, 
eliminates  the  20%  tax  on  toiletries. 

H.  R.  4288,  by  Representative  Gearhart, 
is  offered  as  an  alternative  if  Congress 
refuses  to  eliminate  the  toiletries’  tax 
— it  reduces  the  tax  to  10%  and  makes 
mandatory  its  collection  at  the  manu- 
facturers’ level. 

H.  R.  3921,  by  Representative  Gearhart, 
reduces  the  fantastic  tax  on  ethyl 
alcohol  used  in  compounding  pre- 
scriptions for  the  sick.  It  calls  for  a 
flat  tax  of  $1.00  per  proof  gallon. 
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ARMY  NURSES  NEEDED.  Fifty  Army 
Nurse  Corps  leaders  from  continental 
United  States  and  over-seas  command  have 
been  summoned  by  The  Surgeon  General 
to  Washington  for  a conference  to  discuss 
the  new  Army  Nurse  Corps  Section  of  the 
Officers  Reserve  Corps  and  to  map  out  a 
program  to  enroll  29,000  Army  Nurse  Corps 
Reserve  officers  during  1948.  The  Corps  is 
now  a permanent  branch  of  the  military 
establishment. 

CONTEMPLATED  $25,000  in  exemption  leg- 
islation intended  to  provide  greater  incen- 
tive to  all  corporations  and  extend  life- 
saving relief  to  many  small  ones,  has  been 
introduced  in  the  House  by  Representative 
Walter  C.  Ploeser  (Republican  of  Missouri), 
chairman  of  the  Select  Committee  on  Small 
Business.  The  bill,  H.  R.  5818,  grants  a flat 
tax  exemption  on  the  first  $25,000  net  in- 
come of  all  corporations.  It  has  been  re- 
ferred to  the  Ways  and  Means  Committee. 

ADVERTISING  EXAMINATIONS.  The 
American  Association  of  Advertising  Agen- 
cies examination  for  advertising  will  be 
held  April  17  and  24.  Established  to  at- 
track  high  caliber  young  people  to  adver- 
tising and  to  test  them  for  specific  types  of 
work  in  industry,  the  annual  examination 
serves  agencies  and  candidates  alike.  Ad- 
vertisers, publishers,  radio  stations,  and 
other  employers  in  advertising  who  can  use 
the  kinds  of  ability  revealed  will  be 
notified.  Further  details  from  the  Amer- 
ican Association  of  Advertising  Agencies, 
420  Lexington  Ave.,  New  York  17,  N.  Y. 

AIR  MAIL  TO  EUROPE.  The  Post  Office 
Department  has  announced  regulations 
governing  International  Postal  Service.  The 
same  postal  forms  as  are  required  for  sur- 
face parcels  must  be  prepared.  Air  parcels 
will  be  dispatched  in  regular  air  mail 
domestic  channels  from  the  office  of  mail- 
ing to  New  York  City,  then  they  will  be  for- 
warded by  international  air  mail  to  the 
countries  of  destination.  Postal  rates 
available  at  any  Post  Office. 

N.A.R.D.’S  SPECIAL  REPRESENTATIVES. 
Much  has  been  written  about  the  services 
rendered  by  salesmen  calling  upon  the 
trade,  but  have  you  ever  stopped  to  con- 
sider the  N.A.R.D.  Special  Field  Represen- 
tatives? They  cover  the  whole  United 


States.  Theirs  is  not  an  easy  task  — in 
fair  weather  and  foul,  early  in  the  morning 
or  late  at  night,  they  are  contacting  the  re- 
tail druggists  of  the  nation  selling  the  ad- 
vantages of  organization,  answering  in- 
quiries, settling  disputes,  and  dispensing  in- 
formation on  federal  laws,  regulations  and 
directives.  The  next  time  one  calls  on  you 
confide  in  him,  consider  him  your  Am- 
bassador. The  Officers  and  Staff  of  the 
N.A.R.D.  hereby  thank  you  for  fast  cour- 
tesies extended  N.A.R.D.’s  roving  salesmen. 
(See  “THOUGHT  FOR  THE  DAY”).  Their 
names  are: 

Robert  C.  Bowling 
W.  G.  Chisholm 
Bernard  Colle 
A.  M.  Cottingham 
W.  I.  Davis 
Harry  L.  Emmert 
Walter  B.  Fields 
Walter  F.  Goetz 
George  H.  Hauer 
Fred  Pierce 
Roy  W.  Wood 

U.S.D.A.  urges  immediate  registration  of 
ecomomic  poisons.  The  Dept,  of  Agricul- 
ture urged  manufacturers  of  insecticide, 
fungicides,  and  disinfectants  to  register 
their  products  with  Dept,  as  speedily  as 
possible.  Registration  is  required  under  the 
Federal  Insecticide,  Fungicide,  and  Roden- 
ticide  Act  for  all  economic  poisons  that  are 
shipped  in  interstate  commerce.  This  law, 
already  in  effect  for  rodenticides  and  weed 
killers,  becomes  effective  for  insecticides, 
fungicides,  and  disinfectants  on  June  25, 
1948.  Registration  is  required  by  that  date. 
Retail  druggists  should  assure  themselves 
that  the  products  sold  under  these  classifi- 
cations comply  with  the  law. 

PROCAINE  PENICILLIN.  In  order  to  make 
provisions  for  the  use  of  a hardening  agent 
in  the  preparation  of  procaine  penicillin  in 
oil  permitting  it  to  be  packaged  in  dis- 
posable cartridges  the  Food  and  Drug  Ad- 
ministration has  issued  an  order  permitting 
this  procedure.  The  hardening  agent  is  a 
refind  hydrogenated  and  deodorized  peanut 
oil. 

MENTAL  HEALTH.  The  Government  is 
very  much  concerned  with  the  problem  of 
(Continued  on  Page  178) 


— 174  — 


APRIL  1948 


IRREGULARITIES  IN  VETERANS 
ADMINISTRATION  PRESCRIPTIONS 
By  B.  C.  Wilson 

In  spite  of  the  fact  that  the  Veterans  Ad- 
ministration program  has  been  in  operation 
for  more  than  a year,  the  pharmaceutical  as- 
sociation finds  that  irregularities  still  occur 
which  result  in  inconvenience  to  the  phar- 
macist in  collecting  for  the  prescription.  Dur- 
ing the  early  months  of  the  program  many 
prescriptions  were  returned  because  the 
physician  was  not  authorized  to  treat  and  pre- 
scribe for  the  individual  veteran.  This  irregu- 
larity has  been  almost  eliminated.  The  use  of 
the  correct  authorization  statement  has  been 
overcome  almost  entirely,  due  to  the  fact  that 
nearly  all  physicians  who  prescribe  for  vet- 
erans now  use  the  uniform  duplicate  VA 
prescription  blanks  supplied  by  the  South 
Dakota  Pharmaceutical  Association.  Re- 
quests for  personalized  VA  prescription 
blanks  should  be  made  directly  to  the  South 
Dakota  Pharmaceutical  Association,  Box  - 38, 
Pierre. 

Delay  in  collecting  for  VA  prescriptions  has 
been  caused  where  the  prescriber  did  not 
enter  the  correct  name  of  the  patient  in  the 
face  of  the  prescription,  where  the  prescrip- 
tion was  dated  in  error,  where  the  physician’s 
name  was  signed  by  someone  else  and  in- 
itialed, or  where  the  physician  neglected  to 
sign  his  full  name.  The  phrase  “Refill  Rx 
No. — ” is  not  acceptable.  A new  complete  pre- 
scription must  be  written  each  time  con- 
tinued . medication  is  required.  Veterans 
should  be  reminded  that  the  prescription 
must  be  presented  to  the  pharmacy  for  filling 
within  ten  days  of  the  date  written. 

The  pharmacist  must  show  the  date  on 
which  the  prescription  was  filled  and  the  vet- 
eran must  sign  both  the  original  and  copy  of 
the  prescription  showing  the  date  the  pre- 
scription was  delivered.  We  suggest  when 
entering  dates,  that  the  abbreviation  for  the 
month  be  used,  as,  Feb./3/48  or  3/Feb. /48. 
Delay  has  resulted  from  misinterpretation  of 
dates  written  in  figures  only. 

Pharmacists  are  reminded  that  a carbon 
copy  of  the  VA  prescription  should  not  be 
submitted  for  payment  unless  the  pre- 
scription calls  for  a NARCOTIC  drug,  in 
which  case  the  signature  of  the  compounding 
pharmacist  must  appear  on  the  back  of  the 


prescription  certifying  that  it  is  a true  copy 
of  the  narcotic  prescription  which  is  on  file  in 
the  pharmacy. 


PHARMACY  FLASHES 

Etta  Vrooman  of  Eagle  Butte,  South  Dakota 
has  notified  the  Board  of  Pharmacy  that  she 
purchased  the  drug  store  building,  mer- 
chandise, and  fixtures  of  the  Eagle  Butte 
Pharmacy  on  February  5,  1948.  Pharmacist 
Fred  Peterson  was  the  former  owner.  The 
business  will  no  longer  be  operated  as  a 
registered  pharmacy  and  the  new  owner 
would  like  to  sell  prescription  pharmaceu- 
ticals and  drugs  to  some  registered  phar- 
macist. 

Frank  M.  Lawler  died  suddenly  from  a 
heart  attack  at  his  drug  store  in  Milbank, 
South  Dakota  at  about  9.30  o’clock  on  the 
evening  of  February  24th  1948.  Mr.  Lawler, 
a graduate  in  pharmacy  at  State  College,  was 
registered  by  examination  April  24,  1913. 
After  working  as  a pharmacist  in  Sioux  Falls 
for  several  years  he  moved  to  Conde,  South 
Dakota  where  he  operated  his  own  drug 
store.  Mr.  Lawler  moved  from  Conde  to  Mil- 
bank  about  ten  years  ago  where  he  operated 
his  own  pharmacy  until  the  time  of  his  death. 

The  drug  store  owned  by  W.  N.  Walker  of 
Elkton  was  recently  damaged  by  smoke  from 
a fire  which  burned  an  adjoining  building. 

Mrs.  F.  M.  Lawler  of  Milbank,  writes  that 
due  to  the  sudden  death  of  her  husband  she 
has  decided  to  sell  the  Lawler  Drug  Store  be- 
cause she  does  not  feel  capable  of  carrying  on. 
She  has  informed  the  Board  of  Pharmacy  that 
the  drug  store  is  still  in  operation  with  the 
services  of  Amos  Storsteen,  registered  phar- 
macist. 

Pharmacist  E.  A.  Locke  has  purchased  the 
merchandise  and  fixtures  of  the  Fellows  Drug 
Store  in  Gregory.  He  will  consolidate  the 
two  drug  stores.  Pharmacist  C.  E.  Fellows 
purchased  an  interest  in  the  Sherman  & Moe 
Drug  Store  in  Huron  early  in  January  and 
later  took  over  complete  management  under 
incorporated  ownership.  Pharmacist  Carl  A. 
Moe  is  now  taking  a much  needed  vacation 
for  his  health. 

Pharmacist  Maurice  J.  Gross  has  closed  out 
his  drug  store  at  Langford.  He  purchased  the 
Quarve  Drug  Store  in  Britton  in  January. 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Assoc.  Professor  Parmacology 
South  Dakota  State  College 


Tetraethylammonium  Chloride: 

Tetraethylammonium  chloride  has  recently 
been  introduced  as  a new  therapeutic  agent 
for  the  treatment  of  peripheral  vascular 
disease.  It  is  a quaternary  amonium  com- 
pound, odorless,  chemically  stable,  hygro- 
scopic and  readily  soluble  in  water.  Its 
formula  is: 

C.Hr,  s CiiHi 

' -N-Cl 

C : H r,  / 

Actions:  Tetraethylammonium  chloride 

blocks  the  transmission  of  nerve  impulses 
through  the  ganglia  of  both  the  sympathetic 
and  parasympathetic  divisions  of  the  auto- 
nomic nervous  system.  It  is  an  autonomic 
blocking  agent.  This  blockade  results  in  a 
decrease  in  blood  pressure,  increased  blood 
flow  in  the  extremities,  tachycardia,  my- 
driasis, cessation  of  sweating,  and  inhibition 
of  gastro-intestinal  movement  and  functions 
of  other  structures  innervated  by  the  auto- 
nomic system.  This  autonomic  blockade  is 
temporary  and  reversible.  It  is  counter- 
acted by  acetylcholine  and  epinephrine,  since 
these  agents  act  at  a point  peripheral  to  the 
ganglia. 

Indications:  Tetraethylammonium  chloride 
aids  in  relaxing  nerve-induced  constriction  of 
peripheral  blood  vessels,  tending  to  re- 
establish the  normal  blood  flow  in  the  ex- 
tremities. Clinical  studies  have  been  con- 
ducted in  such  conditions  as  hypertension, 
Raynaud’s  disease,  acrocyanosis,  thromboan- 
giitis obliterans,  peripheral  arteriosclerosis, 
causalgia,  thrombophlebitis  and  others.  It  is 
not  recommended  for  the  daily  management 
of  hypertension2. 

Toxicity:  Mild  toxic  effects  have  been  noted 
particularly  following  intravenous  rather 
than  intramuscular  administration.  Some 
patients  showed  peripheral  circulatory 
collapse  after  intravenous  injection.  Hyper- 


ventilation, weakness,  light  headedness  and 
fatigue  have  been  noted. 

Routes  of  Administration:  Intravenous  or 
intramuscular. 

How  Supplied:  Tetraethylammonium 
Cloride  is  marketed  as  Etamon  Chloride, 
Parke  Davis  & Co.,  in  20  cc.  multiple-dose 
Steri-Vials  (rubber-diaphragm-capped  vials), 
each  cc.  of  solution  containing  0.1  Gm.  of 
Etamon  Chloride. 

(1.  Am.  Prof.  Pharmacist,  Vol.  13,  No.  10, 
page  916,  Oct.  1947; 

2.  Lyons,  R.  H.,  et  al,  J.A.M.A.  Vol.  136, 
No.  9,  page  608,  Feb.  28,  1948). 

Resin  Therapy  of  Gastric  Acidity: 

Certain  synthetic  resins  have  been  found 
useful  as  iron  exchangers  in  water  purifica- 
tion and  other  industrial  processes.  This 
suggested  their  possible  value  in  controlling 
the  pH  of  gastro-intestinal  secretions.  One  of 
the  resins  studied  was  Amberlite  IR-4  (a 
polyamine  formaldehyde  resin;  The  Resinous 
Products  and  Chemical  Co.,  Philadelphia, 
Pa.).  A resin  which  has  recently  been 
marketed  for  reducing  gastric  acidity  is  Re- 
sinat  (a  polyethylenepolyamino  methylene 
substituted  resin  of  diphenylodimethyleme- 
thane  and  formaldehyde  in  basic  form;  The 
National  Drug  Company,  Philadelphia,  Pa.). 

Action:  Amberlite  IR-4  removes  acid  by 
molecular  adsorption,  thus  elevating  the  pH. 
The  reaction  is  reversible  and  alkaline  sub- 
stances will  first  neutralize  the  fixed  acid  and 
then  release  the  base  for  further  adsorption. 
The  action  of  the  resins  may  be  illustrated 
by  the  following  general  equations: 

Adsorption  of  acid:  R-NHj  -f-  HC1 

R-NHa  - HC1 

Regeneration:  R-NH- — HCI  -j-  NaHCO.i 

R-NH-  -f  NaCl  + HaCO* 

Amberlite  IR-4  elevated  the  pH  of  hydro- 
chloric acid,  acidified  milk,  acidified  colloidal 
aluminum  hydroxide  and  gastric  juice  in 
vitro.  The  pH  values  of  solutions  of  hydro- 
chloric acid  and  gastric  juice  in  vitro,  were 


— 176  — 


APRIL  1948 


elevated  more  than  others.  The  elevation  in 
pH  also  inactivated  the  pepsin. 

The  particle  size  is  an  important  factor  in 
the  adsorptive  power  of  the  resin,  the  finer 
mesh  material  having  a greater  adsorptive 
action  than  the  coarser  material. 

Indications:  A special  form  of  this  resin  has 
been  marketed  fortreatment  of  peptic  and 
duodenal  ulcer.  It  neutralizes  acid  and  in- 
hibits peptic  activity.  It  does  not  remove 
phosphate  or  chloride  ions  and  is  neither 
constipating  nor  does  it  cause  diarrhea.  There 
is  no  acid  rebound  and  the  acid-base  balance 
of  the  body  fluids  is  not  disturbed.  The  resin 
is  not  absorbed. 

How  Supplied:  Resinat,  The  National  Drug 
Company,  is  available  in  capsules  of  0.25  Gm. 
each.  Bottles  of  50,  100,  500  and  1000.  (Am. 
Prof.  Pharmacist,  Vol.  13,  No.  10,  page  912, 
Oct.  1947) 


U.  S.  PUBLIC  HEALTH  SERVICE  TO 
COMMISSION  ADDITIONAL 
PHARMACISTS 

In  line  with  the  expansion  of  professional 
pharmaceutical  services  in  the  various 
branches  of  the  Government,  it  is  pleasing  to 
note  that  the  U.  S.  Public  Health  Service  is 
preparing  to  commission  additional  phar- 
macists in  the  Regular  Corps  of  this  im- 
portant branch  of  the  Federal  Service. 

A competitive  examination  for  appoint- 
ment in  the  Regular  Corps  in  grades  of  Junior 
Assistant  Pharmacist  (2nd  Lieutenant),  As- 
sistant Pharmacist  (1st  Lieutenant)  and 
Senior  Assistant  Pharmacist  (Captain)  has 
been  announced  and  will  be  given  June  21,  22 
and  23,  1948. 

This  examination  is  not  to  be  confused  with 
Civil  Service  Examinations  for  pharmacists 
in  other  branches  of  the  Federal  Government. 
The  Commissioned  Corps  of  the  U.  S.  Public 
Health  Service  is  organized  on  a basis  similar 
to  the  Army  and  Navy,  with  salary,  main- 
tenance and  other  advantages  paralleling 
these  services  in  most  respects. 

It  is  important  to  American  Pharmacy  that 
a high  type  of  personnel  is  chosen  for  the 
federal  services  dealing  with  the  health  of 
the  military  as  well  as  civilian  agencies. 

The  Public  Health  Service  touches  upon  so 
many  phases  of  health  activity  both  in  and 
out  of  the  Federal  field,  that  pharmacists 


seeking  a career  with  possibilities  of  broad 
contacts  and  opportunities  to  serve  in  their 
professional  capacity  will  find  service  in  this 
branch  of  the  Government  a very  satisfying 
and  stimulating  experience. 

Regular  Corps  appointments  are  permanent 
in  nature  and  provide  opportunities  to  quali- 
fied pharmacists  for  a life  carrer  in  a number 
of  fields,  including  hospital  pharmacy,  phar- 
maceutical research,  public  health  programs, 
medical  supply  and  quarantine  inspection. 
Assignments  are  made  with  all  possible  con- 
sideration of  the  officer’s  demonstrated 
abilities  and  experience.  There  is  ample 
opportunity  for  professional  growth  and  de- 
velopment. All  commissioned  officers  are  ap- 
pointed to  the  general  service  and  are  subject 
to  change  of  station. 

An  applicant  for  the  grade  of  Junior  Assist- 
ant Pharmacist  must  be  a citizen  of  the 
United  States,  must  present  evidence  of  grad- 
uation from  a recognized  school  of  pharmacy 
and  must  satisfactorily  pass  a physical  ex- 
amination performed  by  medical  officers  of 
the  U.  S.  Public  Health  Service.  Applications 
for  this  grade  will  also  be  considered  from 
senior  students  and  those  who  successfully 
pass  the  examination  will  be  considered  for 
appointment  after  their  graduation  and  licen- 
sure. 

Applicants  for  the  grade  of  Assistant  Phar- 
macist must  meet  the  above  mentioned  re- 
quirements and  must  have  had  an  additional 
three  years  of  post-graduate  professional 
training  or  experience. 

Applicants  for  the  grade  of  Senior  Assist- 
ant Pharmacist  must  meet  the  requirements 
for  the  grade  of  Assistant  Pharmacist  and 
must  have  had  an  additional  four  years  of 
post-graduate  professional  training  or  ex- 
perience. 

Entrance  pay  for  Junior  Assistant  Phar- 
macists with  dependents  is  $3,391  a year,  for 
Assistant  Pharmacist  with  dependents  is 
$3,811  a year,  and  for  Senior  Assistant  Phar- 
macist with  dependents  is  $4,351  a year.  Pro- 
motions are  at  regular  intervals  up  to  and  in- 
cluding the  grade  of  Pharmacist  Director 
which  corresponds  to  full  Colonel  at  $8,551  a 
year.  Retirement  pay  at  age  64  for  this  grade 
is  $4,950  a year.  Full  medical  care,  including 
disability  retirement  at  three-fourth’s  pay  is 
provided.  All  expenses  of  official  travel  are 
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paid  by  the  Government.  Thirty  days’  annual 
leave  with  pay  is  provided. 

The  examination  consists  of  a written  pro- 
fessional examination,  and  a physical  ex- 
amination, followed  by  an  oral  interview  to 
determine  the  applicant’s  general  fitness  for 
the  Service.  In  its  discretion  the  examining 
board  may  require  the  performance  of  a prac- 
tical dispensing  demonstration  in  pharmacy. 

The  written  examination  will  be  given  on 
June  21,  22  and  23,  1948  (a  three  day  examina- 
tion) at  places  mutually  convenient  to  the  ap- 
plicant and  the  Service;  the  physical  exam- 
ination will  be  performed  at  the  same  time, 
insofar  as  is  practical  by  officers  of  the  Public 
Health  Service.  If  circumstances  require,  the 
physical  examinations  will  be  performed  on 
subsequent  days  to  fit  the  convenience  of  the 
applicant  and  that  of  the  hospital  or  other 
activity  where  the  written  examination  is 
given.  The  subjects  of  the  written  examina- 
tion are:  (1)  Practice  of  Pharmacy;  (2)  Chem- 
istry; (3)  Physiology,  and  Pharmacology; 
(4)  Pharmaceutical  Economics;  and  (5)  Bac- 
teriology, and  Public  Health. 

The  oral  interview,  and  the  practical  dis- 
pensing demonstration  if  required,  will  be 
given  as  soon  as  practical  thereafter  to  those 
candidates  who  obtain  a satisfactory  grade  in 
the  written  examination  and  who  are  also 
found  physically  qualified. 

Application  forms  and  additional  informa- 
tion may  be  obtained  by  writing  to  The  Sur- 
geon General,  U.  S.  Public  Health  Service, 
Washington  25,  D.  C.,  ATTENTION:  Division 
of  Commissioned  Officers. 

Those  desiring  to  take  the  examination 
must  mail  the  completed  applications  so  as  to 
be  received  not  later  than  May  21,  1948  by  the 
Surgeon  General,  U.  S.  Public  Health  Service, 
Washington  25,  D.  C.,  ATTENTION:  Division 
of  Commissioned  Officers. 

Robert  P.  Fischelis,  Secretary 
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FRATES  — (Continued  from  Page  174) 
mental  health.  Startling  figures  are  pre- 
sented to  illustrate  the  seriousness  of  this 
question.  One  out  of  every  ten  in  the  nation 
has  some  form  of  mental  or  emotional 
maladjustment.  Almost  as  many  people  are 
admitted  to  mental  institutions  each  year 
as  are  graduated  from  our  colleges.  In- 
tangible costs  in  misery,  in  disrupted  homes, 
in  children  deprived  of  normal  home  life 
are  incalculable. 

FIRE  DISASTERS  IN  1947.  The  fire  insur- 
ance business  was  called  on  during  1947  to 
render  more  service,  receive  more  claims 
and  indemnify  more  policyholders  for  losses 
under  their  contracts  than  in  any  other 
year  in  U.  S.  history. 

NEW  RULING  ELIMINATES  NECESSITY 
FOR  KEEPING  OLD  O.P.A.  RECORDS 
except  under  these  conditions:  (1)  parties  to 
pending  action;  (2)  Recipients  or  claimants 
of  subsidy,  premium  or  other  payments 
from  the  Govt.;  (3)  sellers  of  commodities  or 
services  to  the  Govt,  under  adjustable  price 
schedules,  such  as  sellers  of  industrial 
alcohol  and  various  agricultural  com- 
modities. 

SCRAP  BOOKS.  Every  retail  pharmacist 
should  have  a scrap  book.  It  should  be  kept 
up  to  date  by  inserting  the  names  and  des- 
criptions of  new  pharmaceutical  products, 
laws,  and  regulations.  You  will  be  sur- 
prised in  the  course  of  time  how  nicely  the 
accumulated  information  serves  you. 

THOUGHT  FOR  THE  DAY 
Only  the  organized  can  be  strong  — only 

the  strong  can  be  free. 

— Wendell  Wilkie. 


BILLS  — (Continued  from  Page  165) 
and  until  there  is  presented  convincing  argu- 
ment that  it  is  socially  desirable  that  govern- 
ment should  segregate  a segment  of  the 
population  and  provide  for  it  one  of  the 
necessities  of  life,  to  the  exclusion  of  other 
necessities,  and  without  consideration  being 
given  to  the  ability  or  inability  of  any  mem- 
ber of  that  segment  to  take  care  of  his  own 
needs  or  to  have  those  needs  supplied  by  those 
lawfully  obligated  to  do  so,  the  American 
Medical  Association  must  regretfully  with- 
hold approval  of  the  bill. . v,. 


The  Therapy  of  Common  External  Diseases 

of  the  Eye* 

by 

Edward  P.  Burch,  M.D.,  University  of  Minn. 


The  treatment  of  external  diseases  of  the 
eye,  despite  the  recent  development  and  wide- 
spread use  of  extremely  potent  chemo- 
therapeutic and  antibiotic  agents  still  re- 
mains, in  some  respects,  one  of  the  least  satis- 
factory phases  of  ophthalmic  practice.  This 
is  particularly  true  with  respect  to  chronic 
and  recurrent  infections  of  the  lids,  conjunc- 
tiva and  cornea.  Not  infrequently  such  in- 
fections are  treated  quite  empirically  without 
reference  to  the  underlying  etiological  fac- 
tors. 

It  is  believed  that  a discussion  of  the 
therapy  of  some  of  the  more  common  exter- 
nal diseases  of  the  eye  will  be  of  interest  to 
physicians  engaged  in  general  practice  as 
well  as  to  opthalmologists  since  the  former 
are  very  frequently  consulted  in  the  event  of 
external  disorders  of  the  eye.  It  is  manifestly 
impossible  in  the  time  allotted  to  consider 
more  than  a few  of  the  diseases  which  may 
involve  the  outer  ocular  tunics  and  with  this 
in  mind  this  paper  will  deal  primarily  with 
the  non-surgical  treatment  of  the  eight  or  ten 
external  diseases  which  are  most  frequently 
encountered  in  an  office  practice  and  in  out- 
patient clinics. 

Since  the  foundation  of  rational  and  effec- 
tive therapy  rests  upon  the  employment  of 
sound  diagnostic  procedures  and  techniques 
it  is  not  only  impossible  but  also  imprac- 
ticable to  limit  this  discussion  solely  to  thera- 
peutic measures. 

In  ophthalmology  one  of  the  gravest  and 
most  flagrant  errors  which  may  result  from 
inaccurate  diagnoses  is  the  failure  to  recog- 
nize acute  glaucoma  and  acute  iritis.  These 
two  diseases  are  occasionally  mistaken  for 
infection  of  the  conjunctiva.  The  very  simple 
expedient  of  instilling  a few  drops  of  1:1000 
adrenalin  chloride  into  the  conjunctival  sac 
will  serve  in  many  instances  to  disclose  the 
correct  diagnosis.  In  conjunctivitis  the  super- 
ficial injection  of  the  eye  blanches  quite  com- 
pletely under  the  influence  of  the  vaso-con- 


stricting  agent  while  in  iritis  and  glaucoma 
the  injection  of  the  eyeball  is  due  to  engorge- 
ment of  more  deeply  situated  vessels  which 
remain  uninfluenced  by  adrenalin.  Pain, 
which  may  be  quite  excruciating  is  a prom- 
inent feature  of  glaucoma  and  often  of  iritis, 
while  the  discomfort  of  conjunctivitis  is 
usually  much  less  pronounced  and  frequently 
is  described  by  the  patient  as  a foreign-body 
sensation.  Exudation  is  present  in  most  forms 
of  acute  conjunctivitis  and  is  absent  in  iritis 
and  glaucoma.  In  iritis  it  is  often  possible 
with  the  ophthalmoscope  or  with  the  aid  of  a 
magnifier  or  loupe  and  a good  source  of 
illumination  to  distinguish  inflammatory  de- 
posits upon  the  posterior  surface  of  the  cor- 
nea, the  iris  appears  lustreless  and  the  pupil 
may  be  irregular  in  shape  due  to  the  forma- 
tion of  adhesions  between  the  pupillary 
border  and  the  anterior  capsule  of  the  lens. 
The  intraocular  tension  is  ordinarily  normal 
or  slightly  subnormal.  In  acute  glaucoma  on 
the  other  hand,  the  tension  is  sensibly  in- 
creased, the  pupil  is  semi-dilated  and  often 
oval  in  shape,  and  the  cornea  is  steamy  due 
to  oedema  of  the  corneal  epithelium.  The 
patient  complains  of  misty  vision,  notices 
haloes  and  rainbows  around  lights  and  in  in- 
stances of  greatly  increased  tension  may 
actually  become  nauseated  through  reflex 
disturbances  of  the  gastro-intestinal  tract. 
The  anterior  chamber  is  definitely  shallow 
in  contrast  to  the  deep  anterior  chamber  seen 
in  severe  iridocyclitis.  Delay  in  instituting 
proper  treatment  with  cycloplegic  drugs  such 
as  atropine  in  the  case  of  iritis  and  miotic 
drugs  such  as  eserine  or  pilocarpine  in  the 
event  of  glaucoma  may  result  in  irreparable 
damage  to  vision. 

Another  common  external  condition  which 
must  be  differentiated  from  conjunctivitis  is 
ulcerative  keratitis.  The  eye  is  red  and 
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usually  painful,  photophobia  and  lacrimation 
are  usually  extreme.  The  instillation  of  a 
minute  amount  of  2 percent  fluorescein  into 
the  eye  will  immediately  disclose  a break  in 
the  continuity  of  the  corneal  epithelium  and 
outline  the  margins  and  extent  of  the  corneal 
ulcer.  The  fluorescein  imparts  a brilliant 
greenish  hue  of  those  areas  of  the  cornea 
which  are  not  covered  with  a layer  of  normal 
epithelial  cells.  To  facilitate  and  expedite  the 
regeneration  of  the  epithelium  of  the  cornea 
a sterile  eyepad  held  in  place  by  means  of 
some  type  of  elastic  adhesive  tape  is  very  use- 
ful. This  will  prevent  abrasion  of  the 
damaged  corneal  tissue  through  movement  of 
the  eyelids.  It  is  a cardinal  principle  that 
such  occlusive  bandages  be  utilized  until  the 
cornea  po  longer  stains  with  fluorescein.  It 
is  a sound  practice  to  follow  the  removal  of 
foreign  bodies  which  have  become  embedded 
in  the  cornea  with  an  effective  antiseptic  oint- 
ment or  solution  and  then  apply  the  occlusive 
dressing  until  subsequent  examination  of  the 
eyes  reveals  that  complete  re-establishment 
of  the  continuity  of  the  corneal  epithelium 
has  occurred  as  evidenced  by  failure  of  the 
tissues  to  stain  with  fluorescein. 

Foreign  bodies  unquestionably  constitute 
one  of  the  most  common  external  conditions 
of  the  eye  which  require  treatment  in  the 
office.  Adequate  anesthesia  is  of  extreme  im- 
portance. For  this  purpose  one  or  two  drops 
of  V2  percent  pontocaine  instilled  several 
minutes  apart  is  thought  to  be  superior  to 
other  local  anesthetic  agents  and  is  definitely 
preferable  to  cocaine  which  dessicates  the 
cornea  and  has  the  additional  undesirable 
action  of  dilating  the  pupil.  While  the  ordin- 
ary superficial  foreign  body  may  be  easily  re- 
moved with  a sterile  moist  cotton  swab  or 
foreign  body  spud,  those  which  are  embedded 
more  deeply  or  have  been  present  for  more 
than  a few  hours  may  present  greater  diffi- 
culty. If  difficulty  of  removal  is  encountered 
it  may  be  helpful  to  apply  a minute  amount 
of  1 percent  silver  nitrate  on  a tooth  pick 
cotton  applicator  to  the  region  of  the  foreign 
body  for  a few  seconds.  This  usually  causes 
a slight  swelling  of  the  corneal  tissues  thus 
causing  it  to  become  slightly  more  elevated 
and  more  readily  removed  with  aid  of  the 
spud.  Iron  or  steel  foreign  bodies  surrounded 
by  a ring  of  rust  or  charred  tissue  can  be 


more  completely  removed  if  a small  denta 
burr  is  employed  after  the  main  portion  has 
been  gently  lifted  out  with  the  spud.  If  the 
eye  is  irritated  due  to  the  foreign  body  or  aj 
a result  of  attempts  at  removal,  it  is  prudent 
to  instill  a 2 per  cent  solution  of  homatropine 
to  allay  the  discomfort  occasioned  by  reflex 
ciliary  spasm.  A suitable  anesthetic  antiseptic 
ointment  may  then  be  instilled  and  an  occlu- 
sive bandage  placed  over  the  eye.  A collap- 
sible tube  of  butyn-metaphen  or  one  of  the 
sulfa  drugs  combined  with  an  anesthetic 
should  be  given  the  patient  for  home  use  in 
the  event  of  pain,  and  to  prevent  infection 
and  the  patient  instructed  to  return  within 
twenty-four  hours  for  re-examination  to  see 
if  the  wound  is  clean.  It  is  a very  wise  pre- 
caution to  record  the  vision  before  removal  of 
a foreign  body  and  again  before  discharging 
the  patient  from  further  treatment.  This  pro- 
cedure is  mandatory  in  industrial  accidents, 
where  a written  report  is  required.  Quite 
recently  one  of  the  newer  sulfa  drugs  has  been 
widely  advocated  as  a prophylactic  measure 
against  corneal  infection  following  the  re- 
moval of  foreign  bodies  and  is  available  com- 
mercially. This  drug  is  sodium  sulfacetamide 
and  may  be  prescribed  either  as  a 30  per  cent 
ophthalmic  solution  or  in  the  form  of  a 10 
percent  ointment.  It  is  non-irritating,  highly 
bacteriostatic  against  the  common  ocular 
pathogens,  and  because  of  its  more  restricted 
use  less  apt  to  evoke  an  allergic  reaction  of 
the  lids  and  conjunctiva  than  the  older  sul- 
fonamides. It  definitely  seems  to  retard  the 
growth  of  corneal  epithelium  to  a lesser  ex- 
tent than  either  sulfathiazole  or  sulfadiazine. 

The  acute  purulent  conjunctivitides  con- 
stitute a fairly  large  percentage  of  the  ex- 
ternal eye  diseases  which  are  commonly  en- 
countered. In  the  newborn  purulent  conjunc- 
tivitis is  usually  either  a gonococcal  infection 
or  an  inclusion  body  blennorrhea  due  to  a 
filter  passing  virus.  Less  frequently  sta- 
phylococci may  be  the  offending  bacteria. 
Smears  and  cultures  should  be  made  in  every 
instance.  Both,  gonococcal  ophthalmia  and 
inclusion  body  blennorrhea  respond  very 
readily  to  sulfonamides  while  penicillin  is 
dramatically  effective  against  the  gonococcus. 
If  this  gram-negative  intracellular  organism 
is  not  found  on  smears,  a Giemsa  stain  should 
be  made  for  inclusion  bodies  and  treatment 
with  Sulfonamides  instituted.  The  30  percent 
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Sodium  Sulfacetamide  solution  may  be  em- 
ployed locally  and  Sulfadiazine  or  Sulfa- 
merazine  administered  orally  in  appropriate 
dosage.  As  a rule  the  cure  is  rapid  and  com- 
plete without  untoward  sequelae.  In  the  older 
child  and  adult  acute  infections  of  the  con- 
junctiva demand  meticulous  bacteriologic 
study  to  permit  the  selection  of  the  most 
effective  therapeutic  agent.  While  almost  all 
of  the  common  pus  forming  organisms  may 
invade  the  conjunctiva,  in  this  area  a coagu- 
lose-positive,  mannitol  fermenting,  hemolytic 
type  of  staphylococcus  is  very  frequently  re- 
sponsible for  acute  infections.  The  gono- 
coccus, pneumococcus,  streptococcus  and 
Koch- Weeks  bacillus  are  also  encountered. 
If  smears  reveal  a gram-negative  intracellular 
diplococcus  and  there  is  no  history  or  clinical 
evidence  of  gonorrheal  infection,  is  is  worth- 
while to  carry  out  sugar  fermentation  reac- 
tions to  determine  whether  or  not  the  infec- 
tion is  attributable  to  the  meningococcus  as 
there  have  recently  been  a number  of  reports 
in  the  ophthalmic  literature  of  meningococcic 
conjunctivitis  unaccompanied  by  infection  of 
the  cerebrospinal  axis.  In  patients  who  pre- 
sent themselves  with  a complaint  of  acute 
purulent  conjunctivitis  together  with  acute 
arthritis  and  urethritis,  Reiter’s  Syndrome 
or  Disease  must  be  considered,  particularly 
if  gonococci  cannot  be  recovered  from  the 
conjunctiva  or  urethra.  This  little  known 
disease  with  its  triad  of  ocular,  articular  and 
urethral  findings  apparently  is  more  pre- 
valent than  hitherto  supposed  and  as  with 
meningococcal  conjunctivitis  must  be  dif- 
ferentiated from  gonococcal  infection  to  avoid 
a social  injustice  to  innocent  patients.  Reiter’s 
disease  is  of  unknown  origin,  non-venereal, 
and  the  treatment  is  symptomatic  since  it 
does  not  respond  to  either  sulfonamides  or 
antibiotic  agents.  Acute  purulent  conjunc- 
tivitis due  to  the  gonococcus,  meningococcus, 
streptococcus,  staphylococcus  or  pneumo- 
coccus should  be  treated  with  penicillin  drops 
locally  in  a strength  of  1000  units  per  c.c. 
The  drops  may  be  instilled  every  hour  dur- 
ing the  more  acute  phases  and  less  frequently 
as  the  infection  comes  under  control.  Supple- 
mentary penicillin  therapy  by  mouth  or  in 
peanut  oil-beeswax  may  be  indicated  in 
severe  infection  with  corneal  involvment. 
20%  Argrol  is  useful  as  a defergent  to 


cleanse  the  eye.  It  is  wise  to  continue  treat- 
ment for  several  days  after  discharge  has 
ceased  and  the  eye  is  apparently  free  from  in- 
fection. Penicillin  is  superior  to  sulfonamides 
in  the  presence  of  pus  as  its  anti-bacterial 
properties  are  not  inhibited  by  purulent 
exudates  as  is  the  case  with  sulfonamides.  If 
an  acute  conjunctival  infection  does  not  re- 
spond to  penicillin  the  possibility  of  a peni- 
cillin-resistant organism  such  as  the  Koch- 
Weeks  bacillus  or  a virus  infection  must  not 
be  overlooked.  Such  a situation  may  result 
from  a failure  to  carry  out  bacteriological 
examination.  The  Koch-Weeks  infection  re- 
sponds best  to  30%  Sodium  Sulfacetamide  or 
5%  Sulfadiazine  solutions.  The  virus  infec- 
tions which  are  most  commonly  seen  are  in- 
clusion body  blennorrhea  of  the  adult,  the 
so-called  swimming-pool  conjunctivitis,  and 
trachoma.  The  prinicipal  difference  between 
inclusion  body  infection  of  the  newborn  and 
the  adult  is  the  presence  of  lymphoid  follicles 
on  the  tarsal  conjunctiva  in  the  adult.  In  the 
child  the  sub-epithelial  adenoid  layer  has  not 
yet  developed  and  thus  the  chief  clinical 
difference  between  the  two  diseases  is  ex- 
plained on  purely  anatomical  grounds. 
Trachoma  is  most  easily  differentiated  from 
inclusion-body  conjunctivitis  in  the  adult  by 
the  absence  of  pannus  in  the  latter.  The 
most  advantageous  treatment  for  both  tra- 
choma and  inclusion-body  conjunctivitis  is 
the  concurrent  administration  of  sulfon- 
amides locally  and  orally.  The  less  toxic  pre- 
parations such  as  sulfadiazine  or  sulfamera- 
zine  are  quite  suitable  for  oral  administra- 
tion, while  30  percent  sodium  sulfacetamide 
is  effective  locally.  If  the  patient  with  acute 
conjunctivitis  exhibits  a sensitivity  to  peni- 
cillin, and  with  the  more  widespread  use  of 
this  drug  it  has  been  estimated  by  competent 
ophthalmic  observers  that  approximately  10 
percent  of  all  patients  are  currently  exhibit- 
ing sensitivity  to  penicillin,  recourse  must  be 
had  to  sulfonamides  or  to  phemerol,  a re- 
cently developed  antiseptic  product  which 
has  exhibited  excellent  bacteriostatic  proper- 
ties against  the  common  pus-forming  organ- 
isms encountered  in  external  infections  of 
the  eye.  It  may  be  employed  either  as  a cor- 
neal bath  with  an  eyecup  or  in  the  form  of 
drops.  It  is  particularly  valuable  in  staphylo- 
coccus infections  which  do  not  respond  to 
penicillin. 
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Chronic  conjunctivitis  often  presents  a dif- 
ficult problem  from  the  standpoint  of  both 
diagnosis  and  treatment.  In  long-standing 
and  stubborn  infections  the  possibility  that 
the  tear  passages  serve  as  a reservoir  of  in- 
fection must  be  kept  in  mind.  The  question 
of  an  allergic  conjunctivitis  must  also  be  con- 
sidered. In  women,  facial  cosmetics  are  oc- 
casionally incriminated  as  the  cause.  A care- 
ful history  and  sometimes  sensitivity  tests 
may  reveal  the  cause  of  the  conjunctivitis. 
Treatment  in  the  absence  of  definitely  estab- 
lished factors  must  be  symptomatic.  A 
collyrium  containing  a grain  of  nupercaine,  a 
half  grain  of  zinc  sulfate,  a dram  of  1:1000 
adrenalin  chloride  and  saturated  solution  of 
boric  acid  sufficient  to  make  one  ounce  af- 
fords as  much  relief  as  other  preparations  in- 
cluding the  widely  advertized  proprietary 
compounds.  As  yet  it  is  impossible  to  eval- 
uate the  role  of  benadryl  and  pyribenzamine 
in  the  relief  of  allergic  conjunctivitis.  Vernal 
catarrh,  characterized  by  intense  itching, 
ropey  mucoid  secretion,  eosinophilia  lym- 
phoid hyperplasia  of  the  conjunctiva,  and 
seasonal  incidence,  is  often  a difficult  con- 
dition to  treat.  Symptomatic  relief  can  often 
be  afforded  by  adrenalin  compounds,  or  3 
percent  carbonate  wash,  but  Beta  irradiation 
of  the  large  lymphoid  follicles  may  be  re- 
quired and  sometimes  results  in  striking 
benefit.  Keratoconjunctivitis  sicca  is  another 
chronic  external  disease  which  usually  can- 
not be  adequately  controlled  by  local  meas- 
ures. It  is  a disease  which  predominantly  af- 
fects the  female  sex  about  the  time  of  the 
climacteric.  It  is  more  common  than  is  gen- 
erally supposed.  There  is  a deficiency  of 
lacrimation  which  may  readily  be  demon- 
strated by  the  Schirmer  test  which  consists 
of  measuring  the  number  of  millimeters  of  a 
narrow  strip  of  filter  paper  placed  in  contact 
with  the  conjunctiva  near  the  inner  canthus, 
moistened  by  the  tears  in  a given  length  of 
time.  There  is  also  a constant  foreign  body 
sensation  of  the  eyes  due  to  the  presence  of 
filaments  of  corneal  epithelium  which  be- 
come loose  and  may  be  seen  as  delicate  grey- 
ish threads  over  the  cornea.  While  some 
measure  of  relief  may  be  gained  through  the 
frequent  instillation  of  artificial  tears  or  Vz 
percent  metacel  solution,  it  may  become 
necessary  to  cauterize  the  tear  points.  In  any 


event  estrogenic  substances  should  be  ad- 
ministered, since  in  a fairly  high  percentage 
of  instances  such  treatment  is  quite  bene- 
ficial. The  disease  is  frequently  associated 
with  chronic  arthritis,  dryness  of  the  mouth 
and  pharynx.  Swelling  of  the  parotid  glands 
may  also  be  present.  One  of  the  most  com- 
mon types  of  chronic  conjunctivitis  is  that 
due  to  the  Morax-Axenfeld  bacillus.  There 
is  an  injection  of  the  bulbar  conjunctiva  near 
the  internal  and  external  canthi,  hence  the 
term,  angular  conjunctivitis,  by  which  the 
condition  is  known.  Secretion  is  usually 
scanty  and  mucoid  rather  than  purulent.  The 
zinc  salts  are  held  to  be  almost  specific  in 
this  condition  and  the  sulfate  of  zinc,  one  half 
grain  to  the  ounce  of  boric  acid,  generally 
gives  relief,  although  the  response  to  therapy 
is  seldom  rapid. 

There  can  be  little  doubt  that  chronic 
blepharoconjunctivitis,  popularly  termed 
granulated  eyelids,  is  one  of  the  most  com- 
mon eye  diseases  which  practitioners  are 
called  upon  to  treat.  It  is  also  one  of  the  most 
stubborn  and  difficult  to  manage  satisfac- 
torily. The  diagnosis  presents  no  problem.  It 
is  now  quite  generally  conceded  that  adequate 
correction  of  refractive  errors  does  not  favor- 
ably influence,  to  an  appreciable  degree,  the 
course  of  the  infection.  The  number  of 
remedies  which  have  been  enthusiastically 
advocated  for  its  cure  is  legion.  While  peni- 
cillin and  sulfonamide  ointments  locally  are 
far  superior  in  effectiveness  as  compared 
with  the  time-honored  yellow  oxide  of  mer- 
cury, seldom  do  they  achieve  a lasting  cure. 
The  infection  in  most  patients  is  due  to  a 
virulent  type  of  staphylococcus  which  invades 
the  hair  follicles  of  the  eyelashes,  and  the 
small,  mucous  secreting  glands  of  the  lid 
margins.  Thus  the  infection  once  established 
is  extremely  difficult  to  eradicate  by  local 
therapy.  In  the  majority  of  instances  it  is 
advisable  to  combine  local  treatment,  con- 
sisting of  a strong  penicillin  ointment  con- 
taining 2000  units  per  gram  which  is  massaged 
three  or  four  times  a day  into  the  lid  margins, 
with  injections  of  staphylococcus  toxoid. 
Several  excellent  commercial  products  of 
toxoid  are  available.  The  injections  are  given 
according  to  a definite  schedule  accompany- 
ing the  vitals  of  toxoid  and  in  a very  signifi- 
cantly high  percentage  of  patients  a satisfac- 
tory and  lasting  cure  is  brought  about. 
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Massage  of  the  glands  of  the  lid  margins  may 
also  be  necessary  to  express  infected  material 
from  which  re-infection  may  occur.  Definite 
evidence  is  accumulating  from  numerous 
sources  that  the  penicillin-toxoid  treatment 
of  chronic  blepharoconjunctivitis  offers  the 
greatest  opportunity  of  overcoming  this  stub- 
born, annoying  and  unsightly  infection. 

There  is  definitely  one  type  of  blepharitis, 
however,  which  invariably  proves  refractory 
to  penicillin  and  staphylococcus  toxoid.  This 
is  the  seborrheic  type  which  is  always  assoc- 
iated with  a marked  seborrhea  of  the  scalp, 
brows  and  external  auditory  canals.  Neither 
penicillin  nor  sulfonamide  ointments  are  of 
the  slighest  avail  in  this  type  of  blepharitis. 
It  responds,  slowly  as  a rule,  to  daily  mechan- 
ical cleansing  of  the  lid  margins  with  an 
astringent  eye  wash  containing  one  part  of 
extract  of  witch  hazel  to  five  parts  of  boric 
acid,  daily  expression  of  the  Meibomian 
glands,  frequent  topical  applications  of  a 
weak  solution  of  V2  percent  silver  nitrate  to 
the  lid  margins  and  conjunctiva  and  local 
application  to  the  lid  margins  of  an  oint- 
ment containing  1 per  cent  yellow  oxide  of 
mercury  and  1 per  cent  salicylic  acid.  The 
seborrheic  condition  of  the  scalp  should  be 
treated  by  a dermatologist.  This  type  of 
blepharoconjunctivitis  must  be  differentiated 
from  the  more  common  variety  due  to  the 
staphylococcus.  Inspection  of  the  scalp  will 
assist  in  arriving  at  the  correct  diagnosis. 
Scrapings  from  the  lid  in  the  seborrheic  type 
will  reveal  pityrosporum  ovale  which  are  not 
present  in  the  staphylococcus  form  of  the 
disease.  In  mixed  infections  the  seborrheic 
element  of  the  disease  should  be  accorded 
prior  treatment  and  the  penicillin-toxoid 
therapy  instituted  when  the  seborrhea  is  well 
under  control. 

Among  the  other  common  external  lesions 
due  to  the  staphylococcus  are  hordeolum,  or 
the  common  style  and  chalazion,  an  infected 
retention  cyst  of  a Meibomian  gland.  It  is 
only  when  these  conditions  become  chronic 
and  recurrent  that  they  impose  any  great 
problem  from  the  standpoint  of  treatment. 
The  most  effective  therapy  for  recurrent 
style  and  chalazion  is  the  use  of  penicillin, 
phemerol  or  30  percent  sodium  sulfacetamide 
locally,  with  supplementary  injections  of 
staphylococcus  toxoid.  Purely  local  treat- 
ment without  the  toxoid  is  usually  disappoint- 


ing because  of  the  deep  seated  character  of 
the  infection.  The  establishment  of  systemic 
resistance  through  the  administration  of 
staphylococcus  toxoid  in  gradually  increasing 
dosage  is  essential  to  permanent  cure  and  is 
highly  effective  as  a rule. 

There  are  several  external  lesions  of  the 
cornea  which  are  so  commonly  encountered 
that  a discussion  of  their  treatment  seems  de- 
manded. The  first  of  these  is  the  catarrhal 
ulcer  near  the  limbus  which  so  frequently  is 
a complication  of  acute  conjunctivitis.  It  is 
usually  due  to  the  staphylococcus  and  ordin- 
arily responds  very  promptly  to  penicillin 
ointment  and  occlusive  bandaging  of  the  eye. 

Dendritic  ulcer  due  to  the  herpes  virus  is 
another  common  infection  of  the  cornea. 
The  diagnosis  is  made  by  recognition  of  the 
peculiar  dendritic  pattern  of  the  lesion,  which 
becomes  strikingly  apparent  after  the  instilla- 
tion of  fluorescein.  Magnification  may  be 
necessary  to  ascertain  the  peculiar  dendritic 
appearances.  Quite  frequently  the  eye  is 
markedly  injected  and  painful.  This  lesion 
demands  the  topical  application  of  full 
strength  iodine  after  prior  local  anesthesia. 
If  a number  of  lesions  are  present  the  entire 
epithelial  surface  should  be  scraped  off  with 
a cotton  applicator  saturated  with  iodine. 
The  eye  should  then  be  flooded  with  5 per- 
cent cocaine  solution  which  allays  pain  and 
converts  the  iodine  to  an  insoluble  compound, 
cocaine  iodate.  Less  heroic  measures  are 
usually  quite  unavailing.  Often  the  procedure 
must  be  repeated  several  times.  The  eye  is 
kept  tightly  bandaged  between  treatments 
and  atropine  is  necessary  to  alleviate  ciliary 
spasm.  Hypnotics  are  usually  necessary  to  re- 
lieve pain  following  treatment. 

Very  recently  reports  in  the  ophthalmic 
literature  have  indicated  that  streptomycin 
used  locally  may  be  a valuable  antibiotic  in 
the  treatment  of  chronic  ulcerative  keratitis. 
A solution  containing  10,000  units  per  c.c. 
instilled  every  hour  or  two  is  recommended. 
As  more  and  more  patients  exhibit  a sen- 
sitivity to  the  sulfa  drugs  and  penicillin,  it 
seems  quite  possible  that  greater  reliance  will 
of  necessity  be  placed  upon  streptomycin  and 
other  newer  antibiotic  substances.  As  yet, 
however,  their  clinical  employment  has  not 
been  sufficiently  great  to  warrant  or  justify 
recommendations  concerning  their  use  in 
specific  conditions. 
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Climate  and  Resistance  to  Infection* 

by 

Clarence  A.  Mills,  M.D.,  Professor  of  Experimental  Medicine 
University  of  Cincinnati 


Half  of  the  earth’s  human  population  lives 
under  an  eternal  difficulty  of  body  heat  loss 
which  keeps  life  close  to  the  vegetative  level, 
and  leaves  man  with  little  resistance  against 
the  host  of  pathogenic  bacteria  ever  seeking 
ways  of  invading  the  sanctity  of  his  person. 
Infectious  disease  deaths  heavily  dominate 
the  mortality  picture  in  tropical  heat,  espec- 
ially through  the  tender  childhood  years. 
Another  quarter  of  mankind  is  subjected  to 
these  debilitating  heat  effects  for  the  summer 
half  of  each  year  in  sub-tropical  lands,  while 
only  in  outer  temperate  regions  does  the  final 
quarter  achieve  a vitality  and  energy  level 
high  enough  to  bring  a sharp  curtailment  to 
the  ravages  of  bacterial  invasions.  Cool 
climate  man  wins  his  fights  against  infections 
and  lives  on  to  die  largely  from  the  degenera- 
tive and  break-down  diseases  of  later  life. 

Acute  appendicitis  illustrates  very  well 
this  climatic  difference  in  ability  to  survive, 
for  the  death  rate  per  hundred  acute  attacks 
is  over  twice  as  high  in  the  Gulf  States  as  in 
states  along  the  Canadian  border.  The  fre- 
quency of  acute  attacks  is  largely  conditioned 
by  cyclonic  storminess  (either  temperate  or 
tropical),  but  ability  to  survive  rises  steadily 
from  south  to  north  as  mean  annual  tempera- 
tures fall  and  tissue  combustion  rates  rise. 
This  even  shows  up  on  a seasonal  basis  in 
the  heightened  fatality  rates  during  the  sum- 
mer heat  of  middle  temperate  latitudes. 

Acute  nephritis  is  both  more  frequent  and 
more  deadly  in  tropical  heat,  rising  to  the 
level  of  a major  cause  of  death  among  lepro- 
saria populations  where  careful  records  are 
kept  through  the  years. 

Pulmonary  tuberculosis  pursues  a much 
more  rapid  and  highly  fatal  course  in  hot 
climates,  so  much  so  that  patients  with 
minimal  activity  or  quiescent  lesions  are 
strongly  advised  against  any  tropical  sojourn 
of  more  than  two  weeks’  duration.  The  sur- 
vival time  of  patients,  from  first  symptom  to 
death,  rises  steadily  from  the  tropics  out  into 


temperate  coolness.  Even  the  climate  of  birth 
and  early  childhood  leaves  its  mark  in  this 
respect,  for  Cincinnati  residents  contracting 
the  disease  and  dying  from  it  in  our  Sana- 
torium lasted  only  half  as  long  — from  first 
symptoms  to  death  — if  born  in  the  Gulf 
States  than  if  Cincinnati  born.  This  applied 
equally  well  to  white  and  colored  patients, 
and  also  for  migrants  to  Cincinnati  from 
norther  and  southern  Europe. 

Leprosy  also  runs  a more  active  and  des- 
tructive course  in  tropical  lowlands,  while  in 
temperate  coolness  it  becomes  non-progres- 
sive or  dies  out  completely  — as  it  did  in  the 


hundred  cases  imported  into  Minnesota  and 
eastern  Dakota  late  in  the  last  century.  The 
implications  of  this  climatic  difference  in 
the  disease  are  so  strong  that  transfer  of  the 
U.  S.  leprosy  patients  from  the  Carville 
Leprosarium  in  Louisiana  to  the  climatic  in- 
vigoration  of  the  Dakotas  is  actually  under 
consideration.  Mexico  has  fortunately  located 
her  leprosarium  on  the  stimulating  plateau 
near  Mexico  City,  and  other  countries  are 
beginning  to  realize  that  these  unfortunate 
victims  should  be  removed  to  a place  where 
their  own  vitality  will  be  highest  instead  of 
being  kept  on  under  conditions  where  the 

* Presented  at  the  Sixty-Sixth  Annual  Meeting  of 
the  South  Dakota  State  Medical  Association, 
Rapid  City,  June,  1947. 
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disease  itself  does  best. 

Minnesota  and  the  Dakotas  have  the  high- 
est health  index  of  all  states,  year  after  year, 
so  you  should  not  be  surprised  if  increasing 
use  is  made  of  this  through  future  years. 

People  or  animals  adapted  to  the  moist 
warmth  of  tropical  or  sub-tropical  lands  are 
much  more  susceptible  to  pneumonia  and 
other  acute  respiratory  infections  when  sub- 
jected to  the  chilling  of  northern  winters. 
This  is  a point  of  importance  for  northerners 
enjoying  winter  vacations  in  the  South  but 
returning  home  before  winter  cold  has 
ceased.  If  such  vacations  are  to  exceed  two 
weeks,  they  should  be  taken  where  the  nights 
are  cool  and  the  days  not  hot,  so  as  to  avoid 
any  metabolic  let-down.  Leprosy  patients 
transferred  from  Louisiana  to  the  Dakotas 
would  need  very  careful  protection  against 
winter  cold  the  first  year  or  two. 


fecting  the  body’s  ability  to  fight  infection, 
we  have  made  use  of  experimental  animals 
kept  on  entirely  synthetic  diets.  Our  white 
rats  thus  ate  tons  of  the  sugar  being  so  closely 
rationed  for  the  American  people  through 
the  war  years,  but  the  results  of  the  studies 
fully  warranted  this  use  of  the  scarce  sugar. 
Using  diets  deficient  in  one  vitamin  after  an- 
other, these  rats  showed  us  that  their  pro- 
duction of  active  blood  phagocytes,  upon 
which  the  body’s  first  line  of  defense  against 
infection  rests,  depends  directly  upon  a diet 
adequate  especially  in  vitamins  and  protein. 

When  the  diet  was  made  deficient  in  any 
of  the  B-vitamins,  vitamins  C or  D,  or  protein, 
the  blood  phagocytes  lost  their  ability  to  in- 
gest bacteria,  but  not  until  the  animals  had 
been  kept  on  the  deficient  diet  for  three 
weeks  or  longer.  Restoration  of  the  missing 


dietary  factors  led,  three  weeks  later,  to  a 
return  of  normal  phagocytic  ability.  This  can 
only  mean  that  dietary  deficiency  does  not 
influence  phagocytes  already  in  the  circu- 
lating blood,  but  only  affects  the  production 
of  new  cells  in  the  bone  marrow  tissue.  This 
tissue  is  thus  just  as  sensitive  to  dietary  ade- 
quacy as  is  the  body  as  a whole. 


Another  point  of  great  interest  was  that 
optimal  phagocytic  activity  was  attained 
only  when  the  animals  were  given  diets  with 
vitamine  content  2 to  4 times  higher  than 
was  needed  to  product  optiomal  growth.  The 
significance  of  this  lies  in  its  relation  to  hu- 
man resistance  to  infection.  Diets  adequate 
for  optimal  growth  or  the  maintenance  of  a 
good  state  of  nutrition  are  not  necessarily 
adequate  for  optimal  phagocytic  activity. 

Since  our  chief  resistance  against  the  host 
of  respiratory  infections  must  always  rely  on 
the  wandering  phagocytes,  (poly-morphonu- 
clear  neutrophiles  of  the  blood)  as  they 
migrate  through  the  mucosal  tissues  of  the 
respiratory  tract,  it  follows  that  only  a super- 
vitamin intake  can  provide  the  greatest 
possible  protection  against  “colds,”  etc.  But 
in  this  attention  to  vitamin  intake,  we  should 
not  be  content  with  any  re-combination  of 
those  synthetically  available.  The  cheaper 
crude  extracts  of  B-rich  sources  are  safer  be- 
cause they  contain  the  unknown  as  well  as 
the  known  elements.  At  Cincinnati  we  have 
for  twenty-five  years  placed  reliance  on  an 
acid-alcoholic  extract  of  flash-dried,  pow- 
dered alfalfa  leaves  to  prevent  acute  respira- 
tory attacks. 

Limited  studies  of  human  phagocytes  have 
indicated  a lowered  activity  in  dietary  de- 
ficiency states  and  an  improvement  within 
three  weeks  after  dietary  correction.  Post- 
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pheumonic  within  three  weeks  after  dietary 
correction.  Post-pheumonic  empyema  patients 
usually  show  a very  low  phagocytic  activity, 
which  probably  accounts  for  this  complica- 
tion and  the  long  persistence  of  the  infecttion. 
Most  striking  of  the  human  findings  has  been 
the  discovery  that  a low  winter  phagocytosis 
often  changes  to  a high  activity  with  the  ad- 
vent of  mid-summer  sunlight.  Much  more 
work  is  needed  here  — whether  ultra-violet 
light  therapy  in  the  winter  months  would 
produce  a summer  effect,  whether  ozone 
added  to  inspired  air  might  do  likewise,  and 
whether  this  seasonal  effect  will  be  found  in 
a person  already  on  a super-vitamin  intake. 

Left  for  final  consideration  is  the  lowered 
resistance  to  infection  evident  in  people  liv- 
ing in  depressive  tropical  heat,  even  in  the 
presence  of  a year-round  abundance  of  sun- 
light. Here,  the  great  prevalence  of  dietary 
inadequacies  provides  the  answer.  A lowered 
food  consumption,  frequently  with  qualitative 
faults  as  well,  leads  to  an  inadequate  take 
of  protein  and  vitamins.  Combined  with  the 
lessened  intake  is  an  actual  increase  in  re- 
quirement for  thiamin  in  tropical  heat.  The 
net  result  of  this  combination  of  factors 
probably  accounts  for  most  of  the  lowered 
resistance  to  infection  in  the  tropical  low- 
lands. In  experimental  animals  proper  at- 
tention to  these  factors  leads  to  just  as  active 
phagocytosis  in  tropical  heat  as  in  temperate 
coolness. 

South  Dakota,  with  an  invigorating  climate, 
ample  sunlight,  and  a good  food  supply,  thus 
occupies  an  enviable  position  with  regard  to 
infectious  diseases.  Severe,  changeable  win- 
ter weather  brings  a high  incidence  of  acute 
respiratory  attacks,  but  a high  degree  of  re- 
sistance minimizes  this  hazard.  Lowered 
death  rates  from  the  infectious  diseases 
naturally  leaves  people  to  die  at  more  ad- 
vanced ages  from  the  exhaustive  and  degen- 
erative diseases  in  Dakota’s  climatic  invigora- 
tion. 


SUPPORT  THE 
CANCER  DRIVE 


SIX  MONTHS  DISASTER  NURSING 
RECORD  EXCEEDS  ENTIRE  PRECEDING 
YEAR 

Nursing  Service  wrote  a significant  chapter 
in  1947  American  Red  Cross  disaster  relief 
operation,  the  most  extensive  in  a decade. 
Total  estimated  cost  to  the  Red  Cross  of  aid- 
ing upwards  of  a quarter  million  persons  to- 
ward recovery  during  that  period  exceeds 
$11,000,000. 

In  the  second  half  of  1947,  1,226  nurses 
served  approximately  19,000  days  of  disaster 
duty  in  29  catastrophes  that  struck  24  states. 
This  6 months  record,  which  does  not  include 
the  Texas  City  explosion,  exceeded  entire 
1946-47  disaster  nursing  figures  when  950 
nurses  recruited  by  the  Red  Cross  for  disaster 
duty  gave  1,796  days  service.  At  Texas  City, 
more  than  500  additional  nurses  contributed 
thousands  of  hours  in  serving  the  3,500  in- 
jured. Disasters  requiring  Red  Cross  nursing 
aid,  July  1 through  December  31,  1947  in- 
cluded 7 floods,  10  tornadoes,  polio  outbreaks 
(covering  21  states),  2 hurricanes,  2 fires,  2 
explosions,  and  1 trainwreck. 
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Porphyria 

(with  Case  Report) 

by 

Carlos  E.  Kemper,  M.D.,  Viborg,  South  Dakota 


Porphyurins  are  chemical  compounds  par- 
ticipating in  normal  pigment  metabolism  and 
occur  throughout  the  plant  and  animal  world 
in  hemoglobin,  bile  pigments,  chlorophyll, 
and  cytochrome.  They  have  a common  chem- 
ical structure  and  are  able  to  form  compounds 
with  metals.  In  blood,  the  protein  fraction  of 
globin  combines  with  protoporphyrin  and 
iron  to  form  hemoglobin. 

In  1841  Scherer6  described  a red  pigment 
that  was  produced  by  the  action  of  sulfuric 
acid  on  hemoglobin.  In  1871  Hoppe-Seyler 
described  certain  of  its  chemical  and  phys- 
ical properties  and  named  it  hematopor- 
phyrin.1  In  1911  Gunther  described  patients 
who  excreted  so  much  red  pigment  that  the 
urine  was  colored  as  a condition  which  he 
was  convinced  was  a clinical  entity  caused  by 
a constitutional  anomaly  of  pigment  metabol- 
ism. Hans  Fisher  and  colleagues  in  1915  de- 
termined the  chemistry  of  the  porphyrins  and 
were  the  first  ones  to  show  that  porphyrin  is 
an  essential  part  of  hemoglobin.2  Since  the 
disease  was  first  described,  there  have  been 
only  scattered  reports  of  cases  in  the  medical 
literature;  in  short,  it  was  considered  a med- 
ical curiosity.  In  1937  Waldenstrom2  gave  a 
very  detailed  and  complete  report  on  two 
hundred  fifty  cases  in  Scandinavia. 

Nesbitt  and  Watkins3  believe  that  there 
are  other  pigments  involved  in  the  metabolic 
disorders,  which  may  account  for  most  or  all 
of  the  dark  color  of  the  urine  such  as  uro- 
fusin,  skatol  red  and  urobilin.4  Rimington 
reported  a high  increase  in  porphyrin  111  in 
the  urine  of  patients  taking  sulfanilamide. 
This  was  also  shown  experimentally  on  lab- 
oratory animals.  Rafky  and  Newman9 
pointed  out  that  porphria  is  very  common  in 
the  aged,  and  concluded  that  this  is  probably 
due  to  a nicotinic  acid  deficiency.  Kennedy10 
reports  porphyrinurea  in  trinitrotoluene 
poisoning.  Thus  we  see  that  the  porphyrins 
in  their  several  forms  are  probably  more 
common  than  often  suspected,  and  are  prob- 


ably the  result  of  either  a metabolic  poisoning 
or  a functional  metabolic  disturbance. 

It  is  known  that  in  the  action  of  a strong 
acid  on  hemin,  iron  is  removed  and  a por- 
phyrin is  formed.  This  is  called  haematopor- 
phyrin  and  it  was  assumed  for  many  years 
to  be  the  same  as  seen  in  the  clinical  picture. 
Chandler,  Harrison,  and  Rimington6  showed 
that  the  clinical  porphyrin  is  a uroporphyrin, 
and  that  the  haematoporphyrins  do  not  occur 
in  nature. 

Clinical  porphyrinuria  can  be  classified  as 
congenital  and  acute.  The  acute  form  may  be 
of  a toxic  origin,  or  it  may  be  congenital. 


Types  of 
porphyria 

Congenital 

Toxic 

Idiopathic 

Red  urine 

from  birth 

after  much 
drug 

usually  in 
adult  life 

Photosensitivity 

severe 

absent 

absent  or 
very  mild 

Pigment  of  bones 
and  teeth 

present 

absent 

absent 

History  of  drugs 

no 

yes 

no 

Sex  incidence 

males 

females 

females 

The  congenital  form  is  thought  to  be  a 
Mendelian  recessive  characteristic  which  ap- 
pears early  in  life  and  is  characterized  by  ex- 
cretion of  large  amounts  of  porphyrin, 
especially  uroporphyrin.1  This  causes  the 
urine  to  be  dark  red  in  color.  It  is  predom- 
inent  in  males  and  is  characterized  by  its 
chronicity.  Physically  these  patients  are  sub- 
ject to  blistering,  which  results  in  scar  for- 
mation and  eventful  deformity  of  the  exposed 
parts.  This  blistering  of  the  exposed  parts  is 
due  to  a photosensitivity.  There  is  also  dis- 
coloration of  the  bones  and  teeth. 

The  acute  differs  from  the  congenital  in 
that  it  is  possibly  a Mendelian  dominant 
characteristic.  It  usually  does  not  appear 
until  the  third  or  fourth  decade,  and  occurs 
three  times  as  often  in  females  as  in  males. 
There  is  no  photosensitivity  and  no  pigmenta- 
tion. Uroporphyrin  111  is  the  predominant 
form  and  is  combined  as  a metal  complex  of 
other  pigments.  Clinical  complaints  are 
usually  referrable  to  the  abdomen  and  the 
central  nervous  system.  The  toxic  and  idio- 


— 187  — 


SOUTH  DAKOTA 


pathic  forms  are  indistinguishable  excepting 
for  the  toxic  agent. 

The  acute  form  is  actually  a chronic  con- 
dition which  is  characterized  by  exacerba- 
tions and  remissions  that  may  recur  over  a 
period  as  long  as  twenty-five  years.  Very 
often  a familial  history  can  be  obtained. 

The  abdominal  symptoms  which  may  be 
generalized  or  localized,  and  which  are 
usually  present  are  abdominal  cramps, 
nausea,  vomiting,  and  constipation.  There 
may  be  fever  and  leucocytosis,  Amenorrhea, 
hypertension  with  E.K.G.  changes  showing 
elevation  of  S.T.  segment  in  lead  one,  and 
slurring  in  lead  three.  The  central  nervous 
systom  symptoms  are  present  as  paresthesias 
and  pain  which  may  be  generalized  or  local- 
ised. There  may  even  be  paralysis  of  the 
extremities.  There  may  be  deliriums, 
hallucinations  of  vision  and  hearing,  epileptic- 
like seizures  and  convulsions.  The  usual  type 
of  paralysis  is  described  as  an  ascending, 
Landrys  type.  Most  of  the  paralysis  were 
irregularly  distributed  and  involved  only 
small  muscle  groups.  However,  occasionally, 
practically  all  of  the  striated  muscles  of  the 
body  may  be  involved.  The  paralysis  often 
is  present  as  a ptosis,  a facial  palsy,  diplopia, 
or  a oysphagia.  If  psychotic  disturbances 
are  present,  they  are  usually  of  a manic  de- 
pressive type. 

Diagnosis  depends  on  a clinical  picture 
which  includes  the  above  symptoms,  plus  an 
examination  of  the  urine.  The  diagnosis  will 
be  made  only  if  the  disease  is  born  in  mind 
and  considered  a possibility.  In  any  case  of 
unusual  symptoms  of  abdominal  pains  assoc- 
iated with  central  nervous  symptoms,  it 
should  be  considered.  It  is  not  surprising 
that  many  of  these  patients  have  some  time 
or  other  gone  to  surgery,  or  have  labeled  a 
hysteria  or  psychoneurosis.  In  differentiating 
the  disease  one  must  rule  out  infectious 
polyneuritis,  gastro-intestinal  complaints, 
hysteria,  psychoneurosis,  acute  psychosis,  en- 
cephalitis, brain  tumor,  poliomyelitis,  pro- 
gressive muscular  atrophy,  familial  recurrent 
paralysis,  familial  periodic  paralysis,  dyp- 
theritic  polyneuritis,  serum  paralysis,  par- 
iarteritic  nodosa,  arsenic  poisoning,  trichin- 
iasis,  and  hypertensive  encephalopathy. 

The  pathology  is  obscure.  Very  little  is 
understood  concerning  the  metabolism  of  the 


porphyrins;  however,  it  is  known  that  the 
porphyrins  constitute  an  integral  part  of  the 
molecular  structure  of  hemoglobin,  myoglo- 
bin and  cytochrome.  It  is  probably  an  inborn 
error  of  pigment  metabolism  which  is  on  a 
familial  basis.  Waldenstrom2  describes  many 
families  in  which  both  acute  and  idiopathic 
forms  occured.  Nesbitt3  believes  that  there 
may  always  be  a toxic  factor  in  the  acute 
form.  If  it  is  not  discernable,  it  may  be  of 
endogenous  form.  The  precipitating  factor 
may  be  an  endogenous  poison,  or  a systemic 
toxin  which  is  precipitated  by  anxiety, 
fatigue,  or  infection.  The  exogenous  poison 
may  be  such  things  as  metals,  drugs,  or  chem- 
icals. 

The  symptoms  are  probably  due  to  an  ex- 
cessive amount  of  porphyrin  in  the  central 
nervous  system.  Intestinal  symptoms  may  be 
due  to  an  increase  of  porphyrin  in  the  sym- 
pathetic ganglion  of  the  smooth  muscle  of  the 
intestine.  Cardiovascular  symptoms  may  be 
due  to  an  arteriospasm.2  Pathologic  findings 
in  acute  porphyria  are  very  disappointing. 
Some  pigment  is  found  in  the  ganglion  cells, 
often  a vacuolization  of  the  nucleii  is  ob- 
served.1 The  liver  may  be  enlarged  and  the 
hepatic  cells  show  changes  from  cloudy  swell- 
ing to  atrophy  and  areas  of  central  necrosis. 
The  spleen  may  be  increased  in  size  and  show 
proliferation  of  reticular  cells.1 

The  prognosis  must  be  very  guarded.  It  is 
a chronic  disease  with  acute  exacerbations 
which  may  extend  over  a period  of  years.  The 
immediate  mortality  during  acute  episodes  is 
high,  especially  if  there  are  neurologic  symp- 
toms. 

Treatment  is  symptomatic  and  supportive. 
One  must  be  sure  to  eliminate  all  possible 
toxic  agents  such  as  phenobarbital,  dilantin, 
and  sulfa  drugs.  Vitamin  and  liver  therapy 
has  been  used  with  very  disappointing  re- 
sults. Parental  calcium  has  been  used  with 
the  idea  of  forming  an  insoluable  porphyrin 
salt,  however,  the  results  have  been  dis- 
appointing. The  avoidance  of  strong  sunlight, 
of  emotional  strain,  and  fatigue  may  help 
avoiding  the  acute  episodes.  A high  carbo- 
hydrate, low  fat  diet  is  thought  to  be  of  some 
value. 

CASE  HISTORY 

The  patient  was  a female  student,  sixteen 
years  of  age.  She  first  came  to  my  attention 
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when  she  was  brought  to  my  office  after 
having  suffered  what  sounded  like  a typical 
epileptic  seizure.  This  occured  while  the  girl 
was  in  school.  At  that  time  the  patient  was 
suffering  from  a rather  severe  upper  respira- 
tory infection  and  was  consuming  large 
quantities  of  “Cold  Tablets.”  Previous  to  this 
time  the  patient  had  been  free  of  all  symp- 
toms excepting  ease  of  fatigue  and  recurring 
leg  pains  which  had  been  interpreted  as  “be- 
ginning arthritis,”  and  which  had  been  pres- 
ent at  intervals  since  early  childhood.  Be- 
cause of  these  pains,  the  parents  of  the  patient 
had  taken  the  child  to  various  doctors,  and 
to  the  Mayo  Clinic.  Six  months  after  the 
first  epileptic  seizure  the  patient  experienced 
another  attack.  The  second  attack  occured 
the  day  following  her  attendance  at  a dance. 
Following  this  second  seizure,  the  patient  was 
taken  to  the  Mayo  clinic  for  diagnosis  and 
treatment.  A diagnosis  of  Grand  Mai  was 
made  on  the  basis  of  a generalized  dysrythmia 
on  her  electroencephalogram.  The  patient 
was  sent  home  and  given  Dilantin  and 
phenobarbital  to  control  the  seizures.  This 
medication  was  used  faithfully  for  three 
months,  at  which  time  it  was  discontinued  on 
instructions  from  the  Clinic.  This  was 
followed  by  another  seizure,  and  medication 
was  started  again.  Three  months  later  the 
patient  began  to  have  pains  in  the  abdomen 
which  radiated  into  the  arms  and  legs.  The 
pains  became  progressively  worse  over  a 
period  of  three  days  and  were  accompanied 
by  loss  of  appetite  and  vomiting.  The  pains 
were  so  severe  that  it  became  necessary  to 
keep  the  patient  under  opiates.  At  this  time 
the  patient  was  hospitalized  for  a period  of 
two  weeks.  The  laboratory  examinations 
that  were  made  were  as  follows.  Hemoglobin- 
14.7  grams,  Erythrocytes-4,650,000,  Leucocytes 
-11,900.  The  urine  showed  an  occasional  white 
cell,  otherwise  negative.  Kahn  and  Wasser- 
man  tests  were  negative,  Friedman  was  neg- 
ative, her  temperature  ranged  from  98.6°  to 
100",  her  pulse  remained  between  100  and  120. 
The  physical  examination  was  essentially 
negative.  The  patient’s  urine  was  very  scanty 
and  red;  however,  not  having  porphyria  in 
mind,  it  was  passed  off  as  being  highly  con- 
centrated because  of  the  patients  persistent 
nausea  and  resulting  dehydration.  Symptoms 
gradually  subsided,  and  the  patient  returned 


to  her  home.  For  the  next  two  months  the 
patient  was  relatively  free  from  pain,  but 
continued  to  be  very  weak  and  had  difficulty 
eating.  Following  her  two-month  remission, 
the  patient  had  another  episode  of  the  acute 
symptoms  which  consisted  of  severe  ab- 
dominal cramps,  nausea,  vomiting,  and  men- 
tal depression,  as  well  as  loss  of  weight,  con- 
stipation, and  highly  colored  scanty  urine. 
The  parents  returned  the  patient  to  the  Mayo 
clinic  where  a diagnosis  of  porphyria  was 
made.  The  patient  was  kept  in  the  hospital 
for  two  weeks  and  was  put  on  a low  fat,  high 
carbohydrate  diet.  The  anticonvulsive  drugs 
were  stopped,  and  the  patient  returned  home 
free  of  symptoms.  Since  that  time,  which 
was  September  of  1946,  the  patient  has  stayed 
on  a strict  low  fat,  high  carbohydrate  diet. 
She  has  tried  to  avoid  excessive  fatigue  and 
undue  emotional  strain.  She  has  been  free 
of  both  convulsive  seizures  and  the  muscle 
cramps  since  that  time. 

SUMMARY 

Porphyria  is  a rare  disease  which  is 
characterized  by  an  increase  in  porphyrins 
in  the  urine.  The  cause  of  the  disease  is  not 
well  understood,  but  it  is  thought  to  be  a 
disturbance  of  metabolism.  The  porphyrins 
are  intergrals  of  the  mollecular  structure  of 
hemoglobin,  myoglobin,  and  cytochrome.  It 
is  probably  an  inborn  error  of  pigment 
metabolism  which  is  on  a familial  basis.  Con- 
genital porphyria  is  present  at  birth  and  is 
characterized  by  severe  photosensitivity. 
This  leads  to  bleb  formation  on  the  exposed 
surfaces  of  the  skin,  with  resulting  scarring 
and  eventual  deformity.  It  is  most  prevelant 
in  males.  The  idiopathic  form  does  not  occur 
until  adult  life  and  is  characterized  by  vague 
abdominal  cramps,  pains  in  the  extremities, 
convulsions,  and  sometimes  coma.  It  is  most 
common  in  females.  The  toxic  form  is  pre- 
cipitated by  the  ingestion  of  some  drugs 
which  is  the  precipitating  factor.  It  cannot 
be  distinguished  from  the  idiopathic  form 
excepting  for  the  history  of  the  etiologic  fac- 
tor. 

A case  history  is  given  which  presents  a 
typical  case  of  idiopathic  porphyria.  The  case 
is  also  very  typical  in  the  number  of  times 
that  the  condition  was  mis-diagnosed. 
CONCLUSIONS 

Porphyria  is  a rare  disease  which  is  the 
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result  of  improper  pigment  metabolism.  It 
is  thought  to  be  a hereditary  characteristic. 
A typical  case  of  idiopathic  porphyria  is  pre- 
sented. Porphyria  should  always  be  born  in 
mind  whenever  one  has  a patient  with  vague 
abdominal  cramps,  epileptic-like  seizures,  or 
unexplained  coma. 
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PALMER  HOUSE  SITE 
OF  CONFERENCE 

The  third  National  Conference  of  County 
Medical  Society  Officers  will  be  held  at  the 
Palmer  House  in  Chicago  June  20,  1948. 

The  purpose  of  this  Conference  is  “To  De- 
velop a Working  Partnership  Between  the 
American  Medical  Association  and  Every 
Physician.”  “An  invitation  has  been  sent  to 
every  county  Medical  Society  with  the  hope 
that  as  many  of  the  County  Medical  Society 
Officers  as  possible  can  make  arrangements 
to  attend. 

Although  the  program  is  directed  primarily 
to  the  officers  of  the  county  medical  societies, 
any  member  of  the  A.M.A.  is  welcome  to 
attend  and  participate  in  the  Discussion. 

Registration  will  begin  the  conference  at 
9:30  A.M.  with  the  call  to  order  given  by 
A.  M.  Mitchell,  M.D.,  Chairman,  Terre  Haute, 
Indiana. 


O.  V.  OPHEIM,  M.D 
R.  W.  MULLEN,  M.D. 

J.  C.  GREENFIELD,  M.D. 

Death  claimed  the  lives  of  three  prominent 
South  Dakota  physicians  the  last  week  in 
April. 

Dr.  O.  V.  Opheim,  62,  of  Sioux  Falls  died 
suddenly  April  28th  from  a heart  attack. 

He  had  returned  to  his  home  following  an 
evening  check  on  hospital  patients  and  was 
stricken  shortly  after.  He  died  a few  minutes 
after  being  taken  to  a hospital. 

He  was  born  on  August  11,  1885,  in  Voss, 
Norway,  and  came  to  this  country  in  1902  at 
the  age  of  16  years.  Following  his  graduation 
from  the  University  of  North  Dakota  he  was 
enrolled  at  Rush  Medical  college,  Chicago, 
from  which  he  was  graduated  in  1914.  He 
served  internship  at  Ancker  hospital,  St. 
Paul,  Minnesota. 

Dr.  Opheim  was  a member  of  the  Sons  of 
Norway  lodge,  Seventh  District  Medical 
society,  staff  member  at  McKennan  and  Sioux 
Valley  hospitals,  Kiwanis  club,  and  the  First 
Lutheran  church. 

He  is  survived  by  his  widow,  one  son,  Dr. 
Warren  Opheim  of  Sioux  Falls,  one  daughter 
and  three  brothers. 

Dr.  R.  W.  Mullen,  69,  of  Sioux  Falls  died 
at  a Sioux  Falls  hospital  April  29th  of  a 
heart  attack  suffered  at  Worthington,  Minn- 
esota earlier  in  the  afternoon. 

Dr.  Mullen  was  born  September  23,  1878, 
at  Omaha  and  received  his  early  schooling  in 
the  public  schools  of  that  city.  He  was 
graduated  from  Creighton  university  in  1898 
with  a bachelor  of  arts  degree  and  then 
entered  the  medical  department  where  he 
was  graduated  with  a medical  degree  in  1902. 
He  first  located  at  Chappell,  Nebraska  before 
moving  to  Springfield.  Mo.,  where  he  spent 
three  years  on  the  staff  of  the  Frisco  hospital. 
He  came  to  Sioux  Falls  in  1918  after  serving 
with  the  rank  of  a major  in  World  War  I. 

Dr.  Mullen  was  a member  of  the  St.  Joseph 
Cathedral  parish,  the  American  Medical  as- 
sociation, the  American  college  of  Surgeons, 
Sioux  Valley  Medical  Association,  the  South 
Dakota  Medical  Association,  and  was  a fourth 
degree  member  of  the  Knights  of  Columbus. 

Surviving  are  his  widow;  two  daughters, 
two  sons,  10  grandchildren;  one  brother  and 
four  sisters. 

Dr.  J.  C.  Greenfield  of  Avon,  South  Dakota 
died  April  27th  in  a Sioux  City  Hospital. 
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Transorbital  Lobotomy 

A PRELIMINARY  REPORT  OF  TWENTY-FOUR  CASES 
F.  W.  Haas,  M.D.  and  D.  B.  Williams,  M.D. 
Yankton  State  Hospital 


Acknowledgment:  To  Doctor  Walter  Free- 
man,* Washington,  D.  C.,  belongs  the  credit 
for  our  preliminary  attempt  at  Transorbital 
Lobotomy,  for  without  him  we  would  not 
have  had  the  know-how  nor  the  courage  to 
proceed. 

During  the  American  Psychiatric  Conven- 
tion in  Chicago  in  1946,  we  discussed  with 
Doctor  Freeman  the  various  phases  of  pro- 
cedure, such  as  type  of  mental  cases,  age, 
duration  of  illness,  etc.,  and  permits  for  the 
operation. 

With  Doctor  D.  B.  Williams,  Assistant 
Superintendent,  and  other  Staff  physicians 
collaborating,  cases  were  selected,  only  a few 
of  whom  were  considered  as  likely  to  respond 
favorably  because  of  duration  of  illness. 

Doctor  Freeman  visited  the  hospital  on 
three  different  occasions  and  supervised  the 
first  twelve  lobotomies.  Two  of  the  Staff, 
Doctor  D.  B.  Williams  and  Doctor  Gisela 
Ebert,  have  since  operated  upon  twelve  more 
patients. 

INDICATIONS  FOR  LOBOTOMY 

Current  literature  contains  abundant  in- 
formation concerning  the  functions  of  the 
frontal  lobes  and  the  effect  of  interruption  of 
these  functions.  Briefly  it  can  be  stated  that 
lobotomy  is  an  attempt  to  isolate  those  areas 
of  the  frontal  lobes  having  to  do  with  the 
emotional  components  of  ideation.  Therefore, 
mental  illnesses  characterized  by  tension, 
anxiety,  depression,  apprehension,  mental 
suffering,  obsessions  and  aggressive  behavior 
can  be  expected  to  benefit  most  from  lo- 
botomy. Most  of  our  cases  were  chosen  with 
these  factors  in  mind,  but  some  of  them  were 
operated  on  because  all  other  treatment  had 
failed. 

TECHNIQUE 

Freeman’s  method  of  transorbital  lobotomy 
was  used  in  all  cases.  Following  two  electric 
shock  convulsions,  a sharp  instrument  was 
forced  through  the  supra-orbital  plate  to  a 
depth  of  7 cm.  and  using  the  orbital  plate  as  a 


fulcrum,  the  instrument  was  moved  fifteen 
degrees  medially  and  fifteen  degrees  later- 
ally, thus  interrupting  the  thalamo-frontal 
radiation.  Following  a third  convulsion,  the 
same  procedure  was  carried  out  on  the 
opposite  side. 

In  no  instance  was  there  any  unusual  or 
alarming  reaction  during  this  procedure.  Sul- 
fadiazine, 1 gm.  every  four  hours,  was  given 
post  operatively  for  two  to  four  days.  Most 
patients  developed  fever  up  to  100°  on  the 
second  day,  but  none  higher  than  this.  Most 
patients  ate  the  first  meal  served  after  the 
operation.  A few  had  some  nausea  and  vomit- 
ing for  a few  days  and  some  degree  of  head- 
ache was  universal.  Most  patients  had  mod- 
erate hemorrhage  into  the  pari-orbital  tissues, 
but  ecchymosis  was  prevented  in  some  in- 
tances  by  digital  pressure  against  the  roof  of 
the  orbit.  In  no  case  did  any  symptoms  of 
gross  hemorrhage  or  infection  occur,  nor  has 
there  been  any  evidence  of  undesirable  brain 
damage. 

CLINICAL  MATERIAL 
Schizophrenia:  16  cases. 

4 or  25%  unimproved 

1  or  6%  worse 

6 or  36%  improved 

5 or  30%  very  much  improved  and 

at  home 
Involutionals:  3 cases. 

1 or  33%  improved  but  has  since 

relapsed 

2 or  66%  very  much  improved  and 

at  home 

Manic-Depressives:  5 cases. 

1 or  20%  unimproved 

1 or  20%  improved 

3 or  60%  apparently  well  and  at 

home 

* The  Doctor  Freeman  mentioned  in  this  article  is 
the  neurologist  and  psychiatrist,  Walter  Free- 
man, M.D.,  Ph.D.,  of  Washington,  D.  C.  He  heads 
the  Department  of  Neurology  and  Neurological 
Surgery  at  the  George  Washington  University 
School  of  Medicine,  Washington,  D.  C.,  and  is 
also  an  associate  pathologist  at  St.  Elizabeths  in 
Washington. 
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Four  cases  of  Schizophrenia  were  unim- 
proved, hence  are  still  in  the  hospital.  Six 
cases  of  Schizophrenia,  or  25%  of  the  group, 
are  less  difficult  to  care  for,  require  less 
supervision,  but  are  still  not  well  enough  to 
go  home. 

SUMMARY 

Lobotomy  by  the  supra-orbital  approach 
has  been  performed  on  twenty-four  patients 
hospitalized  at  the  Yankton  State  Hospital. 
Technically  the  operation  is  not  too  difficult 
and  no  complications  or  undesirable  sequelae 
were  encountered.  Objectively  no  post- 
operative intellectual  or  neurologic  damage 
could  be  noted.  Practically  all  of  these 
patients  derived  some  degree  of  benefit  and 
are  leading  a more  comfortable  and  satisfac- 
tory life.  Almost  half  of  them  are  able  to  ad- 
just at  home,  which  is  of  considerable 
economic  significance. 

COMMENT 

Supra-orbital  lobotomy  is  apparently  a safe 
procedure  which  does  not  require  the  ex- 
perience of  a neuro-surgical  specialist.  It 
offers  promise  of  alleviating  some  mental  dis- 
orders which  do  not  respond  to  other  methods 
of  treatment.  As  the  indications  become  more 
clear  cut  so  that  the  cases  can  be  more  accur- 
ately selected,  the  percentage  of  good  results 
will  no  doubt  rise. 


DIGEST  OF  THE  LOCAL  PUBLIC 
HEALTH  SERVICES  ACT  OF  1948* 

HR  5644  HR  5678  SB 

The  purpose  of  this  bill  is  to  assist  the 
states  in  “developing  and  maintaining  local 
public  health  units  organized  to  provide  basic 
full-time  public  health  services  in  all  areas 
of  the  nation  and  in  the  training  of  all  types 
of  personnel  for  local  public  health  unit 
work.”  (The  bill  defines  “local  public  health 
unit”  to  mean  the  “governmental  authority 
of  a local  area  authorized  to  provide  in  such 
area  the  basic  health  services  for  which  funds 
are  made  available  under  this  act  ...  or  a 
combination  of  the  governmental  authorities 
of  two  or  more  contiguous  local  areas  auth- 
orized to  provide  such  services  in  such  com- 
bined area.” 

Federal  assistance  under  the  bill  would  be 
in  the  form  of  grants  to  the  states,  which,  in 
turn,  would  distribute  funds  to  their  local 
subdivisions  in  accordance  with  the  pro- 


visions of  federally  approved  state  plans. 
State  grants  are  to  be  based  on  a variable 
matching  formula  under  which  the  federal 
government  would  agree  to  provide  from  one 
third  to  two  thirds  of  the  total  amount  ex- 
panded in  any  state  for  basic  local  health 
services.  Variations  in  the  matching  ratio  are 
based  upon  the  average  per-capita  incomes  of 
the  several  states,  so  that  those  with  lower 
average-income  levels  would  receive  re- 
latively greater  federal  assistance  that  the 
high-income  states. 

The  bill  authorizes  the  appropriation  of 
such  sums  as  may  be  necessary  to  carry  out 
the  purposes  of  the  act.  It  also  sets  a limit 
of  $1.50  per-capita  (or  such  higher  amount  as 
may  be  prescribed  in  subsequent  appropria- 
tions bills)  on  the  amount  of  local  health  ex- 
penditures to  which  the  federal  ratio  will  be 
applied. 

The  bill  would  further  amend  the  Public 
Health  Service  Act  of  1944  so  as  to  avoid  any 
duplication  of  purpose  among  state  health 
grants  and  to  permit  the  use  of  appropria- 
tions now  authorized  under  the  1944  act  for 
the  training  of  local  health  personnel  and  for 
meeting  state  costs  incidental  to  the  adminis- 
tration of  the  new  Local  Public  Health  Serv- 
ices Act  of  1948. 

The  administrative  provisions  of  the  bill 
place  primary  federal  responsibility  upon  the 
Surgeon  General  of  the  U.  S.  Public  Health 
Service,  under  the  supervision  and  direction 
of  the  Federal  Security  Administrator.  Al- 
though the  Surgeon  General  is  given  custom- 
ary authority  to  establish  minimum  standards 
and  issue  necessary  regulations,  the  bill  leaves 
to  the  states  the  basic  responsibility  for  de- 
veloping and  administering  the  program  to 
extend  full-time  health  services  to  all  their 
communities. 

* Prepared  by  the  National  Congress  of  Parents 

and  Teachers. 

FIGHT 

CANCER! 
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Streptomycin  in  the  Treatment  of  Complications 

of  Whooping  Cough 

By  John  Decani©  M.D.,  Sisseton  Indian  Hospital 


With  the  advent  of  the  antibiotics,  peni- 
cillin and  streptomycin,  it  was  expected  that 
their  use  would  be  tried  in  all  kinds  of  in- 
fectious diseases.  The  great  interest  in  strep- 
tomycin is  due  to  the  fact  that  it  is  effective 
against  gram-negative  organisms  many  of 
which  are  not  inhibited  by  penicillin.  The 
organism  Hemophilus  Influenza,  is  sensitive 
to  the  action  of  streptomycin.  Likewise  it  can 
be  expected  that  Hemophilus  Pertussis  also 
should  be  sensitive  to  streptomycin.  No  re- 
ports have  as  yet  appeared  in  the  literature 
concerning  the  effect  of  streptomycin  on 
pertussis.  Bradford  and  Day*  stated  that 
streptomycin  was  effective  in  murine  per- 
tussis. It  is  the  purpose  of  this  paper  to  re- 
port results  of  the  use  of  streptomycin  in  the 
treatment  of  the  complications  of  whooping 
cough.  The  dread  complications  of  whooping 
cough  such  as  bronchopneumonia,  convulsions 
and  hemorrhage  are  the  causes  of  most  fatal- 
ities of  whooping  cough.  This  paper  will  pre- 
sent two  cases  with  recovery  in  which  we  be- 
lieve streptomycin  was  most  effective. 

CASE  I. 

HISTORY. — A five  year  old  Indian  male 
child,  H.S.,  was  admitted  July  26,  1947,  to  the 
Sisseton  Indian  Hospital  in  an  unconscious 
state.  The  child  was  brought  to  the  hospital 
by  the  parents  at  the  suggestion  of  two 
physicians  because  of  the  possibility  of  an 
acute  appendicitis.  The  parents  stated  that 
the  boy  suddenly  became  unconscious  on  the 
morning  of  the  day  of  admission  following 
three  episodes  of  vomiting.  After  careful 
questioning,  it  developed  that  the  boy  had 
been  coughing  for  three  weeks  prior  to  ad- 
mission and  also  had  a characteristic  whoop 
with  the  paroxysms  of  coughing. 

PHYSICAL  EXAMINATION  & LABORA- 
TORY FINDINGS.- — Physical  examination 
revealed  a well  developed,  well  nourished 

* Bradford,  W.  L.,  and  Day,  E.:  Therapeutic  Effect 
of  Streptomycin  in  Experimental  Murine  Pertus- 
sis, Proc.  Soc.  Exper.  Biol.  & Med.  60:324  (Dec.) 
1945. 


boy  in  an  unconscious  state.  Opisthotonos 
was  present  and  Kernig’s  and  Brudzinski’s 
signs  were  positive.  Lateral  nystagmus  was 
also  present.  Temperature  on  admission  was 
98.2  and  the  boy  could  not  be  aroused.  The 
remainder  of  the  physical  examination  was 
within  normal  limits.  Urinalysis  was  nega- 
tive; white  blood  count  of  35,400  with  a dif- 
ferential of  52  lymphocytes,  43  segmented,  3 
stabs  and  2 eosinophiles.  A spinal  tap  re- 
vealed a clear  fluid  but  under  increased 
pressure,  a trace  of  globulin  and  a cell  count 
of  3. 

TREATMENT  AND  COURSE  IN  HOS- 
PITAL.— Treatment  was  smyptomatic.  On 
the  evening  of  admission  the  temperature  was 
101.4  and  the  patient  suffered  a generalized 
convulsive  seizure  which  was  controlled  by 
chloral  hydrate  via  rectum  and  sodium  pheno- 
baritol.  On  the  evening  of  the  28th  and  the 
morning  of  the  29th,  the  patient  was  having 
convulsive  seizures  every  ten  minutes  which 
were  generalized  and  lasted  from  about  two 
to  five  minutes.  Streptomycin  was  started  on 
the  29th  of  July  with  a dose  of  125  milligrams 
every  three  hours.  Besides  streptomycin 
therapy,  fluids  were  being  administered 
parenterally  and  sedation  given  to  control  the 
convulsions.  On  the  same  day  there  was 
evidence  of  cyanosis,  the  heart  was  rapid, 
respirations  were  rapid  and  there  appeared 
to  be  signs  of  patchy  consolidation  over  both 
lung  fields.  A white  blood  count  taken  at  that 
time  was  40,000  with  a differential  of  77 
lymphocytes  and  23  segmented.  On  the  morn- 
ing of  the  30th,  the  child  was  much  improved 
and  oriented.  He  began  calling  for  his  mother 
and  asking  for  fluids.  The  opisthotonos  had 
disappeared  and  Kernig’s  and  Brudzinski’s 
signs  were  negative.  There  were  no  more 
convulsive  seizures  and  the  temperature  was 
normal.  He  began  to  have  paroxysms  of 
coughing  followed  by  a whoop.  From  July 
30th  on,  the  patient  improved  rapidly  and  on 
the  31st  he  was  fully  conscious,  asking  for 
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food  and  sitting  up  in  bed.  The  streptomycin 
and  oxygen  therapy  was  discontinued  on 
August  2nd.  He  received  a total  of  4 grams 
of  streptomycin.  Convalescence  was  rapid 
and  he  was  discharged  from  the  hospital 
August  7,  1947.  He  had  at  this  time  a slight 
cough  but  no  paroxysms  or  whooping.  He 
was  seen  again  later  in  the  out-patient  de- 
partment and  had  gained  considerable  weight 
and  was  not  coughing. 

CASE  II 

HISTORY  AND  PHYSICAL  EXAMINA- 
TION.— This  patient,  a female  Indian  child 
K.L.,  age  8 months  old,  was  admitted  to  the 
Sisseton  Indian  Hospital  August  18th,  1947 
in  a moribund  condition.  She  was  blue  and 
cyanotic  and  having  convulsive  seizures  on 
the  right  side  of  the  body.  Temperature  on 
admission  was  104  and  there  were  areas  of 
patchy  consolidation  over  both  lung  fields. 
The  respirations  were  rapid,  about  84  per 
minute.  Due  to  our  previous  experience  with 
the  patient  noted  before,  streptomycin  was 
started  immediately  on  admission  with  125 
milligrams  every  three  hours  and  infant 
placed  in  an  oxygen  tent.  The  following  his- 
tory was  obtained  from  the  mother:  She 
states  the  infant  had  been  ill  for  about  three 
weeks  with  paroxysmal  coughing  and  whoop- 
ing. On  the  night  of  admission  she  suddenly 
became  much  worse,  gasping  for  breath  at 
intervals  and  they  decided  then  to  bring  the 
child  to  the  hospital  for  care. 

COURSE  IN  HOSPITAL.— On  the  follow- 
ing day  the  patient  appeared  to  be  resting 
well,  respiration  was  still  rapid  but  regular 
and  there  was  no  cyanosis.  On  August  21st, 
the  temperature  was  101,  the  child  was  taking 
fluids  freely  and  there  were  no  convulsions. 
She  had  charcteristic  spasms  of  coughing  fol- 
lowed by  whooping  but  no  vomiting.  A white 
blood  count  taken  August  22nd  was  25,000 
with  a differential  of  25  segmented  and  75 
lymphocytes.  On  August  24th,  the  oxygen 
was  discontinued,  respiration  was  normal  and 
the  baby  appeared  to  be  much  improved. 
The  streptomycin  was  discontinued  on 
August  25th.  The  child  was  taking  formula 
and  supplemental  feedings  well  and  playing 
in  the  crib.  From  then  on  convalescence  was 
rapid  and  the  patient  was  discharged  in  good 
condition  Sept.  20th,  1947.  A total  of  7 grams 


of  streptomycin  was  administered  to  this 
patient. 

These  are  two  cases  of  whopping  cough 
complicated  with  bronchopneumonia  and 
meningismus  in  which  streptomycin  therapy 
was  most  effective.  It  is  expected  that  more 
cases  will  appear  in  the  literature  in  which 
the  same  therapy  has  been  used  with  good 
results  in  the  treatment  of  whooping  cough 
and  complications. 


DR.  V.  V.  KOBZA 
TO  RAPID  CITY 

Appointment  of  Doctor  V.  V.  Kobza  of 
Omaha  to  the  staff  of  the  Rapid  City  Medical 
Center  to  assist  in  Obstetrics  and  Gynecology 
was  announced  today  by  Doctor  J.  D.  Bailey. 

Graduating  from  Creighton  University 
School  of  Medicine  in  December  1943,  Doctor 
Kobza  served  his  internship  at  St.  Joseph’s 
Hospital  in  Omaha  on  a rotating  basis  from 
January  1 to  September  30,  1944.  He  then 
served  as  resident  in  Obstetrics  and  Gynecol- 
ogy at  the  same  hospital  from  October  1,  1944 
to  June  30,  1945. 

Following  his  release  from  the  U.  S.  Navy 
where  he  served  as  Medical  Officer  aboard  a 
number  of  different  ships  in  the  Pacific 
theatre,  Doctor  Kobza  took  up  further  studies 
in  Obstetrics  and  Gynecology  as  a preceptor 
under  Doctors  M.  E.  and  J.  J.  Grier  of  Omaha, 
both  Diplomates  of  the  American  Board  of 
Obstetrics  and  Gynecology. 

While  studying  and  practicing  with  Doctors 
Grier,  Doctor  Kobza  has  been  teaching  several 
classes  in  Obstetrics  and  Gynecology  at 
Creighton  University  in  both  classroom  and 
clinic. 

Doctor  Kobza  is  married,  the  father  of  two 
children  and  is  33  years  of  age.  He  was  born 
and  raised  on  a farm  70  miles  west  of  Omaha 
and  comes  to  Rapid  City  expertly  trained  in 
his  medical  specialty  and  imbued  with  the 
philosophy  of  a native  born  westerner. 

Doctor  Kobza  assumed  his  new  duties  with 
the  Medical  Center  as  Assistant  to  Doctor 
Bailey  in  Obstetrics  on  May  1. 
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44th  Congress  on  Medical  Education 
and  Licensure 

by 

Donald  Slaughter,  Dean,  School  of  Medicine,  University  of  South  Dakota 

Vermillion,  South  Dakota 


The  first  paper  was  the  address  of  the 
Chairman  Doctor  H.  G.  Weiskotten  who  is 
Chairman  of  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical 
Association.  He  started  off  by  saying  that  the 
standards  of  medical  education  in  the  United 
States  are  higher  than  ever  in  spite  of  rumors 
that  many  medical  schools  were  financially 
in  solvent.  He  pointed  out  that  in  1938, 
$23,000,000  was  spent  on  medical  education 
while  during  the  fiscal  year  of  1948  approx- 
imately 40  million  dollars  will  be  spent  on 
medical  education.  Twenty-three  schools  he 
said  have  budgets  of  less  than  $400,000.00  per 
year.  Today,  however,  he  hoped  that  more 
public  funds  would  be  available  because  they 
were  needed  for  research  in  the  various 
medical  schools. 

One  of  the  best  papers  was  given  by  Presi- 
dent Alan  Valentine  of  the  University  of 
Rochester.  He  said  that  medical  schools  need 
greatly  increased  budgets  to  properly  train 
well  qualified  doctors.  He  pointed  out  that  25 
Medical  Schools  need  greatly  increased 
finances  to  meet  the  minimal  standards  as  of 
today.  As  a rule,  18  per  cent  of  the  costs  of 
medical  education  comes  from  tuition  and 
fees  and  so  it  is  necessary,  of  course,  to  make 
up  the  remaining  82  per  cent  either  from  en- 
dowments or  from  state  appropriations.  It  is 
his  opinion  that  to  meet  the  challenge  of 
medical  education,  budgets  for  the  various 
medical  schools  should  be  doubled  from  $40 
million  to  $80  million  dollars  per  year. 

The  next  paper  was  by  Doctor  Homer  W. 
Smith  of  New  York  University  College  of 
Medicine  who  talked  on  the  proposed  national 
science  legislation.  This  was  the  bill  that 
passed  both  the  house  and  the  senate  but  was 
vetoed  by  the  President  because  he  said  that 
he  did  not  have  enough  control  over  the 
membership  of  the  committee  running  the 
National  Science  Foundation.  This,  of  course, 
to  those  of  us  in  the  fields  of  science  was  a 


very  weak  excuse  and  it  was  felt  that  science 
received  a considerable  set-back  by  the  veto 
of  the  President.  Doctor  Smith  point  out 
that  legislation  was  now  under  way  which 
he  hoped  would  be  satisfactory  to  the  Presi- 
dent from  the  standpoint  of  control. 

The  next  speaker  was  Doctor  N.  W.  Faxon 
who  is  the  Director  of  the  Massachusetts  Gen- 
eral Hospital  in  Boston.  He  spoke  on  the 
financial  relations  of  medical  schools  and 
hospitals  and  pointed  out  that  it  was  not 
possible  on  an  accounting  basis,  or  any  other 
basis,  to  show  a clean  line  of  cleavage  of  the 
money  spent  for  teaching  students  per  se  in 
the  medical  school  and  for  money  spent  for 
teaching  them  in  the  hospitals. 

As  an  interesting  sidelight  he  reviewed  the 
number  of  years  that  it  takes  to  now  make 
a finished  physician.  By  this  I mean  he 
showed  .by  diagram  that  in  1850  it  only  took 
a year  to  make  a doctor  and  now  it  takes 
about  13  years  if  an  individual  wishes  to  be- 
come a specialist  in  his  field.  If  he  does  not 
wish  to  become  a specialist  it  takes  about 
10%  years  on  the  average.  Obviously,  the 
increased  cost  of  educating  persons  to  become 
physicians  has  risen  terrifically. 

The  Monday  afternoon  session  had  to  do 
with  atomic  energy  and  rehabilitation  and 
physical  medicine,  respectively.  The  speakers 
were  Doctor  S.  L.  Warren  and  H.  A.  Rusk. 
Most  of  Doctor  Warrens  remarks  went  clear 
over  the  heads  of  those  of  us  who  listened. 
He  did  point  out  that  information  must  be 
disseminated  to  the  physicians  all  over  the 
country  to  the  extent  that  they  would  have 
enough  knowledge  as  to  how  to  act  in  case 
we  were  bombed  by  foreign  nations  with 
atomic  weapons.  This  business  of  physical 
medicine  and  rehabilitation  is  one  that  has 
been  seized  upon  the  Veterans  Administra- 
tion and  emphasized  to  a great  extent.  It 
does  not  apply  to  our  situation  here  but,  of 
course,  it  is  coming  into  its  own  and  I think 
rightly  so. 
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The  third  paper  was  by  Doctor  Wingate 
Johnson  who  spoke  on  the  Sunday  session. 
He  pointed  out  that  a doctor  in  general  prac- 
tice is  competent  to  take  care  of  85  per  cent 
of  peoples  ills.  In  addition  he  emphasized 
something  which  I have  tried  to  put  across 
in  South  Dakota;  that  the  best  man  in  general 
practice  is  one  who  devotes  his  time  chiefly 
to  internal  medicine,  obstetrics,  pediatrics, 
minor  surgery  and  does  not  try  to  do  major 
surgery  and  difficult  technical  procedures. 
Finally,  he  is  one  who  must  be  familiar  with 
the  basic  sciences  and  must  avail  himself  of 
refresher  courses  and  post-graduate  training 
as  it  is  offered  in  the  various  winter  and 
spring  clinics  throughout  the  country. 

On  Tuesday  morning  10  February,  the  ad- 
dress of  the  President  of  the  National  Board 
of  Medical  Licensure  was  given  by  R.  N. 
Whitfield  of  Mississippi.  His  paper  was  en- 
titled “Educational  Indigestion.”  It  was  in- 
deed a marvelous  example  of  literary  irony 
in  that  he  actually  talked  about  educational 
indigestion  as  though  it  were  a disease.  He 
says  that  it  is  becoming  increasingly  evident 
that  the  first  grades  of  ordinary  elementary 
school  through  high  school  are  the  critical 
years  in  education  because  medical  students 
by  and  large  can’t  spell,  can’t  write  and  can’t 
speak  fluently.  He  said  that  high  school 
tends  to  teach  too  much  of  the  frills  and  not 
enough  of  the  fundamentals  and  as  a con- 
sequence the  average  high  school  boy  is  not 
prepared  to  take  college  work  and  doesn’t 
have  enough  of  the  background  for  the  proper 
fundamentals.  His  plea  was  to  go  back  to  the 
good  old  three  R’s,  readin’,  writin’  and  ’rith- 
metic.  I heartily  agreed  with  most  of  the 
tenants  he  proposed. 

Doctor  Walter  L.  Bierring  who  is  secretary 
of  the  Federation  of  the  State  Boards  of  Med- 
ical Licensure  from  Iowa,  gave  a most 
valuable  address  on  “The  Analysis  of  the 
Basic  Science  Laws.”  I want  to  point  out 
specifically  that  it  is  the  best  thing  that  has 
ever  been  done  on  this  subject  and  I also 
want  to  point  out  that  South  Dakota  is  very 
lax,  in  his  opinion  as  well  as  in  mine,  and  in 
the  opinion  of  others  with  regards  the  basic 
science  law  to  the  extent  that  it  does  not 
allow  proper  reciprocity  with  other  states 
that  have  basic  science  laws. 

Doctors  I.  S.  Wright  of  Cornell  and  J.  L. 


Lochner  of  New  York  talked  on  Medical 
Education  in  Germany  and  Austria  and  also 
on  medical  licensure  evaluation  of  foreign 
graduates.  Doctor  Wright  said  that  by  and 
large  medical  education  in  Germany  and 
Austria  was  at  an  all  time  low.  In  the  first 
place,  about  half  of  all  college  students  in 
these  two  countries  today  are  medical  stu- 
dents for  the  simple  reason  that  medical  stu- 
dents get  more  food  and  more  of  everything 
else  that  is  rationed.  In  addition,  medical 
students  are  political  appointees  so  they  also 
get  certain  other  favors  which  the  average 
citizen  in  these  countries  do  not  possess.  For 
instance,  he  said  that  at  the  University  of 
Vienna  where  they  have  7,000  college  stu- 
dents, 3,500  of  them  are  medical  students. 
Obviously,  therefore,  they  do  not  get  the 
proper  laboratory  and  clinical  training  which 
is  so  essential  in  medical  education. 

Doctor  Lochner  explained  that  medical 
licensing  boards  should  be  very  careful  about 
accepting  European  graduates  of  recent  vint- 
age unless  they  were  sure  that  these  men 
had  had  some  sort  of  extra  clinical  training 
after  their  graduation  from  the  various  Euro- 
pean Schools. 

The  last  paper  on  Tuesday  morning  had  to 
do  with  recent  legislation  effecting  medical 
licensure  and  was  presented  by  Doctor  J.  W. 
Holloway.  He  simply  explained  the  various 
bills  now  pending  in  the  state  legislatures  as 
pertaining  to  medical  licensure  and  there  is 
nothing  particularly  outstanding  in  his  pre- 
sentation. 

The  Tuesday  after  session  was  made  up 
entirely  of  discussions  of  licensure  evaluation 
of  foreign  medical  graduates  and  was  more 
or  less  a re-hash  of  the  papers  mentioned 
above. 


J.  C.  SHIRLEY,  M.D. 

Dr.  J.  C.  Shirley,  63,  native  of  Lake  County 
and  for  many  years  a physician  at  Huron 
died  in  Rochester,  Minnesota  April  28th.  He 
was  a graduate  of  Madison  high  school  and 
the  medical  school  of  Northwestern  Univer- 
sity. Surviving  are  his  widow,  a daughter, 
and  one  sister  who  resides  in  Los  Angeles. 

Dr.  Shirley  served  a President  of  the  South 
Dakota  Medical  Association  in  1940. 

Funeral  services  were  held  May  3rd  at  the 
Methodist  church  in  Huron. 
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Progress  Report  on  Mobile  X-Ray  Survey 

by 

W,  L.  Meyer,  M.D.,  Superintendent 
S.  Dak.  Tuberculosis  Sanatorium 


Early  in  June,  1946,  the  first  Mobile  Unit 
for  the  detection  of  tuberculosis  in  S.  Dak., 
was  placed  in  operation.  This  unit  had  been 
in  the  process  of  planning  and  construction 
for  several  years  and  finally  was  delivered 
during  the  later  part  of  May.  As  originally 
planned,  this  unit  was  to  be  a trailer  unit  self 
contained.  Because  of  the  difficulty  in  secur- 
ing delivery  of  the  tractor  and  trailer,  the 
second  unit,  which  was  a mobile  unit  trans- 
ported in  a panel  truck  and  set  up  in  a build- 
ing where  it  was  desired  to  operate,  was  de- 
livered first.  This  unit  was  set  up  in  Aber- 
deen at  the  State  Medical  Meeting. 

Following  the  Medical  meeting,  the  unit 
remained  in  that  vicinity  and  secured  x-rays 
of  the  chest  of  individuals  in  that  locality. 
Since  then,  the  unit  has  been  joined  by  the 
trailer,  self  contained,  unit  and  during  most 
of  the  time  the  two  units  have  been  in  opera- 
tion. A total  of  almost  100,000  x-ray  films 
have  been  secured.  Since  the  two  units  have 
been  in  operation,  it  has  been  the  policy,  that 
the  panel  unit  will  locate  in  the  central  loca- 
tion and  will  remain  set  up  there  until  such 
time  as  the  majority  of  the  vicinity  has  been 
serviced.  While  the  panel  unit  is  located  in 
the  central  place,  the  trailer  unit  will  visit  the 
smaller  towns  and  schools  in  the  area  ad- 
jacent to  the  central  location.  By  this  means 
a large  portion  of  a locality  or  county  can  be 
covered  while  the  units  are  there.  During 
the  later  months  it  has  been  the  policy  to 
x-ray  school  children  below  high  school  age 
only  if  accompanied  by  one  or  both  parents 
or  if  they  bear  a statement  indicating  that  the 
parents  have  been  x-rayed.  This  policy  has 
been  initiated  because  of  the  difficulty  of 
following  up  the  contacts  if  a childhood  tuber- 
culosis is  discovered. 

Since  the  units  have  been  in  operation,  the 
film  is  forwarded  to  the  Sanatorium  for  de- 
velopment and  interpretation.  All  films  are 
read  by  number.  The  name  of  the  patient  is 
on  the  film  in  such  small  letters  that  it  is  vir- 


tually impossible  to  read  them.  The  name 
and  number  is  an  integral  part  of  the  film  and 
it  is  taken  when  the  picture  of  the  chest  is 
taken.  This  eliminates  any  possibility  of  a 
wrong  name  or  number  being  on  the  film. 

It  has  been  the  policy  of  the  interpreter  of 
the  films  to  report  all  pathology  visualized  in 
the  films.  In  view  of  the  fact  that  no  cloth- 
ing is  removed  when  the  films  are  taken,  it 
must  be  appreciated  that  a certain  number 
of  films  will  present  shadows  that  will  re- 
semble pathology.  Some  of  these  can  be  ex- 
plained on  the  basis  of  articles  of  clothing  or 
accessories.  In  some  such  instances  a retake 
must  be  asked  for  with  the  clothing  over  the 
chest  removed. 

A surprisingly  large  number  of  cervical 
ribs  and  azygos  have  been  encountered.  Per- 
haps neither  of  these  are  of  significance  in  a 
large  number  of  cases  but  they  do  have 
definite  potentialities  of  trouble  and  know- 
ledge of  them  may  be  helpful  in  a diagnosis 
later. 

Likewise,  in  a considerable  number  of 
cases  an  adherent  diaphragm  is  present.  This 
too  may  not  be  of  significance  but  will  defin- 
itely limit  the  respiratory  capacity  and  may 
account  for  some  pain  over  the  affected  side. 

In  any  series  of  chest  x-rays,  a certain  num- 
ber of  cases  will  be  found  in  which  there  is 
cardiac  enlargement.  These  have  been  re- 
portedly merely  as  a matter  of  interest.  It  is 
assumed  that  the  family  physician  is  already 
familiar  with  this  condition  in  the  patient. 
Likewise,  markedly  increased  bronchovascu- 
lar  markings  extending  toward  the  bases  in- 
dicating an  old  inflammatory  process  or  a 
bronchiectasis. 

Ten  cases  in  which  the  x-ray  findings  sug- 
gested a tumor  of  the  lungs.  In  three  of  these 
the  findings  suggested  a malignancy.  Follow 
ups  on  these  cases  have  not  been  reported  to 
the  Board  of  Health  nor  to  this  office  so  the 
accuracy  of  the  findings  cannot  be  ascer- 
tained. 


— 197  — 


SOUTH  DAKOTA 


Of  interest,  but  of  no  pathological  sig- 
nificance, is  the  fact  that  three  cases  of  true 
dextrocardia  have  been  seen.  These  have 
been  true  dextrocardia  and  not  merely  re- 
traction of  the  heart  and  mediastinum  due  to 
pressure  or  atelectasis.  The  aortic  arch  is 
likewise  inverted  with  the  heart. 

There  were  1,210  patients  on  whom  14  x 
17”  x-rays  were  requested  for  one  reason  or 
another.  Of  these  461  were  children  under 
15  years  of  age.  The  14  x 17”  x-rays  for- 
warded to  the  Sanatorium  indicated  43  had 
active  tuberculosis  of  an  adult  type.  121  had 
tuberculosis  of  a childhood  type  with  the 
activity  of  the  disease  questionable  or  active. 

The  figures  are  not  available  at  this  time 
indicating  the  number  of  patients  detected 
through  this  survey  who  have  entered  the 
Sanatorium  or  who  are  under  treatment. 

One  surprising  fact  that  has  been  brought 
out  is  that  in  the  childhood  tuberculosis  a cer- 
tain number  will  have  a negative  Mantoux. 
The  evidence  definitely  points  to  tuberculosis 
as  being  the  cause  of  the  enlarged  hilar  re- 
gions and  calcification  present.  Such  cases 
have  been  reported  to  the  local  family  phys- 
ician as  being  childhood  tuberculosis.  In  some 
instances  the  physician  has  reported  back 
that  the  Mantoux  test  is  negative.  This  would 
seem  to  be  a discrepancy.  It  must  be  born  in 
mind  that  there  are  very  few  conditions  that 
will  result  in  enlarged  hilar  regions  and  cal- 
cification. First,  primary  tuberculous  infec- 
tion; and  second,  histoplasmosis.  It  is  rather 
hard  to  believe  that  the  number  of  x-rays 
with  enlarged  hilar  regions  and  calcification 
who  have  been  reported  as  having  negative 
tuberculin  reactions  could  all  be  due  to  his- 
toplasmosis. If  such  is  the  case,  it  must  be 
much  more  prevalent  in  South  Dakota  than 
it  is  generally  assumed.  The  discrepancy  be- 
tween the  x-ray  findings  and  the  Mantoux 
test  will  bear  some  study.  In  the  first  place, 
the  test  must  be  run  under  certain  specified 
conditions  to  be  accurate.  It  is  obviously  im- 
possible for  us  to  control  conditions  under 
which  the  test  is  given.  We  can  only  conclude 
that  a false  impression  of  security  is  given  if 
the  test  is  relied  upon  when  the  x-ray  find- 
ings indicate  a primary  tuberculous  infection 
and  the  Mantoux  is  negative.  I must  be  very  . 
hesitant  about  questioning  the  accuracy  of 
the  Mantoux  test.  However,  I feel  that  with 


the  large  number  of  reports  of  a negative 
Mantoux  indicating  that  the  child  has  never 
had  a tuberculous  infection,  and  the  x-ray 
shows  evidence  of  such  infection  — bearing  in 
mind  that  it  could  be  histoplasmosis  in  a few 
cases  — points  toward  the  conclusion  that  un- 
less diligent  care  is  exercised,  we  must  ques- 
tion every  negative  Mantoux.  The  positive 
Mantoux  is  of  interest  as  indicating  only  that 
the  person  has  had  tuberculosis  at  some  time. 
It  does  not  indicate  state  of  activity. 

A considerable  proportion  of  ex-patients 
have  been  securing  follow  up  plates  on  the 
mobile  units.  Such  plates  are  of  little  value. 
It  is  impossible  to  compare  a 14  x 17”  plate 
and  a 70  mm.  plate.  Anyone  who  knows  that 
he  has  had  tuberculosis  should  follow  up  that 
chest  with  a 14  x 17”  plate.  This  was  brought 
to  my  attention  by  a physician  who  reported 
that  one  of  his  patients  had  refused  a 14  x 17” 
plate  because  the  70  mm.  mobile  film  was  re- 
ported negative.  In  some  few  instances  active 
disease  will  be  missed  on  the  70  mm.  film. 
Such  is  the  case  when  any  miniature  film  is 
used.  The  percentage  of  error  is  increased  as 
the  size  of  the  film  is  decreased. 
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Statement  of  the  Present  Policy  of  the  American  Trudeau 
Society,  Medical  Section  of  the  National  Tuberculosis 
Association,  on  BCG  Vaccination 


The  members  of  the  Society  and  other 
physicians  in  the  United  States  have  been 
interested  for  many  years  in  the  active  im- 
munization against  tuberculosis  with  BCG. 
The  expansion  of  public  health  activities  in 
the  field  of  tuberculosis  control  by  official 
and  voluntary  agencies  and  the  acquisition 
of  new  knowledge  concerning  immunity  in 
tuberculosis  have  prompted  the  American 
Trudeau  Society  to  make  the  following  ob- 
servations and  recommendations: 

I.  BCG  vaccine,  prepared  under  ideal  con- 
ditions and  administered  to  tuberculin 
negative  persons  by  approved  techniques, 
can  be  considered  harmless. 

II.  The  degree  of  protection  reported  follow- 
ing vaccination  is  by  no  means  complete 
nor  is  the  duration  of  induced  relative  im- 
munity permanent  or  predictable.  The 
need  for  further  basic  research  on  the 
problem  of  artificial  immunization 
against  tuberculosis  is  recognized  and  is 
to  be  emphasized.  Studies  should  be 
directed:  (a)  toward  the  improvement  of 
the  immunizing  agent,  (b)  to  the  develop- 
ment of  criteria  for  vaccination  and  re- 
vaccination and  (c)  to  determine  more 
accurately  which  groups  in  the  general 
population  should  be  vaccinated.  Several 
well  controlled  studies  are  underway  at 
the  present  time  and  it  is  expected  that 
others  will  begin  within  the  near  future. 

III.  On  the  basis  of  studies  reported  in  the 
European  and  American  literature,  an 
appreciable  reduction  in  the  incidence  of 
clinical  tuberculosis  may  be  anticipated 
when  certain  groups  of  people  who  are 
likely  to  develop  tuberculosis  because  of 
unusual  exposure,  inferior  resistance,  or 
both,  are  vaccinated. 

A.  In  the  light  of  present  knowledge  vac- 
cination of  the  following  more  vulner- 
able groups  of  individuals  is  recom- 
mended provided  they  do  not  react  to 
adequate  tuberculin  tests. 

1.  Doctors,  medical  students  and 


nurses  who  are  exposed  to  infec- 
tious tuberculosis. 

2.  All  hospital  and  laboratory  person- 
nel whose  work  exposes  them  to 
contact  with  the  bacillus  of  tuber- 
culosis. 

3.  Individuals  who  are  unavoidably 
exposed  to  infectious  tuberculosis  in 
the  home. 

4.  Patients  and  employees  of  mental 
hospitals,  prisons  and  other  cus- 
todial institutions  in  whom  the  in- 
cidence of  tuberculosis  is  known  to 
be  high. 

5.  Children  and  certain  adults  con- 
sidered to  have  inferior  resistence 
and  living  in  communities  in  which 
the  tuberculosis  mortality  rate  is 
unusually  high. 

B.  Vaccinatin  of  the  general  population 
is  nol  recommended  at  this  time  ex- 
cept for  carefully  controlled  investiga- 
tive programs,  which,  as  a rule,  will  be 
best  carried  out  under  the  auspices  of 
official  agencies  such  as  the  U.  S.  Pub- 
lic Health  Service,  state  and  municipal 
health  departments  and  other  espec- 
ially qualified  groups. 

IV.  BCG  vaccine  should  not  be  made  avail- 
able for  general  distribution  in  the  United 
States  at  this  time  because:  (a)  the  most 
effective  strain  of  BCG  has  not  been 
agreed  upon  nor  has  fully  satisfactory 
standardization  of  the  vaccine  been 
achieved,  (b)  the  best  qualified  experts 
have  not  agreed  as  to  the  most  effective 
method  of  vaccination  and  (c)  fully  satis- 
factory arrangements  have  not  been  per- 
fected for  transportation  and  storage  of 
the  vaccine. 

The  vaccine  should  be  prepared  only  in  ac- 
credited laboratories  especially  devoted  to 

(Report  submitted  to  the  ATS  Executive  Com- 
mittee at  its  meeting  in  Chicago  January  22,  1948. 
by  Dr.  H.  McLeod  Riggins,  New  York,  N.  Y.,  chair- 
man of  the  Chemotherapy  Committee,  and  adopted 
by  the  Executive  Committee.) 
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this  task,  in  which  virulent  tubercle  bacilli 
are  not  cultivated  or  handled  and  in  which 
all  other  possible  precautions  are  exercised  to 
assure  safety  and  quality  of  the  product. 

Adequate  record  systems  should  be  devised 
for  management  of  the  statistical  problems 
involved  in  recording  and  following  large 
numbers  of  vaccinated  people.  These  and 
other  problems  of  particular  importance  are 
now  being  studied  on  an  extensive  scale  by 
official  and  voluntary  agencies  in  the  United 
States  and  in  close  collaboration  with  Euro- 
pean scientists  experienced  in  this  field. 

V.  The  Society  believes  that  since  BCG  vac- 
cination affords  only  incomplete  rather 
than  absolute  protection,  the  most  effec- 
tive methods  of  controlling  tuberculosis 
in  the  general  population  are  (a)  further 
improvement  of  living  conditions  and  the 
general  health,  (3)  reduction  of  tubercu- 
lous infection,  which  can  be  accomplished 
by  modern  public  health  methods  and  the 
unremitting  search  among  presumably 
healthy  individuals  for  patients  with  in- 
fectious tuberculosis,  (c)  prompt  and 
adequate  medical  and  surgical  treatment 
of  patients  with  active  disease,  (d)  segre- 
gation and  custodial  care  of  those  not 
amenable  to  accepted  forms  of  therapy 
and  (e)  adequate  rehabilitation. 

Fortunately,  great  advances  have  been 
achieved  during  recent  years  in  the  develop- 
ment of  diagnostic  methods  applicable  on  a 
mass  scale  and  there  have  been  signifificant 
improvements  in  the  surgical  and  medical 
treatment  of  tuberculosis.  The  expansion  of 
modern  diagnostic,  therapeutic  and  rehabili- 
tation facilities  is  required  at  this  time  to 
make  full  use  of  these  new  methods  which 
can  accomplish  further  dramatic  reduction  of 
tuberculosis  mortality  and  morbidity  rates  in 
the  United  States. 

“It  is  to  be  emphasized  that  BCG  vaccina- 
tion must  not  be  regarded  as  a substitute  for 
approved  hygienic  measures  or  for  public 
health  practices  designed  to  prevent  or 
minimize  tuberculous  infection  and  disease. 
Vaccination  should  be  regarded  as  only  one 
of  many  procedures  to  be  used  in  tuberculosis 
control.  Vaccination  seems  unwarranted:  (a) 
in  areas  in  which  the  tuberculosis  mortality 
rate  is  extremely  low  and  (b)  in  localities  in 
which  the  tuberculin  test  is  of  especial  value 
as  a differential  diagnostic  procedure.” 


POST  GRADUATE  COURSES 
OFFERED  IN  SEPTEMBER 

The  Chicago  Medical  Society  is  offering 
physicians  of  the  country  two  postgraduate 
courses  in  September.  A course  in  Hema- 
tology and  Neurology  will  be  given  Septem- 
ber 13  — September  18  and  another  in 
Cardiovascular  and  Respiratory  Diseases  will 
be  given  September  20  — September  25,  1948. 

The  sessions  will  be  held  in  Thorne  Hall  on 
Northwestern  University  Medical  School 
campus. 

An  outstanding  group  of  teachers  from  all 
sections  of  the  United  States  will  make  up 
the  faculty. 

Information  may  be  secured  by  writing  the 
Chairman,  Committee  on  Postgraduate  Med- 
ical Education,  Chicago  Medical  Society,  30 
North  Michigan  Avenue,  Chicago  2,  Illinois. 


ARC  NURSING  CONSULTANT  AIDS 
JAPAN'S  NURSE  PROGRAM 

Nursing  standards  in  Japan  are  expected 
to  receive  a definite  boost  with  the  initiation 
of  a refresher  course  for  nursing  instructors 
at  the  Japanese  Red  Cross  headquarters  in 
Tokyo,  which  began  on  January  26. 

Under  the  guidance  of  Shioko  Hayashi, 
chief  of  nursing  education  for  Japanese  Red 
Cross,  representatives  from  nursing  schools 
located  in  31  Red  Cross  hospitals  in  Japan 
will  receive  a 4-week  reeducation  course  in 
modern  nursing  methods  as  well  as  special 
training  in  giving  instruction  to  others. 
American  nursing  experience  will  be  avail- 
able to  Miss  Hayashi  through  Edith  Olson, 
American  Red  Cross  nursing  consultant  in 
the  Far  East. 

Since  1893,  when  the  central  Red  Cross 
hospital  in  Tokyo  began  a program  of  nurs- 
ing education,  the  Red  Cross  nurse  has  been 
recognized  as  the  highest  in  her  profession  in 
Japan.  During  the  war,  however,  nursing  in 
the  country  as  a whole  fell  below  existing 
standards,  according  to  Miss  Hayashi. 

By  1950,  when  a new  law  governing  regis- 
tration and  licensing  of  nurses  goes  into 
effect,  Miss  Hayashi  expects  that  standards 
of  Japanese  Red  Cross  nurses  not  only  will 
meet  basic  requirements  set  down  by  the 
Welfare  Ministry  but  will  go  beyond  them. 
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Council  on  National  Emergency  Medical  Service 

Meeting  of  April  5-6.  1948 
by 

Paris  F.  Pfister,  M.D..  Webster,  S.  D. 


To  preface  this  report  by  an  explanatory 
paragraph  relative  to  nature  and  scope  of 
this  council’s  work  is  in  order.  At  the  June, 
1947,  meeting  of  the  House  of  Delegates  of  the 
AMA,  the  National  Emergency  Medical  Coun- 
cil was  ordered  to  be  formed.  The  repre- 
sentatives of  organized  medicine  felt  that  in 
this  crucial  time,  with  the  new  special 
weapons  of  destruction  perfected  to  a high 
degree,  that  it  was  imperative  that  planning 
and  organization  in  the  event  of  a national 
disaster  be  accomplished  with  greatest  dis- 
patch. The  council  was  appointed  with  James 
C.  Sargent,  M.  D.  as  chairman.  They  began 
their  deliberations  and  after  setting  up  their 
organization  and  purposes  they  felt  they  were 
then  ready  to  have  an  audience  with  regu- 
larly constituted  federal  authority  to  make 
known  their  plans  and  to  fit  them  into  the 
plans  as  formulated  by  the  Office  of  Defense. 

The  council  met  with  Mr.  Forrestal,  the 
Secretary  of  Defense,  and  he  was  surrounded 
by  his  advisors  for  the  Air,  Navy  and  Army. 
This  meeting  was  of  the  highest  order  and 
much  was  obtained  of  good  to  all.  Mr.  Forres- 
tal directed  that  the  medical  departments  of 
all  the  armed  services  hasten  their  plans  and 
that  they  collaborate  with  the  Council  on  Na- 
tional Emergency  Medical  Service  as  created 
by  the  AMA  so  that  the  greatest  good  could 
be  obtained  for  the  greatest  number  in  the 
event  of  national  disaster. 

The  AMA  appropriated  $10,000.00  for  use  of 
the  council,  and  the  first  quarter  of  1948 
$3,000.00  has  been  utilized,  exclusive  of  pre- 
paration far  this  meeting. 

The  council  sent  a questionaire  to  each  of 
the  forty-eight  states,  Hawaii,  Alaska,  and 
other  insular  possessions  of  the  USA  request- 
ing information  as  to  whether  there  had  been 
any  disaster  relief  program  set  up,  the  nature 
and  extent  of  the  program,  etc.  Thirty-seven 
states  have  replied  to  date  indicating  vary- 
ing degrees  of  progress  from  the  planning 
stage  to  preliminary  organizational  setups  for 


disaster  relief.  It  was  noted  that  on  no  board 
was  a member  of  the  medical  association 
asked  to  serve.  It  is  felt  that  the  medical 
aspect  of  any  disaster  is  a large  part  of  such 
an  emergency  and  that  the  medical  associa- 
tion should  be  included  in  all  planning.  The 
governor  of  South  Dakota  has  indicated  that 
the  formation  of  a disaster  relief  committee 
is  in  the  formative  status  and  that  the  med- 
ical association  would  be  consulted  in  the 
medical  phase  of  the  emergency  service. 

In  a subsequent  meeting  with  the  Office  of 
Defense  it  was  noted  that  the  next  war  may 
find  American  industrial  communities  likely 
targets  for  early  air  attacks.  The  threat  of 
possible  atomic  bombs,  guided  missiles,  in- 
ternal sabotage,  and  other  forms  of  warfare 
are  real.  One  attack  without  adequate  com- 
munity preparation  could  shatter  morale, 
paralyze  production,  cause  mass  evacuation 
not  only  of  the  city  attacked  but  of  other  com- 
munities as  well.  Therefore,  the  community 
and  its  people  must  be  considered  as  a unit 
in  any  adequate  security  program. 

The  Army,  through  its  personnel  must 
know  a lot  about  American  community  life. 
The  community  through  civic  organizations 
must  know  the  armed  forces  and  their 
problems  and  be  deeply  concerned  with  all 
the  problems  of  national  security,  as  well 
as  of  civil  defense.  With  the  knowledge  that 
modern  warfare  is  brought  to  the  com- 
munities and  that  civil  defense  is  then  a vital 
part  of  total  war,  there  has  been  created  in 
the  Office  of  Defense  an  Office  of  Civil  De- 
fense that  has  standing  equal  to  Secretary  of 
Army,  Navy  or  Air  Force.  Mr.  Russel  J. 
Hopley,  President  of  Northwestern  Bell  Tele- 
phone Company,  has  been  appointed  Civil 
Defense  Planning  Director.  His  office  is 
charged  with  the  duties  to  act  as  a planning 
group,  to  begin  studies  to  serve  as  a basis  of 
a national  program  of  civil  defense,  including 
plans  for  the  structure  of  a permanent  civil 
defense  agency  and  the  preparation  of  legis- 
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lation  to  establish  such  an  agency.  We  must 
learn  from  the  experience  of  those  who  faced 
bombs  and  disaster  in  the  countries  of  Europe 
and  Asia  and  profit  from  the  lessons  learned. 

Proposals  have  been  made  to  the  Atomic 
Energy  Commission  that  teams  for  radiologic 
defense  be  trained.  These  teams  are  to  in- 
clude a monitor  who  is  versed  in  the  physics 
and  determination  of  radio-active  contamina- 
tion in  atomic  warfare.  Then,  too,  physicians 
to  be  trained  in  the  medical  aspects  of  atomic 
warfare. 

Considerable  discussion  developed  relative 
to  the  allocation  of  physicians  to  the  Armed 
Services  and  the  civilian  defense.  It  was 
granted  that  more  doctors  will  be  needed  for 
civilian  defense  in  total  warfare  than  in 
World  War  II.  It  was  noted  that  during 
World  War  II  the  armed  services  had  9%  of 
the  population  but  40%  of  the  physicians  to 
administer  to  that  9%  of  the  population. 

Discussion  on  present  shortage  of  doctors 
followed.  The  public  health  service  indicated 
a shortage  of  36,000  doctors  would  be  obtained 
by  1960.  This  figure  was  challenged  as  erron- 
eous by  Dean  Diehl,  University  of  Minnesota, 
who  stated  the  shortage  was  more  relative 
than  real.  There  is  a mal-distribution  of 
physicians  but  not  an  actual  shortage.  3,500 
to  4,000  doctors  die  each  year  and  5,500  to 
6,000  new  doctors  graduate.  This  will  be  an 
adequate  increase  of  doctors  in  the  practice 
of  medicine  to  handle  the  natural  increase  in 
population  without  expanding  facilities  for 
training  more  doctors.  The  matter  of  sub- 
sidizing young  men  for  a regular  career  in 
the  armed  forces  was  thought  to  be  in  error 
and  not  a solution  to  increase  the  number  of 
doctors  seeking  positions  in  the  Federal  Serv- 
ices. If  the  Federal  Services  pay  more,  that 
will  attract  more  doctors. 

A discussion  by  Doctor  Stafford  Warren 
who  was  director  of  the  medical  aspects  and 
radiologic  defense  in  the  Bikini  atomic  bomb 
studies  was  very  revealing  and  terrifying.  I 
had  a faint  idea  of  the  magnitude  of  atomic 
warfare  and  its  associated  destruction  of 
physical  equipment  and  to  personnel,  but 
after  listening  to  his  dissertation  and  viewing 
the  films  and  slides  he  presented  I was 
horrified  and  bewildered  at  the  results  of 
atomic  bombing.  The  initial  blast  of  the 
bomb  is  mass  murder  or  death  on  a huge  scale 


but  following  this  there  are  the  terrifying 
effects  of  radio-active  materials  on  the 
human  organism  and  the  gradual  disintegra- 
tion of  the  organism  so  effected. 

The  disposition  and  contamination  by  radio- 
active particles  can  be  wide  spread  and  the 
effects  delayed  so  that  true  assessment  of  the 
damage  wrought  requires  many  months.  He 
advised  that  radiologic  defense  teams  be 
trained  so  that  with  knowledge  there  is  less 
destruction  and  less  panic  and  hysteria  as- 
sociated. The  use  of  large  quantities  of  blood 
has  been  found  the  most  valuable  treatment 
of  one  suffering  from  radio-activity  exposure 
in  sublethal  doses.  The  collection  of  blood 
and  transportation  of  blood  is  a matter  of 
concern  for  it  will  be  needed  in  quantities 
never  heretofore  dreamed  of. 

Besides  atomic  warfare  there  are  other 
special  weapons  whose  purpose  is  mass  des- 
truction. In  this  group  are  bacterial  warfare, 
chemical  warfare  and  one  that  combines  all 
these  in  its  sinister  effects,  psychologic  war- 
fare. All  these  have  been  worked  on  to  vary- 
ing degrees.  Knowledge  and  satisfactory 
planning  for  disaster  and  the  know-how  in 
such  emergencies  lessens  the  ultimate  effects 
of  all  of  them. 

The  National  Security  Resources  Board  has 
been  working  for  some  time  on  the  job 
assigned  to  it.  They  have  compiled  an  inven- 
tory and  catalogued  the  same  of  all  our  re- 
sources both  as  to  material  and  personnel. 
They  have  intimate  knowledge  of  the  various 
industrial  setups  and  how  long  conversion 
into  war  production  takes.  They  have  now 
a complete  list  of  trained  and  skilled  per- 
sonnel from  atomic  physicists,  medical  men 
to  all  phases  of  scientific  endeavor.  The  in- 
formation possessed  by  this  board  was  never 
present  before  World  War  II  and  had  to  be 
slowly  compiled.  Now  it  is  ready  and  can  be 
utilized  at  a moments  notice. 

Problems  relating  directly  to  the  armed 
services  were  discussed  by  representatives  of 
the  medical  departments  of  the  Army,  Navy, 
Air,  U.  S.  Public  Health  Service,  and  Office 
of  Selective  Service.  The  armed  services  are 
concerned  with  the  handling  of  the  medical 
load  in  an  enlarged  fighting  force. 

Under  existing  legislation  members  of  the 
reserve  can  be  called  at  any  time,  but  they 
can  be  made  to  serve  only  fifteen  days  a year 
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on  an  involuntary  basis.  The  ASTP  and  V12 
trained  young  doctors  will  have  completed 
their  obligation  in  June,  and  there  are  no 
provisions  to  retain  them  longer  under  exist- 
ing laws.  The  status  of  the  medical  officers 
of  the  A.U.S.  now  on  inactive  status  is  not 
clear  and  definite.  It  is  felt  that  under  exist- 
ing laws  they  could  not  be  made  to  serve  ex- 
cept in  event  of  war  when  the  presidential 
emergency  powers  would  again  be  operative 
and  could  call  them  at  once.  Some  of  the 
young  doctors  who  were  only  partially  sup- 
ported through  medical  school  by  the  govern- 
ment and  in  1945  at  termination  of  hostilities 
were  discharged  and  put  on  their  own  to 
finish  medical  school  are  a source  of  concern. 
The  Army  and  Navy  has  no  strings  on  them. 
They  were  discharged  and  not  even  placed  in 
a reserve  component  and  consequently,  under 
existing  laws  they  can  think  of  no  means  to 
draw  them  into  the  service  in  spite  of  the 
obligations  they  owe  their  government.  The 
selective  service  indicated  a very  liberal 
policy  with  ample  deferments  for  medical 
students  to  continue  their  schooling.  This  is 
all  predicated  on  a peace  time  status  and  can 
be  changed  momentarily  in  the  event  of  war. 

Since  I listened  to  the  concilliatory  meek 
talk  by  the  selective  service  representative 
word  has  come  to  our  attention  that  the  pre- 
liminary prints  of  legislation  yet  to  be  in- 
troduced to  reactivate  selective  service  are 
very  vicious.  They  will  authorize  special  calls 
for  physicians,  dentists  and  veterinarians  up 
to  forty-five  years  of  age.  I have  contacted 
our  senators  and  representatives  in  Congress 
expressing  opposition  to  the  proposal  on  the 
ground  that  it  is  unnecessary,  that  it  is  des- 
criminatory  in  that  other  scientific  personnel 
are  not  subject  to  similiar  call,  and  that  it 
reflects  on  the  patriotism  of  physicians  of  our 
nation. 

The  trend  of  thought  I carried  from  the 
meeting  was  that  the  medical  association  was 
on  guard  and  the  armed  services  realized  it; 
this  is  in  reference  to  utilization  of  doctors 
for  doctoring,  thereby  reducing  the  number 
actually  needed.  The  armed  services  admit 
a waste  of  medical  personnel  by  utilization  of 
them  in  tasks  foreign  to  medicine.  This,  I 
believe,  will  correct  a situation  that  will 
actually  reduce  the  number  of  medical  men 
drawn  into  service. 


The  seriousness  of  the  meeting  indicated 
that  the  armed  services  and  the  Council  on 
Emergency  Medical  Services  of  the  AMA 
have  worked  and  worried  with  the  ugly 
realities  which  confront  us  all.  What  should 
our  country  do?  What  can  it  afford  to  do? 
What  can  it  afford  to  fail  to  do?  These  are 
questions.  A few  say,  “Peace  is  impossible — 
let’s  fight  Russia  now.”  That  would  mean  a 
third  World  War,  worse  than  World  War  II — 
it  is  a ghastly  and  ghoulish  proposal. 

Nevertheless,  the  planning,  the  organiza- 
tion and  the  knowledge  of  logistics  are  at  a 
much  higher  level  than  before  either  of  the 
previous  World  Wars.  It  must  be,  for  the 
thought  of  an  aggressive  force  bringing  the 
devastation  of  war  to  our  continent  is  in 
the  realm  of  possibilities,  and  we  must  be 
ready  for  every  emergency.  Organized  med- 
icine will  not  be  found  without  plans  and 
organization;  we  will  be  abreast  of  the  crisis 
and  on  guard.  We  must  in  South  Dakota 
start  to  take  inventory  of  the  doctors,  nurses, 
medical  supplies,  hospitals  and  auxiliary 
agencies  that  can  be  pressed  into  service  to 
aid  in  a general  disaster,  I am  satisfied  South 
Dakota  medicine  will  be  alert  and  ready  to 
meet  the  challenge  of  the  times. 


E.  R.  LONG  NAMED  EDITOR 
OF  TUBERCULOSIS  REVIEW 

Dr.  Esmond  R.  Long,  director  of  Medical 
Research  and  Therapy,  National  Tuberculosis 
Association,  has  been  named  editor-in-chief 
of  The  American  Review  of  Tuberculosis, 
official  journal  of  the  NTA’s  medical  section, 
the  American  Trudeau  Society,  to  succeed  the 
late  Dr.  Max  Pinner. 

Announcement  of  the  appointments  was 
made  March  31  by  Dr.  James  R.  Reuling, 
president,  following  a meeting  of  the  NTA 
Board  of  Directors. 

Dr.  Long  assumed  his  duties  with  The  Re- 
view April  1.  Since  the  death  of  Dr.  Pinner 
last  January,  Dr.  Chesley  Bush  of  Livermore, 
Calif.,  has  served  as  interim  editor.  Editorial 
offices  of  the  publication  are  being  returned 
to  New  York  from  Oakland,  Calif.,  where 
they  were  transferred  in  1946. 

Dr.  Long,  who  is  also  director  of  the  Henry 
Phipps  Institute,  Philadelphia,  Pa.,  has  been 
director  of  the  NTA’s  medical  research  since 
January  1947. 
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Make  Your  Reservations  Now 
for  the 

67th  ANNUAL  MEETING 

OF  YOUR 

SOUTH  DAKOTA 
STATE  MEDICAL  ASSOCIATION 

MAY  30-31,  JUNE  1 


HEAR 

W.  A.  Fansler,  M.D. 

(Minneaoolis  Proctologist) 

N.  G.  Alcock,  M.  D. 

(Iowa  U.  Urologist) 


Morris  Fishbein,  M.D. 

(Editor  J.  A.  M.  A.) 

Emil  D.  W.  Hauser,  M.D. 

(Chicago  Orthopedist) 

Donald  Hastings,  M.D. 

(U.  of  Minnesota  Psychiatrist) 

L.  Fernald  Foster,  M.D. 

(Michigan's  Secretary) 

C.  E.  Roach,  M.D. 

(Research  Pediatrician) 

A.  Graham  Asher,  M.D. 

(Kansas  U.  Internist) 

A.  W.  Diddle,  M.D. 

(Dallas  Ob.  & Gyn.) 


Harry  Weber,  M.D. 

(Mayo  Roentgenologist) 

F.  W.  Lynch,  M.D. 

(St  Paul  Dermatologist) 

H.  L.  Williams,  M.D. 

(Mayo  Opthalmologist) 

J.  A.  Myer,  M.D. 

(T.  B.) 

H.  M.  Peterson 

(National  Physicians  Committee) 


AND  OTHERS 


SEE 

The  Greatest  Medical  Exhibit  in  South  Dakota's  History 


ENJOY 

The  Seventh  District's  Hospitality 
The  Stag,  Sunday,  May  30 
The  Annual  Dinner,  Monday,  May  31 
The  Noon  Luncheons 

Place  your  reservations  with  the  Cataract,  Carpenter  or  Albert  Hotels.  OR  let  the 
Executive  Secretary  know  and  he'll  make  your  reservations  for  you 
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ANNUAL  MEETING  BAN- 
QUET TO  FEATURE 

DR.  MORRIS  FISHBEIN 

Dr.  Morris  Fishbein,  Editor 
of  the  Journal  of  the  Amer- 
ican Medical  Association, 
Hygeia,  the  Health  Magazine, 
Quarterly  Cumulative  Index 
Medicus  and  the  Bulletin  of 
the  Society  of  Medical  his- 
tory of  Chicago,  will  be  one 
of  the  noted  guest  speakers 
at  the  67th  Annual  Meeting 
of  the  South  Dakota  Medical 
Association. 

Dr.  Fishbein  is  a member 
of  the  Advisory  Board  on 
Health  Services,  American 
Red  Cross,  (Chairman)  Com- 
mittee on  Education  and  Pub- 
lications, National  Founda- 
tion for  Infantile  Paralysis, 
(Chairman)  Committee  on  In- 
formation, Division  of  Med- 
ical Sciences,  National  Re- 
search Council,  Assembly 
and  Board  of  Directors, 
American  Heart  Association, 
Board  of  Trustee,  U.  S. 
Pharmacopoeial  Convention, 
Committee  on  Physical  Fit- 
ness, A.M.A.,  and  the  Coun- 
cil on  Pharmacy  and  Chem- 
istry, Physical  Medicine, 
Scientific  Assembly  and 
Foods  and  Nutrition,  A.M.A. 

He  is  also  the  author  of 
several  books,  among  these 
are,  The  Medical  Follies, 
Mirrors  of  Medicine,  The  Hu- 


man Body  and  Its  Care,  An 
Hour  of  Health,  Shattering 
Health  Superstitions,  Fron- 
tiers of  Medicine,  Syphilis, 
Medical  Writing,  Do  You 
Want  to  Become  a Doctor?, 
Health  and  First  Aid,  Pop- 
ular Medical  Encyclopedia, 
and  a History  of  the  Amer- 
ican Medical  Association. 

Dr.  Fishbein  has  made 
many  significant  contribu- 
tions to  medical  and  lay 
literature,  including  the 
Saturday  Evening  Post, 
Good  Housekeeping  and  The 
Reader's  Digest.  He  is  med- 
ical editor  of  the  Encyclo- 
paedia Britannica  as  well  as 
the  Britannica  Book  of  the 
Year,  and  editor  of  the  Whit- 
tlesey House  Health  Series. 
His  health  column  is  syndi- 
cated by  the  Chicago  Times 
Syndicate. 

At  the  time  of  his  gradua- 
tion from  Rush  Medical  Col- 
lege in  1912,  Dr.  Fishbein  re- 
ceived the  Alumni  Fellow- 
ship in  Pathology  and  be- 
came associated  with  Drs. 
Ludwig  Hektoen  and  E.  R. 
Le  Count.  Subsequently  he 
published  several  papers  of 
a medical  research  character. 
He  also  served  as  house 
physician  in  the  Durand  Hos- 
pital of  the  McCormick  In- 
stitute for  Infectious  Dis- 
eases, 1912-1913.  In  August 


1913,  following  the  death  of 
Dr.  E.  E.  Hyde,  he  became 
assistant  to  Dr.  George  H. 
Simmons,  editor  of  the  Jour- 
nal of  the  American  Medical 
Association,  which  position 
he  held  up  to  1924,  when  he 
was  elected  editor  to  succeed 
Dr.  Simmons. 

Dr.  Fishbein  was  decorated 
Knight  Commander  of  the 
Crown  (Italy)  1933,  and 
Order  of  Carlos  Finlay  of 
Cuba  1942.  He  was  the  re- 
cipient of  a citation  from  the 
College  Division  of  the 
Alumni  Association  of  the 
University  of  Chicago  for 
unselfish  and  effective  serv- 
ice to  community,  nation  and 
humanity,  1943. 


Dr.  Kutnewsky 

Observes  90th  Birthday 

The  South  Dakota  Journal 
of  Medicine  and  Pharmacy 
extends  congratulations  to 
Dr.  J.  K.  Kutnewsky,  form- 
erly Superintendent  of  the 
State  School  of  the  Feeble 
Minded,  on  his  90th  birthday 
which  was  celebrated  on 
April  20th. 

Dr.  Kutnewsky  is  now  liv- 
ing with  his  daughter,  Mrs. 
Edna  K.  Spangler,  733  Hin- 
man  Ave.,  Evanston,  111. 
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HOSPITAL  MANAGEMENT 
GROUP  FORMS  IN 
SOUTH  DAKOTA 

The  newly  formed  South 
Dakota  Hospital  Manage- 
ment Association  has  started 
a drive  to  enlist  members  in 
the  State  and  plans  to  start 
operation  of  hospitals  by  the 
first  of  September. 

The  association  will  head- 
quarter in  Huron  and  will  be 
directed  by  a Board  of  Direc- 
tors and  an  executive  direc- 
tor. 

The  Association  will  assist 
communities  in  planning  for 
hospitals,  will  operate  said 
community  hospitals  and  will 
attempt  to  recruit  nurses, 
doctors,  and  hospital  tech- 
nical personnel. 

Rev.  Arthur  Schade  of 
Huron  was  elected  Chairman 
of  the  Board  of  Directors  at 
the  Board  Meeting  in  Mit- 
chell on  April  12.  An  execu- 
tive committee  was  also 
elected  which  will  hire  an 
executive  director  and  will 
offer  contracts  to  communi- 
ties desiring  such  an  arrange- 
ment. 

Further  plans  of  the  As- 
sociation will  be  reported  in 
the  Journal  after  the  Associa- 
tion has  filed  its  articles  of 
incorporation. 


VA  Medical  Director 
Scores  Inadequacy 
of  Home-town  Examinations 

In  a recent  letter  from 
Paul  M.  Magnuson,  Chief 
Medical  Director  of  the  Vet- 
erans Administration,  to  the 
Branch  Medical  Director  at 
Fort  Snelling,  it  was  stated 
that  reports  are  coming  in 
from  examining  physicians 
throughout  the  country 
which  are  not  adequate  for 
rating  purposes. 


The  American  Legion  Con- 
ference on  Rehabilitation 
held  in  Washington  was 
somewhat  upset  over  the 
number  of  inadequate  ex- 
aminations and  it  was 
brought  up  to  Magnuson’s  at- 
tention because  of  this  feat- 
ure. 

In  South  Dakota  there  has 
been  a decided  improvement 
in  the  calibre  of  examination 
reports  in  recent  months, 
most  of  them  complying  with 
what  the  Veterans  Adminis- 
tration considers  a good  ex- 
amination. 

It  might  be  pointed  out  to 
the  members  of  the  South 
Dakota  State  Medical  As- 
sociation that  verbosity  may 
be  a virtue  as  far  as  veterans 
examinations  are  concerned. 


ABERDEEN  DISTRICT 
HOLDS  MEETING 

The  Aberdeen  District 
Medical  Society  met  in  the 
Harbor  Cafe  in  Aberdeen  on 
April  6th  1948.  30  of  the 

members  were  present  and, 
following  a dinner,  Dr.  H. 
Russell  Brown,  President  of 
the  State  Medical  Associa- 
tion, gave  a resume  of  the 
problems  confronting  the 
medical  profession  in  the 
state  at  the  present  time. 

Dr.  Norman  Nelson  of 
Minneapolis  spoke  on  Psy- 
chosomatic, which  was  well 
received  by  the  members  of 
the  Society. 


Yankton  District  Hears 
David  Tschetter 

The  Yankton  District  Med- 
ical Society  met  in  Ver- 
million for  their  spring  meet- 
ing, April  15.  Dr.  David 
Tschetter,  who  was  recently 
added  to  the  staff  of  Sacred 
Heart  Hospital  in  Radiology 


presented  a paper  on  “Gas- 
trointestinal Studies.” 

The  scientific  and  business 
meeting  was  held  in  the 
chemistry  building  of  the 
University  and  the  social 
meeting  dinner  was  held 
with  the  Auxiliary  at  the 
Congregational  Church.  Dur- 
ing the  business  meeting  the 
group  voted  to  accept  Dr. 
C.  E.  Green,  Dr.  Clark  John- 
son, Dr.  J.  F.  Hill,  Dr.  R.  W. 
Honke,  Dr.  Ralph  Ferguson, 
and  Dr.  C.  M.  Klima  as  mem- 
bers of  the  Yankton  District. 
They  also  voted  to  recom- 
mend Dr.  S.  M.  Holf  for  hon- 
orary membership  and  to 
send  Dr.  J.  C.  Greenfield  of 
Avon  flowers  while  he  is  a 
patient  in  a Sioux  City  hos- 
pital. 

The  Auxiliary  met  in  the 
Congregational  Church 
where  they  heard  a paper  on 
“Bacteriological  Warfare” 
presented  by  Dr.  Elrod  of 
the  University  Medical 
School  staff. 


N.P.C.  ADMINISTRATOR 
TO  APPEAR  MAY  31 

M.  H.  Peterson,  Associate 
Administrator  of  the  Na- 
tional Physicians  committee 
will  speak  at  the  Annual 
meeting  Monday  morning 
May  31. 

Mr.  Peterson  is  a stimula- 
ting speaker  and  an  authority 
on  the  subject  of  the  at- 
tempted socialization  of  Med- 
icine. He  will  speak  on  the 
work  that  the  National  Phys- 
icians Committee  has  done  in 
the  past. 

Mr.  Peterson  is  a member 
of  the  Chemurgic  Council 
and  the  Committee  on 
Atomic  Information.  He  has 
been  identified  with  major 
activities  in  the  public  re- 
lations field  for  20  years  and 
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has  directed  many  important 
legislative  and  educational 
campaigns.  His  service  as 
Radio  Director  of  the  Office 
of  War  Information  gave  him 
an  unusual  opportunity  to 
observe  the  Washington 
scene  and  learn  the  ways  of 
official  life. 

Mr.  Petersen  has  directed 
organization,  educational, 
and  legislative  efforts  of 
farm,  educational,  and  civic 
organizations.  He  has 
handled  many  national  ad- 
vertising campaigns  for  ma- 
jor companies.  He  is  one  of 
the  pioneers  in  radio  broad- 
casting and  has  a compre- 
hensive understanding  of 
why  people  think  and  act  as 
they  do. 


ANNUAL  MEETING  TO 
HEAR  DR.  DIDDLE 

Dr.  A.  W.  Diddle  of  the 
Southwestern  Medical  Col- 
lege in  Dallas  Texas,  will  be 
one  of  the  guest  speakers  at 
the  87th  Annual  Medical  As- 
sociation Meeting  to  be  held 
in  Sioux  Falls,  May  30,  31  and 
June  1.  His  subject  will  be: 
“Noninvasive  Cervical  Car- 
cinoma, Clinical  Features.” 

Dr.  Diddle  served  27 
months  as  Obstetrician  and 
Gynecologist  and  twelve 
months  as  Chief  Medical 
Service  Hospital  of  III  Corps 
Medical  Battalion  while  serv- 
ing in  the  Navy  in  the  last 
War. 

At  the  present  time,  he  is 
Associate  Professor,  Ob- 
stetrics and  Gynecology, 
Southwestern  Medical  Col- 
lege, Consulting  Obstetrician 
and  Gynecologist,  Baylor  and 
Parkland  Hospitals,  Dallas, 
Texas,  Consultant  for  Ob- 
stetrics and  Gynecology  for 
Section  10  of  the  Veteran’s 


Administration  and  Vice 
Chairman,  Department  Ob- 
stetrics & Gynecology,  Park- 
land Hospital  in  Dallas. 

Doctor  Diddle  has  member- 
ships in  the  Sigma  Xi,  Dallas 
County  Medical  Society, 
Texas  State  Medical  Associa- 
tion, American  Medical  As- 
sociation, Diplomate  Amer- 
ican Board  of  Obstetrics  & 
Gynecology,  Diplomate  Na- 
tional Board  of  Medical  Ex- 
aminers, and  a member  of 
the  Central  Association  of 
Obstetrics  and  Gynecology. 


MYERS  TO  APPEAR 
ON  PROGRAM 

Dr.  Jay  Arthur  Myers  will 
be  among  the  guest  speakers 
who  will  appear  at  the  67th 
Annual  Meeting  of  the  South 
Dakota  Medical  Association. 

Dr.  Myers  received  his  B.S. 
in  1912  and  his  M.S.  in  1913 
from  Ohio  University,  his 
Ph.D.  from  Cornell  in  1914 
and  his  M.D.  from  the  Uni- 
versity of  Minnesota  in  1920. 

At  the  present  time  he  is 
Professor  of  Medicine,  and 
Preventive  Medicine  and 
Public  Health,  University  of 
Minnesota  Medical  and  Grad- 
uate Schools,  Director  of 
Tuberculosis  Activities, 
Minneapolis  Division  of  Pub- 
lic Health,  Chief  of  Tuber- 
culosis Service,  Minneapolis 
General  Hospital,  Chief  of 
Chest  Clinic,  University  of 
Minnesota  and  Consultant  in 
Tuberculosis,  Veterans  Ad- 
ministration at  Fort  Sneiling, 
Minnesota. 

Dr.  Myers  is  a member  of 
the  Editorial  Board  of  Ger- 
iatrics, Committee  on  Tuber- 
culosis Among  Veterans,  Na- 
tional Tuberculosis  Associa- 
tion, and  a member  of  the 
Principal  Advisory  Group, 


Division  of  Tuberculosis  Con- 
trol of  the  U.  S.  Public 
Health  Service. 


AUXILLIARY  NEWS 
FROM  3rd  DISTRICT 

The  Auxilliary  of  the  3rd 
district  Medical  Society  hon- 
ored their  husbands  with  a 
Doctor’s  day  dinner  at  the 
Sawne  Hotel,  Brookings,  on 
March  31.  Dancing  and 
bridge  were  enjoyed  by  the 
15  couples  present. 

On  April  8th,  the  Auxil- 
liary was  invited  with  the 
Medical  Society  to  a dinner 
meeting  in  Flandreau,  at  the 
Indian  School  Tea  Room. 
Auxiliary  President  Mrs. 
F.  E.  Boyd,  Flandreau,  pre- 
sided over  the  business  meet- 
ing and  introduced  Miss 
Blanche  Chance,  Flandreau, 
who  spoke  on  her  many  in- 
teresting experiences  as 
nurse  in  the  U.  S.  Indian 
Service  in  various  places 
throughout  the  U.  S. 

Mrs.  Boyd  and  Mrs. 
Howard  R.  Wold,  Madison 
are  to  be  delegates  to  the 
state  convention  in  Sioux 
Falls.  

NORTH  DAKOTA  INVITES 
SOUTH  DAKOTA 
PHYSICIANS 

The  North  Dakota  State 
Medical  Association  cordially 
invites  all  members  of  the 
South  Dakota  Medical  As- 
sociation to  join  with  North 
Dakota  physicians  at  this 
year’s  annual  Meeting. 

The  meeting  will  be  held 
in  Jamestown,  North  Dakota, 
at  the  City  Armory,  May  23, 
24  and  25.  The  Scientific  Pro- 
gram will  occupy  all  of  May 
24th  and  25th.  Reservations 
may  be  procured  by  sending 
notification  to  Box  1198,  Bis- 
marck, North  Dakota. 


— 207  — 


PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


SUMMARY  OF  REPORT  ON  NEW 
INSECTICIDES 

George  I.  Gilbertson,  Director  of  Extention 
Service  at  State  College,  gave  a talk  on  “New 
Insecticides”  at  the  Pharmaceutical  Institute 
which  was  held  at  the  Division  of  Pharmacy 
in  Brookings  on  April  5,  6,  7,  1948.  Some  of 
the  points  brought  out  by  Mr.  Gilbertson 
which  are  of  interest  to  pharmacists  are  sum- 
merized  as  follows. 

DDT  is  the  most  widely  used  of  the  new 
insecticides.  During  the  last  summer  many 
reports  of  unsatisfactory  results  in  the  control 
of  flies  on  range  cattle  were  reported.  Mr. 
Gilbertson  explained  that  this  was  due  to  the 
fact  that  DDT  breaks  down  during  hot  clear 
weather  due  to  action  of  ultra  violet  rays  in 
bright  sunshine.  As  a cattle  spray,  DDT  does 
not  retain  its  effectiveness  for  any  length  of 
time  in  the  hot  summer  sun  and  more  fre- 
quent sprayings  are  required. 

Benzene  Hexachloride  is  also  known  as 
Hexachlorocyclohexane,  BHC,  (Hcch),  666  or 
Gammexane.  It  is  essential  that  this  insec- 
ticide be  purchased  on  the  Gamma  content 
only.  It  seems  to  be  much  more  toxic  than 
DDT  on  insects  which  this  insecticide  con- 
trols. This  material  should  be  handled  with 
care  because  little  is  known  about  its  toxicity 
to  man,  animals,  birds  and  fish.  It  has  a per- 
sistant pungent,  disagreeable  odor  and  has  a 
tendency  to  impart  its  odor  to  some  vegetable 
products  during  growth  and  storage.  Some 
people  have  refused  to  work  with  the  ma- 
terial. Cases  of  headaches,  nausea,  skin,  nose, 
eyes  and  throat  irritations  have  been  re- 
ported. Care  should  be  taken  to  avoid  inhal- 
ing dust,  vapor  or  mists  from  sprays  and  con- 
tact with  skin  or  eyes.  Benzene  Hexachloride 
is  more  toxic  to  plants  than  DDT  both 
through  direct  application  and  through  the 
soil.  Therefore,  considerable  care  must  be 
used  to  avoid  overdosages,  particularly  on 
such  plants  as  tomatoes,  cucurbits,  roses,  peas 
and  beans. 


Chlorinated  Camphene  is  also  called  toxa- 
phene  and  3956.  Like  other  insecticides  it 
may  be  sold  under  trade  names.  Its  emperical 
formula  is  Cm  Hw  CD.  This  toxicant  appears 
to  hold  great  promise  in  several  fields  of  pest 
control.  Current  investigations  show  that 
this  new  organic  compound,  a chlorinated 
terpine  hydrocarbon,  has  immediate  adoption 
in  control  of  certain  insect  pests  attacking 
cotton,  some  vegetable  crops,  and  continued 
research  will  undoubtedly  disclose  additional 
uses.  This  insecticide  is  in  some  respects  like 
DDT  in  having  prolonged  killing  power 
through  residual  action.  Precaution  should 
be  used  in  handling  this  insecticide  as  it  may 
be  absorbed  through  the  skin.  Dust  is  harm- 
ful, avoid  breathing.  Keep  it  away  from  feed 
and  food  products.  Wash  thoroughly  with 
soap  and  water  after  contact  or  use.  A 20  per- 
cent dust  at  20  pounds  per  acre  is  very  effec- 
tive against  grasshoppers.  A 5 percent  spray 
is  better  than  DDT  for  killing  cockroach  (Ger- 
man). Chlorinated  camphene  proved  to  be 
dangerous  to  use  on  all  cucurbits.  As  an 
agriculturial  insecticide  it  requires  much  ad- 
ditional evaluation. 

Chlordane  is  a new  chlorinated  hydro- 
carbon also  known  as  1068.  It  also  has  various 
trade  names.  This  product  exhibits  a high 
order  of  toxicity  to  a wide  range  of  insects 
and  basic  information  regarding  this  insecti- 
cide is  still  lacking.  The  same  precautions 
should  be  taken  as  for  other  chlorinated 
hydrocarbons.  It  has  shown  excellent  control 
for  bedbugs  in  2 percent  dust.  Excellent  con- 
trol for  grasshoppers  in  5 percent  dust  20 
pounds  per  acre.  It  is  also  excellent  and  very 
effective  against  roaches  in  a 2 per  cent 
spray.  Unlike  DDT  and  benzene  hexa- 
chloride, chlordane  is  completely  soluable  in 
deodorized  kerosene.  It  is  not  soluable  in 
water  except  when  a wetting  agent  has  been 
added.  Like  the  other  new  insecticides  it 
reacts  in  the  presence  of  alkaline  materials. 
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Hexaethyl  Tetraphosphate  was  developed 
in  Germany  during  the  last  war  as  a sub- 
stitute for  nicotine.  It  also  goes  under  the 
name  of  “Bladan.”  On  the  basis  of  prelimin- 
ary tests  it  is  evident  that  freshly  mixed 
hexaethyl  tetraphosphate  dust  mixtures  offer 
much  promise  for  aphid  control  but  it  loses 
its  killing  power  in  a few  hours.  Perhaps 
sprays  prepared  for  instant  use,  as  is  true 
for  nicotine  sprays,  is  the  best  method  of  ap- 
plication. This  material  is  more  toxic  to 
higher  animals  than  is  the  case  of  most  other 
insecticides.  This  toxicant  in  the  presence  of 
small  amounts  of  water  breaks  down  rapidly 
and  becomes  strongly  acid  causing  serious 
metal  corrosion.  If  applied  soon  after  mixing, 
a 3 percent  dust  gives  complete  control  for 
cabbage  aphid  and  pea  aphid.  While  it  ap- 
pears to  be  much  more  effective  than  nicotine 
for  aphid,  thrips,  and  mites,  it  breaks  down  so 
fast  after  mixing  that  its  use  is  questionable 
at  this  time. 

Parathion,  (aryl-alkyl  thionophosphate)  is 
also  called  Thiophos  and  3422.  It  is  one  of  the 
latest  chemicals  produced  for  the  purpose  of 
controlling  certain  insects.  Unlike  hexaethyl 
tetraphosphate  it  does  not  break  down  in  the 
presence  of  water.  It  will  however,  break 
down  rapidly  in  the  presence  of  alkaline  ma- 
terials such  as  lime.  It  appears  to  be  com- 
patible with  the  new  synthetic  organic  insec- 
ticides but  is  more  volatile  than  DDT  or  the 
gamma  of  benzene  hexachloride.  It  is  many 
times  more  toxic  to  certain  insects  than  DDT 
or  gamma  BHC  and  is  considered  a nerve 
poison.  Toxic  action  to  insects  can  take  place 
by  contact,  ingestion  or  fumigation.  It  is  also 
reported  as  being  very  toxic  to  higher 
animals.  Results  of  tests  show  excellent  con- 
trol for  aphid,  thrip,  red  spider,  fruit  mites, 
bean  leafhopper  and  even  grasshoppers. 
Much  work  remains  to  be  done  with  para- 
thion before  recommendations  can  be  made 
for  its  use;  however,  it  holds  as  much  if  not 
more  promise  than  any  other  insecticide  as  an 
aphidicide  and  a miticide. 

Sabadilla  is  prepared  from  sabadilla  seed 
and  most  of  it  comes  from  South  America. 
Recent  experiments  showed  that  heating  the 
powdered  seeds  or  extract  or  by  grinding  the 
powder  with  alkaline  material,  increased 
their  activity.  Properly  prepared  dusts  con- 
tain 10  or  20  percent  of  the  powdered  seed 


and  are  particularly  effective  against  insects 
such  as  squash  bugs,  potato  and  bean  leaf- 
hoppers,  cabbage  worms  and  various  plant 
bugs.  Sabadilla  has  been  successfully  used  to 
control  cattle  lice. 

Ryania  is  a plant  found  in  South  America. 
The  active  principles  are  present  in  the  roots 
and  stems.  The  effective  ingredient,  ryan- 
odine, acts  both  as  a contact  and  stomach 
poison.  Extensive  work  is  now  being  done  in 
order  to  determine  the  use  of  this  material. 
It  appears  to  be  effective  on  many  of  the  bor- 
ing type  insects  such  as  the  corn  borer.  This 
material  is  even  less  toxic  to  warm  blooded 
animals  than  rotonone. 

Because  of  their  harmless  effects  to  higher 
animals,  the  old  standbys,  pyrethrum  and 
rotonone,  are  still  the  insecticides  of  choice 
where  they  can  be  obtained  in  sufficient 
quantities. 


V.A.  DISTRIBUTES  REVISED  LIST 

Veterans  Administration  distributed  a re- 
vised list  of  approved  “decentralized-con- 
tract”  drug  items  to  pharmacists  in  its  hos- 
pitals, centers  and  regional  offices,  E.  Burns 
Geiger,  chief  of  VA’s  pharmacy  division,  an- 
nounced. 

At  the  request  of  physicians,  VA  phar- 
macists in  the  field  can  obtain  items  on  the 
decentralized  contract  list  directly  from 
manufacturers.  Contracts  for  the  drugs — 
establishing  price  schedules  but  not  quantities 
— are  arranged  in  advance  by  the  VA  Central 
Office  in  Washington,  D.  C. 

Revised  lists  are  distributed  throughout 
VA  on  April  1 of  each  year. 

Manufacturers  desiring  to  obtain  VA  ap- 
proval for  their  products,  and  thereby  become 
eligible  for  decentralized  contract  distribu- 
tion, should  follow  these  steps: 

1.  Inform  pharmacists  and  physicians  in 
VA  field  stations  of  their  drugs  and  prepara- 
tions and,  at  the  same  time,  ask  VA  physicians 
to  send  statements  to  Central  Office  mention- 
ing their  interest  in  the  new  items.  Manufac- 
turers should  not  submit  samples  at  this  stage. 

2.  After  a number  of  statements  from  VA 
physicians  reach  Central  Office,  VA  will  ask 
manufacturers  for  technical  data  about  their 
products,  including  quantitative  formulas, 
clinical  evidence  of  usefulness,  and  manufac- 
turing facilities. 
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After  drugs  presented  in  this  manner  have 
been  approved  by  VA,  announcement  will  be 
made  to  the  field  that  the  items  can  be  pur- 
chased on  a decentralized  contract  basis. 

A number  of  drug  manufacturers  are  keep- 
ing VA  medical  personnel  informed  of  new 
developments  in  the  pharmaceutical  field  by 
mailing  technical  literature  and  house  organs, 
and  by  placing  technical  and  professional  dis- 
plays in  VA  hospitals,  centers  and  regional 
offices. 

Although  representatives  of  exhibiting 
firms  may  remain  on  duty  during  exhibitions 
to  discuss  the  products,  no  selling  is  per- 
mitted. 

Manufacturers  desiring  to  set  up  displays 
must  first  obtain  approval  from  the  VA  Cen- 
tral Office,  branch  office,  and  the  activity  it- 
self. Drugs  on  display  must  be  restricted  to 
those  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  As- 
sociation, even  though  the  VA  list  of  accepted 
drugs  is  not  limited  to  these  products. 


PHARMACEUTICAL  INSTITUTE 
A SUCCESS 

Retail  druggists  who  attend  the  Pharmaceu- 
tical Institute  in  Brookings,  April  5.  6,  7,  were 
unanimous  in  their  report  that  the  refresher 
course  held  this  year  was  a decided  success. 
Meetings  were  held  from  9:00  A.M  to  5:00  P.M. 
each  day.  Over  thirty  retail  pharmacists 
joined  with  senior  pharmacy  students  to  fill 
the  meeting  room  to  capacity  at  all  sessions. 
On  the  other  hand,  the  group  was  small 
enough  so  that  everyone  felt  free  to  ask  ques- 
tions of  the  speakers  so  that  they  might  ob- 
tain the  information  they  desired. 

Topics  included,  “Diseases  of  Poultry”  by 
Dr.  G.  S.  Harshfield,  Professor  Veterinary 
Science;  “Hormones”  By  Clark  T.  Eidsmoe, 
Professor  of  Pharmacy;  “Antibiotics”  By 
Warren  A.  Berg,  Instructor  in  Pharmacy; 
■“Newer  Therapeutic  Agents”  By  Mildred 
Jarratt,  Instructor  in  Pharmacognosy;  “The 
Use  of  Sulfonamides  in  Veterinary  Practice” 
By  Dr.  Mark  Welsh,  Director,  Animal  Indus- 
try Section,  Lederle  Laboratories;  “Insulin” 
By  Guilford  C.  Gross,  Associate  Professor  in 
Pharmacology;  “Barbiturates  Law  — New 
Regulations  on  Practical  Experience”  By 
Bliss  Wilson,  Secretary;  “New  Insecticides” 
By  George  I.  Gilbertson,  Director,  Extension 


Service  and  “Narcotic  Regulations”  By  Willis 
P.  Blackwell,  Instructor  in  Pharmacy.  A 
panel  discussion,  on  Tuesday  afternoon,  By 
Dr.  Harshfield,  Dr.  Taylor  and  Dr.  Walsh, 
brought  out  many  questions  by  visiting 
pharmacists  on  the  use  of  veterinary  bio- 
logicals. 

Several  films  were  shown  showing  the  use 
of  new  drugs  in  veterinary  medication  and 
human  immunization  against  infectious 
diseases.  Dr.  Ward  Miller  entertained  the 
group  with  tricks  of  magic  following  the 
Banquet  which  was  held  on  Tuesday  evening. 
Dr.  LeBlanc  hopes  for  even  a larger  at- 
tendance if  the  institute  is  held  again  next 

spring.  

NEWS  BITS 

Pharmacist,  Harry  M.  Lee,  of  Alcester  has 
recently  accepted  a position  as  Drug  Inspec- 
tor with  the  South  Dakota  Department  of 
Agriculture.  Mr.  Lee  was  in  Pierre  recently 
to  receive  instructions  from  the  Division  of 
Inspections  regarding  his  new  position.  His 
work  will  be  principally  with  retail  druggists 
regarding  medicines  for  veterinary  use  and 
agriculturial  economic  poisons  which  have  to 
be  registered  with  the  Department  of  Agricul- 
ture before  they  are  offered  for  sale,  at  retail, 
in  South  Dakota.  The  registration  has  to  be 
made  by  the  manufacturer  of  these  products. 
Mr.  Lee  sold  his  drug  store  in  Alcester,  last 
fall,  to  Pharmacist  Vere  A.  Larsen. 

Pharmacist  Milford  Schwartz  has  pur- 
chased an  interest  in  the  Neal  C.  Chancellor 
Pharmacy  in  Huron.  He  has  been  pharmacist 
manager  of  the  Haggar  Di’ug  Store  in  Water- 
town  for  several  years.  T.  K.  Haggar  reports 
that  he  will  move  to  Watertown  and  that 
Pharmacist  F.  O.  Salmonson  of  Lake  Norden 
will  manage  the  Haggar  Drug  Store  in  Sioux 
Falls. 

Pharmacist  Ralph  Williams  who  has  been 
employed  in  the  Corner  Drug  Company, 
Pierre,  returned  to  Sioux  City,  Iowa,  May  1st 
to  work  for  the  Toller  Drug  Company  of  that 
city.  Pharmacist  Albert  H.  Zarecky  of  Water- 
town  is  expected  to  fill  the  position  at  the 
Corner  Drug  Company  on  about  June  1st. 

Pharmacist  Raymond  Andrews,  who  has 
been  employed  in  the  Morris  J.  Jones  Drug 
Store  in  Aberdeen  has  purchased  a farm  in 
Minnesota  and  will  move  there  shortly. 
Morris  Jones  is  looking  for  a pharmacist  to 
fill  this  vacancy. 
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Reports  from  the  Washington  Representative  of  N.  A.  R.D. 

by  George  H.  Fraies 


PLAN  NOW  TO  ATTEND  THE  GOLDEN 
ANNIVERSARY  CONVENTION  OF  THE 
NATIONAL  ASSOCIATION  OF  RETAIL 
DRUGGISTS,  OCTOBER  12  to  16,  1948  — 
ATLANTIC  CITY,  N.  J. 

U.  M.  T.  — SELECTIVE  SERVICE.  The 
Committee  on  Armed  Services  is  continuing 
its  work  in  executive  session  on  the  draft  of 
proposed  legislation  for  Universal  Military 
Training  and  re-enactment  of  Selective  Serv- 
ice. The  Committee  has  agreed  that  any  legis- 
lation to  be  reported  should  not  require  regis- 
tration of  any  person  who  is  26  years  of  age  or 
over. 

F & DA  LEGISLATION.  A bill  to  amend 
the  Federal  Food,  Drug  and  Cosmetic  Act 
(H.  R.  4071),  by  Representative  Miller,  of 
Connecticut,  is  well  on  its  way  to  the  White 
House.  It  was  written  to  plug  up  a loophole 
not  covered  by  the  U.  S.  Supreme  Court’s 
decision  in  the  Sullivan  case.  Under  the 
present  law  seizure  and  condemnation  pro- 
cesses apply  to  an  article  “while  in  interstate 
commerce.”  The  bill  amends  this  provision 
by  inserting  the  words  “or  while  held  for 
sale”  (whether  or  not  the  first  sale)  after  ship- 
ment in  interstate  commerce. 

THE  OVER-TIME-ON-OVERTIME  PROB- 
LEM. The  Fair  Labor  Standards  Act  pro- 
hibits employment  of  any  employees  engaged 
in  commerce  for  work  in  excess  of  40  hours 
per  week  unless  such  employee  is  paid  time 
and  one  half  his  “regular  rate”  for  each  hour 
in  excess  of  40  hours  per  week.  Every  em- 
ployer in  every  industry  subject  to  the  Fair 
Labor  Standards  Act  may  be  liable  to  each 
employee  for  additional  compensation  for 
each  week  he  works  in  excess  of  40  hours 
where  the  scheduled  work  day  or  work  week 
includes  periods  for  which  over  time  is  paid. 
H..  R.  4387,  recently  introduced  by  Congress- 
man Goodwin  of  Massachusetts,  is  written  to 
correct  this  situation. 

A GEM  IN  CORRESPONDENCE.  Con- 
gressman Chadwick  of  Pennsylvania  received 
the  following: 


Sir: 

I want  to  thank  you  for  the  booklet  “In- 
fant Care”  that  you  recently  sent  my  wife. 
However,  if  you  really  desire  to  be  of 
service  there  are  several  things  that  would 
certainly  help  me  and  millions  of  other 
families. 

My  wife  recently  sent  me  the  the  drug 
store  to  buy  some  things  for  the  twins. 
Namely,  baby  oil  and  baby  powder.  I found 
to  my  immense  surprise  and  disgust  that 
the  Federal  Government  levied  an  eight 
cent  Tax  on  a bottle  of  baby  oil  for  a total 
expense  of  fifty  cents!  Qestioning  the 
druggist  he  stated  it  was  a “luxury  tax!” 
In  other  words  my  babies’  chapped  bottoms 
are  a luxury!  I hope  sincerely  that  every 
member  of  Congress  has  a luxurious 
bottom! 

AMERICA’S  SECURITY  IS  YOUR  SEC- 
URITY — BUY  U.  S.  SECURITY  BONDS. 
The  U.  S.  Treasury  department  started  its 
security  loan  campaign  on  the  15th  of  this 
month  with  an  ambitious  drive  to  sell  as 
many  billions’  worth  of  U.  S.  savings  bonds 
to  the  public  as  possible  between  now  and 
June  30.  These  securities  are  the  same  E,  F 
and  G issues  that  were  known  as  war  bonds. 
The  E issue  is  the  most  popular,  maturing  in 
10  years  and  yielding  $100,  for  example,  on 
an  initial  investment  of  $75.  To  any  of  the 
customers  who  have  enough  spare  cash  left 
after  raids  on  their  earnings,  our  advice  is  to 
buy  some  of  these  bonds.  They’re  a fair 
hedge  against  inflation,  and  they  are  backed 
by  the  U.  S.  government  — meaning  that,  if 
they  aren’t  good  investments,  nothing  else 
in  the  country  is  either. 

ESTIMATED  PHARMACISTS  PER 
CAPITA.  Twenty-one  States  have  more 
than  60  retail  phramacists  per  100,000  per- 
sons; 17  States  have  from  45  to  60  retail 
pharmacists  per  100,000  persons,  and  10  States 
have  less  than  45  retail  pharmacists  per  100,- 
000  persons. 

COLLEGES  OF  PHARMACY.  There  are 
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22  colleges  of  pharmacy  in  the  U.  S.  having 
over  250  students;  28  colleges  having  from 
150  to  250  students;  while  12  colleges  have 
less  than  150  students.  Within  the  last  few 
years  9 new  colleges  of  pharmacy  have  been 
established. 

NEW  CABINET  MEMBER.  We  now  have 
another  Cabinet  member,  Paul  G.  Hoffman, 
who  will  have  charge  of  the  European  Re- 
covery Program.  Congress  has  provided  66.1- 
billion  for  the  next  twelve  months  for  this 
purpose. 

COCOA  BUTTER  SUBSTITUTE.  A syn- 
thetic water-soluble  substitute  for  cocoa 
butter  called  “Postonal”  is  described  in  a 
technical  bulletin  on  German  pharmaceutical 
preparations  now  on  sale  by  the  Office  of 
Technical  Services,  U.  S.  Department  of 
Commerce.  “Postonal”  is  a polymerized 
ethylene  oxide  containing  chemically  com- 
bined castor  oil.  The  Germans  used  it  as  a 
raw  material  for  suppositories.  Being  a water 
soluble  wax  it  may  have  other  pharmaceutical 
uses. 

PRESCRIPTION  LEGEND  DRUGS.  Any 
packaged  drug  bearing  the  prescription 
legend  “Caution:  To  be  used  only  by  or  on 
the  prescription  of  a physician,”  cannot  be 
sold  across  the  counter.  This  warning  has 
been  repeated  so  many  times  that  we  are  un- 
able to  understand  why  some  retail  pharm- 
acists, through  inadvertency  or  carelessness, 
continue  this  practice.  The  Food  and  Drug 
Administration  is  now  actively  engaged  in 
checking  violations.  It  has  been  suggested 
that  all  drugs  marked  with  the  prescription 
legend  should  be  segregated  . 

WHO?  The  first  World  Health  Organiza- 
tion assembly  is  scheduled  to  meet  in  Geneva, 
Switzerland,  on  June  24,  1948.  In  developing 
program  proposals  the  disease  entities  singled 
out  for  emphasis  are  malaria,  tuberculosis, 
and  the  group  of  venereal  diseases,  with 
special  reference  to  syphilis. 

FACTS  ABOUT  VETERANS.  There  were 
more  than  109,000  patients  hospitalized  by 
the  Veterans  Administration  on  March  1. 
Sixty-three  per  cent  more  World  War  II  vet- 
erans were  admitted  to  Veterans  Administra- 
tion hospitals  during  1947  than  during  the 
previous  year.  Although  a mere  2 per  cent 
of  the  nation’s  doctors  are  qualified  psy- 
chiatrists, 60  per  cent  of  the  Veterans  Admin- 


istration medical  load  consists  of  patients  re- 
quiring psychiatric  care.  The  VA  is  training 
more  psychiatrists  than  all  the  schools  in  the 
country.  One  out  of  every  10  persons  in  the 
U.  S.  is  a veteran  of  World  War  II.  About  2 
out  of  every  3 men  between  the  ages  of  20-35 
are  World  War  II  veterans.  By  1952,  veterans 
and  their  families  will  number  an  estimated 
43  per  cent  of  the  nation’s  population.  Amer- 
ican pharmacy  is  supplying  the  veterans  with 
the  best  pharmaceutical  service  obtainable, 
thanks  to  the  VA  home-town  Rx  service. 

POST  EXCHANGES.  During  the  war 
military  and  naval  outlets  expanded  tre- 
mendously and  retail  groups  did  not  complain 
too  much,  generally  speaking,  because  of 
policies  reached.  Since  the  end  of  the  war, 
however,  retailers  are  becoming  more  vocal 
in  their  complaints;  the  complaints  are  pri- 
marily falling  into  two  groups: 

1.  That  post  exchanges  handle  classifica- 
tions of  goods  which  are  far  from  neces- 
sities and  should  be  purchased  by  the 
military  personnel  from  regular  retail 
outlets. 

2.  That  there  is  diversion  in  that  civilians 
who  are  not  entitled  to  buy  do  so 
through  friends  and  associates. 

These  stores  sell  merchandise  without  the 
payment  of  the  federal  excise  tax.  The  War 
Department  has  adopted  a special  order  de- 
partment wherein  post  exchanges  can  buy 
any  item  up  to  $300  from  wholesalers  or 
manufacturers  and  then  the  military  person- 
nel can  pay  the  post  exchange  10  per  cent  or 
$3.00  for  the  service  rendered. 

HILL’S  COLD  TABLETS.  The  Federal 
Trade  Commission  closed  without  prejudice 
the  case  against  the  makers  of  Hill’s  Cold 
Tablets.  The  drug  acetanilid  has  been  elim- 
inated from  the  preparation  and  acetopheneti- 
din  substituted.  It  is  stated  that  the  removal 
of  acetanilid  from  the  preparation  provides 
more  effective  relief  to  the  public  than  any 
revealing  notice  which  might  be  required  in 
advertisements. 

MINERAL  OIL  CAUTION.  The  Food  and 
Drug  Administration  has  put  thumbs  down 
on  the  promiscuous  use  of  Mineral  Oil.  The 
agency  suggests  the  following  form  of  warn- 
ing: 

“Caution:  To  be  taken  only  at  bedtime. 
Do  not  use  at  any  other  time  or  administer  to 
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infants,  except  upon  the  advice  of  a phys- 
ician.” 

RETAIL  DRUG  SALES  UP  6 PER  CENT. 
The  February  sales  of  retail  drug  stores  total 
$280  million,  the  highest  February  on  record, 
and  an  increase  of  6 per  cent  over  February 
of  last  year.  Of  the  total  February  sales 
chain  drug  stores  accounted  for  $66  million, 
24  per  cent,  and  independent  stores  $214 
million,  76  per  cent.  Total  retail  drug  sales  in 
February  1939  were  estimated  at  $118  million, 
or  42  per  cent  of  present  levels. 

EXPENSIVE  LUXURIES.  Never  in  peace- 
time has  the  cost  of  government  been  so  high. 
In  1947  the  total  tax  collection,  all  units,  ap- 
proximated 55  billions,  of  which  about  43 
billions  were  Federal  and  12  state  and  local. 
This  represents  roughly  one-third  of  our  total 
national  income.  If  your  income  is  nicked  one- 
third  for  known  taxes,  what  do  you  think 
you  pay  in  hidden  taxes? 

' THOUGHT  FOR  THE  DAY 
The  future  is  no  more  uncertain  than  the 
present. 

— Walt  Whitman 


DISTRIBUTION  OF 
HEALTH  PRODUCTS  ASSAILED 

Promiscuous  distribution  of  livestock  health 
products  through  outlets  other  than  the  drug 
store  was  assailed  by  Dr.  John  W.  Dargavel, 
executive  secretary  of  The  National  Associa- 
tion of  Retail  Druggists,  at  the  convention  of 
the  Animal  Health  Institute  held  in  St.  Paul 
on  April  19.  “It  is  deplorable  that  veterinary 
medicines  have  been  commercialized  to  the 
point  where  they  are  treated  in  the  same 
manner  as  canned  beans  with  tomato  sauce,” 
he  declared. 

Dr.  Dargavel  explained  that  the  opinions 
he  expressed  and  the  observations  he  made 
were  derived  from  a recent  survey  he  made 
on  the  business  in  livestock  health  products 
among  retail  druggists  in  the  farm  area.  “The 
accumulated  information  throws  light  on  con- 
ditions we  ought  to  do  everything  possible  to 
correct,”  he  emphasized. 

“The  retail  druggists  once  handled  most  of 
the  poultry  and  animal  remedies  sold  to 
farmers,”  Dr.  Dargavel  pointed  out.  “They 
have  lost  much  of  the  business  in  the  last  ten 
years,  and  the  trend  continues  to  run  against 
them.  There  may  be  various  explanations 


for  it.  The  retail  druggists  contend  that  the 
situation  developed  from  the  greed  of  manu- 
facturers in  the  field  of  livestock  health 
products.  You  may  deny  the  charge.  Yet,  it 
is  in  line  with  the  facts.  Animal  and  poultry 
remedies  today  are  on  sale  in  elevators,  feed 
stores,  hatcheries,  grocery  stores,  confection- 
aries and,  perhaps,  even  in  pool  halls.  It  sur- 
prises me  to  find  that  the  beer  joints  have 
been  overlooked.” 

Dr.  Dargavel  read  several  of  the  numerous 
letters  he  had  received  from  retail  druggists 
in  small  towns.  They  expressed  bitter  objec- 
tions to  promiscuous  distribution  of  livestock 
health  products. 

“I  could  quote  in  the  same  vein  for  a couple 
of  hours  from  correspondence  with  retail 
druggists  over  the  entire  country,”  he  said. 
“The  situation  they  complain  about  is  one 
that  calls  for  realistic  analysis  from  the  stand- 
point of  the  essentials  involved  in  service  of 
the  livestock  division  of  agricultural  produc- 
tion. It  was  a serious  blunder  for  the  manu- 
facturers of  veterinary  medicines  to  allow 
their  products  to  be  sold  outside  the  drug 
store.  Thereby  they  put  scientific  animal  and 
poultry  medication  in  the  identical  classifica- 
tion of  the  nostrums  of  the  peddlers.” 

Dr.  Dargavel  related  a story  told  to  him  by 
prominent  retail  druggist  in  a rural  area: 

“The  wife  of  a farmer  purchased  a quantity 
of  sulfaguadmidine  for  the  treatment  of 
coccidiosis  in  a large  flock  of  turkeys.  Two 
days  later  a daughter  of  the  woman  returned 
it.  The  pharmacist  was  curious  to  know  the 
reason.  He  asked  the  girl  about  it.  She  said 
that  one  of  the  hatcheries  in  the  town  sold 
the  drug  for  $2  a pound  less. 

“The  pharmacist  checked  catalogues  and 
jobber  sheets.  The  charge  he  made  fr  the 
sulfaguadmidine  was  proper. 

“Later,  in  a conversation  with  the  woman’s 
husband,  the  pharmacist  learned  that  the  feed 
stores  of  the  town  sold  the  drug  for  $3  a 
pound  less  than  he  did. 

“Many  retail  druggists  have  related  similar 
incidents  to  me.  Promiscuous  distribution  of 
poultry  and  animal  remedies  have  been  in- 
jurious to  the  prestige  of  the  retail  druggists 
in  the  agricultural  communities.  It  has  made 
them  look  like  gougers  of  the  public.  None 
of  you  in  justice  can  blame  them  for  the 
attitudes  of  resentment  they  have  displayed 
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towards  manufacturers  of  livestock  health 
products.” 

Dr.  Dargavel  stressed  that  nobody  with 
sense  enough  to  shell  peanuts  before  he  eats 
them  would  insist  that  a hardware  dealer  or 
a feedman  or  a creamery  manager  is  qualified 
to  provide  pharmaceutical  service  necessary 
to  the  welfare  of  the  livestock  industry. 
Then  he  added: 

“Yet  a considerable  number  of  manufac- 
turers of  veterinary  medicines  is  interested 
only  in  business  volume,  and  it  is  their  policy 
to  be  indifferent  to  the  nature  of  the  outlets 
they  use.  The  welfare  of  the  livestock  in- 
dustry is  secondary  in  the  plans  of  distribu- 
tion they  have  adopted.” 

Dr.  Dargavel  said  that  the  retail  druggists 
in  the  farm  areas  are  also  hot  around  their 
collars  over  the  narrow  margins  numerous 
manufacturers  of  animal  and  poultry  reme- 
dies allow.  “To  be  honest,  it  must  be  ad- 
mitted that  in  many  cases  the  discounts  are 
too  low,  and  that  they  reflect  conditions  ten 
or  more  years  in  the  past.  The  overhead  of 
the  retail  druggists  has  increased  to  the  point 
where  their  net  profits  are  meager  — close  to 
zero.  They  are  unable  to  mesh  the  added 
costs  with  the  narrow  margins  they  have  to 
contend  with.” 

Then  he  emphasized  that  the  manufac- 
turers of  livestock  health  products  with  out- 
dated discounts  had  answered  with  the 
silence  of  arrogance  the  sound  arguments  in 
support  of  larger  margins  for  the  retail 
druggist. 

Dr.  Dargavel  called  attention  to  the  fact 
that  a sizable  number  of  manufacturers  in  the 
field  of  livestock  health  products  continued 
to  do  business  outside  of  Fair  Trade.  “There 
seems  to  be  only  one  reason  for  it,”  he  said. 
“They  prefer  the  wolfish  game  of  cut-throat 
competition.”  He  added  that  is  was  logical  to 
conclude  they  care  nothing  for  the  retail 
druggist. 

Towards  the  end  of  his  address,  Dr.  Dar- 
gavel submitted  a program  that  the  retail 
druggists  in  the  agricultural  communities  ex- 
pected the  manufacturers  of  animal  and 
poultry  remedies  to  follow: 

1.  They  should  make  extensive  tests  of 
every  item  they  plan  to  sell  before  making  a 
final  decision  to  offer  it  for  sale. 

2.  The  prices  they  charge  for  their  products 


should  be  fair  from  every  standpoint. 

3.  Veterinary  medicines  should  be  adver- 
tised in  farm  papers  in  a manner  that  stresses 
the  professional  service  of  the  retail  druggist. 

4.  The  discounts  should  provide  adequate 
margins  to  cover  the  increased  overhead  of 
the  retail  druggist. 

5.  The  products  they  sell  should  be  placed 
under  Fair  Trade. 

6.  Competent  fieldmen  should  be  employed 
to  hold  clinics  now  and  then  in  collaboration 
with  local  druggists. 


DENVER  SITE 
OF  CONFERENCE 

The  Second  Rocky  Mountain  Cancer  Con- 
ference will  be  held  in  Denver  July  14th  and 
15th. 

These  speakers  have  accepted  program  as- 
signments as  follows: 

Colon  and  Rectum:  Dr.  Fred  Rankin,  Lexing- 
ton, Kentucky 

Urinary  Tract:  Dr.  Herman  Kretschmer, 
Chicago,  Illinois 

Gastro-Intestinal.  Dr.  Morris  Barrett,  Beth- 
esda,  Maryland 

Brain  & Nervous  System:  Dr.  Alfred  Adson, 
Rochester,  Minnesota 

Bone:  Dr.  Cly  H.  Hatcher,  Chicago,  Illinois 
Lung:  Dr.  Alton  Ochsner,  New  Orleans, 
Louisiana 

Isotopes:  Dr.  John  Lawrence,  Berkeley/Cali- 
fornia 

Esophagus:  Dr.  Richard  Sweet,  Boston, 
Massachusetts 

Laboratory  Diagnosis:  Dr.  John  Budd,  Los 
Angeles,  California 

General  Practice:  Dr.  Archer  C.  Sudan,  Den- 
ver, Colorado 

The  Conference  is  financed  wholly  by  con- 
tributed funds,  mostly  through  the  American 
Cancer  Society  hence  no  registration  fee. 

Denver’s  hotels  have  reserved  fine  rooms 
in  quantity.  Plan  to  attend  the  unusual,  non- 
scientific  banquet  and  entertainment  the 
evening  of  July  14.  Visit  the  mountains  or  go 
fishing  while  on  this  trip — just  an  hours  ride 
from  Denver. 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Assoc.  Professor  Pharmacology 
South  Dakota  State  College 


The  Status  of  Streptomycin: 

The  following  report  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association  is  adapted  from  the  Sec- 
retary’s report  which  appeared  in  J.A.M.A. 
135:839  (Nov.  29,  1947). 

STREPTOMYCIN 
Effective  In 

Many  gram-negative  bacillary  infections: 
Tularemia 

Hemophilus  influenzae  meningitis  and 
pneumonia 

Urinary  tract  infections,  wound  infections 
and  bacteremias  due  to: 

Echerichia  coli 
Bacillus  proteus 
Pseudomonas  aeruginosa 
Aerobacter  aerogenes 
Plague 

Meningitis  due  to  all  gram  negative  bacilli 
Infections  due  to  Klebsiella  pneumoniae 
Shigella  dysentery 

Occasionally  Effective  In 
Certain  infection  due  to  gram-positive  organ- 
isms and  streptomycin-sensitive  strains  of 
organisms  when  they  do  not  respond  to 
penicillin: 

(It  is  to  be  emphasized  that  penicillin  is  the 
drug  of  choice  in  the  treatment  of  these  in- 
fections, except  diphtheria,  and  only  rarely  is 
streptomycin  of  clinical  value). 

Bacteremia  and  septicemia  due  to  hemolytic 
streptococci 

Endocarditis  due  to  green-producting  strep- 
tococci (viridans) 

Staphylococcus  aureus  infections 
Staphylococcus  albues  infections 
Anthrax 

Diphtheria  (but  ineffective  against  toxin, 
therefore  antitoxin  should  always  be  the 
primary  treatment). 

Partially  Effective,  But  Extent  of  Usefulness 
Still  Undetermined  In 

Pertussis 

Tuberculosis 

Leprosy 


Gonorrhea 

Generally  Not  To  Be  Used  At  Present  In 

Typhoid  fever 

Paratyphoid  fever 

Amebic  dysentery 

Undulant  fever 

Toxoplasmosis 

Histoplasmosis 

Acute  rheumatic  fever 

Disseminated  lupus  erythematosus 

Localized  lupus  erythematosus 

Infectious  mononucleosis 

Pemphigus 

Acute  and  chronic  leukemia 
Ulcerative  colitis 
Coccidioidomycosis 

Polioymelitis  and  all  other  viral  infections 

Blastomycosis 

Moniliasis 

Syphilis 

Toxicity 

Large  doses  or  administration  of  strepto- 
mycin for  longer  than  two  or  three  weeks  not 
infrequently  leads  to  toxic  reactions  of  vary- 
ing severity.  The  most  frequent  serious  toxic 
reaction  is  impariment  of  function  of  the 
vestibular  portion  of  the  eighth  cranial  herve. 
All  degrees  of  impairment  of  vestibular  func- 
tion have  been  observed,  and  this  damage  ap- 
pears to  be  permanent.  Compensation  occurs 
in  most  patients,  but  total  loss  of  vestibular 
function  may  severely  handicap  the  patient. 
Loss  of  hearing,  particularly  to  high  frequen- 
cies, has  also  been  observed  and  although 
often  transitory  may  be  serious.  The  oc- 
currence of  tinnitus  is  an  indication  for  dis- 
continuing therapy.  Decreased  kidney  func- 
tion and  even  anuria  have  been  reported  and 
occur  most  frequently  in  patients  with  pre- 
vious kidney  damage.  Minor  toxic  reactions 
including  pain  at  site  of  injection,  urticaria 
and  other  cutaneous  rashes  are  not  infrequent 
following  streptomycin  therapy. 

Administration 

Streptomycin  is  supplied  as  a sulfate  or 
hydrochloride  salt  in  vials  containing  the 
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equivalent  of  1 Gm.  of  streptomycin  base. 
The  contents  of  the  vial  may  be  dissolved  in 
sterile,  pyrogen-free  water  or  in  isotonic  so- 
dium chloride  solution  to  give  a concentration 
of  100  to  500  mg.  of  streptomycin  base  per 
cubic  centimeter.  Although  streptomycin  is 
reasonably  stable,  solutions  should  be  kept 
under  refrigeration  and  should  be  prepared 
freshly  each  day. 

Dosage 

The  dosage  of  streptomycin  should  be 
governed  by  the  sensitivity  of  the  infecting 
organism.  In  general,  acute  infections  may  be 
treated  with  a total  dose  of  2 or  3 Gm.  daily, 
given  in  divided  doses  three  to  four  hours 
apart.  The  drug  should  be  given  by  intra- 
muscular or  subcutaneous  injection.  Oral 
dosage  ^ineffective,  and  intravenous  admin- 
istration may  lead  to  undesirable  side  re- 
actions. In  chronic  or  less  severe  infections  a 
daily  dose  of  1 to  2 Gm.  may  be  sufficient  to 
control  the  disease.  In  infections  of  the 
urinary  tract  success  cannot  be  assured  un- 
less anatomic  obstructions  to  urinary  flow  are 
removed.  In  mixed  infections  concomitant 
therapy  with  penicillin  may  be  useful.  Most 
infections  due  to  susceptible  organisms  will 
respond  within  seven  to  fourteen  days  of  the 
initiation  of  treatment.  Prolonged  therapy 
of  acute  infections  is  usually  useless  and  may 
be  dangerous. 

Intrathecal  injections  of  streptomycin  must 
be  employed  in  meningeal  infections.  The 
total  daily  dose  should  not  exceed  50  to  100 
mg.,  and  the  concentration  of  the  drug  should 
not  be  greater  than  50  mg.  per  cubic  cen- 
timeter. Severe  neurologic  reactions  are  oc- 
casionally observed  following  intrathecal  ad- 
ministration of  the  drug. 

Streptomycin  Resistance 

Most  susceptible  organisms  may  rapidly 
become  resistant  to  streptomycin.  If  therapy 
proves  ineffective,  as  in  vitro  test  of  the  in- 
fecting organism  may  reveal  that  it  is  re- 
sistant to  high  concentrations  of  strepto- 
mycin. In  this  event  further  streptomycin 
therapy  will  usually  prove  to  be  futile  and 
undesirable. 

Procaine  Penicillin: 

Sullivan,  Symmes,  Miller  and  Rhodehamel 
(1)  have  reported  on  a new  crystalline  peni- 
cillin complex  produced  by  chemically  com- 
bining procaine  with  penicillin  G.  This  is  a 


sparingly  soluble  penicillin  which  may  be 
administered  in  various  vehicles  such  as  oil, 
oil  and  fater  emulsion,  or  physiological  saline. 
The  crystals  have  a solubility  of  approxi- 
mately 7000  units  per  cubic  centimeter  in  the 
above  vehicles.  They  contain  not  less  than 
90  per  cent  of  penicillin  G with  a potency  of 
940  units  per  milligram  (1040  units  per  milli- 
gram theoretical). 

The  administration  of  a suspension  of  pro- 
caine penicillin  results  in  a slow  release  of 
penicillin  G over  prolonged  periods  with  con- 
sequent prolongation  of  therapeutic  effect. 
Procaine  penicillin  suspended  in  cottonseed 
oil  was  administered  to  21  hospitalized 
patients.  The  preparation  contained  300,000 
units  per  cubic  centimeter.  Of  17  patients  re- 
ceiving a single  injection  of  1 cc.  (300,000 
units)  only  1 showed  a blood  level  of  less  than 
.062  units  per  cc.  at  the  end  of  24  hours.  In 
the  other  16  patients,  blood  levels  of  penicillin 
ranged  from  .062  to  0.329  at  the  end  of  a 24 
hour  period.  Many  of  the  patients  showed 
levels  of  0.124.  Two  patients  receiving  2 cc. 
(600,000  units)  of  the  preparation  showed 
blood  levels  of  0.124  and  .062  at  the  end  of  24 
hours.  One  patient  receiving  3 cc.  (900,000 
units)  had  a blood  level  of  .031  at  the  end  of 
36  hours  and  one  patient  receiving  4 cc.  (1,- 
200,000  units)  had  a blood  level  of  0.124  at  the 
end  of  48  hours.  There  were  no  local  or 
systemic  reactions. 

Route  of  Administration:  Intramuscular. 
The  same  precautions  should  be  observed  as 
for  other  oil  or  suspension  injections.  Avoid- 
ance of  intravenous  injection  is  the  chief  con- 
sideration. 

How  Supplied:  Procaine  penicillin  is  avail- 
able as  Duracillin,  In  Oil  (Procaine  Penicillin 
G in  Oil,  Lilly)  in  1 cc.  and  10  cc.  rubber 
stoppered  ampoules,  300,000  units  per  cc. 
Duracillin,  In  Oil  is  a sterile  suspension  of 
Procaine  Penicillin  G in  refined  sesame  oil. 

(1)  Sullivan,  N.  P.,  Symmes,  A.  T.,  Miller,  H.  C., 
and  Rhodehamel,  H.  W.  Jr.,  Science,  107:169 
(Feb.  13,  1948). 
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Vaginal  Douches 

by 

George  E.  Whitson,  M.D.,  F.A.C.S.,  Madison,  South  Dakota 

and 

Fred  A.  Ellis,  A.B.  M.D.,  Chicago,  Illinois 


Vaginal  douches  have  been  used  for  diverse 
reasons  at  least  as  history  has  been  recorded. 
The  Papyrus  Ebers  tell  of  garlic  and  wine 
douches  for  menstrual  disorders;  cow’s  bile, 
cassia  and  oil  for  pelvic  inflammations;  and 
as  a final  resort  in  grave  conditions  a douche 
of  ass’s  milk  and  fresh  dates  were  prescribed. 

The  indications  for  vaginal  irrigation  and 
the  ingredients  of  the  solutions  used  have 
changed  considerably  since  ancient  times,  yet 
the  rationale  for  many  of  these  indications 
and  ingredients  still  seem  to  be  empiric  or 
even  akin  to  folk  medicine. 

There  is  considerable  confusion  in  the 
minds  of  physicians  as  well  as  in  the  minds 
of  women  concerning  the  proper  uses  and 
limitations  of  vaginal  douching.  The  con- 
fusion in  the  physician’s  mind  results  from 
several  factors  among  which  one  can  list  the 
following: 

1.  Divergent  opinions  expressed  in  current 
gynecology  textbooks.  The  following  con- 
tradictory statements  will  illustrate  this 
point.  “The  use  of  douches  two  or  three  times 
per  week  by  perfectly  normal  women  with- 
out leukorrhea  is  reasonable.”1  “Frequent 
douching  for  cleanliness  is  not  only  unneces- 
sary but  potentially  harmful  due  to  inter- 
ference with  normal  vaginal  biology  and  de- 
fense mechanisms.”2 

2.  Brief,  incomplete  and  occasionally  in- 
consistent discussions  concerning  vaginal 
douches  in  current  gynecology  textbooks 
based  too  often  on  opinions  and  assumptions 
rather  than  on  scientific  evidence. 

3.  A dearth  of  critical  clinical  investigation 
concerning  the  potential  usefulness  and 
limitations  of  vaginal  irrigation  and  irrigating 
solutions. 

4.  The  frequently  used  backward  pro- 
cedure of  assuming  an  indication  or  prepara- 
tion to  be  satisfactory  until  proved  otherwise. 
For  example,  it  has  long  been  assumed  that 
Monilia  Albicans  grows  best  in  an  acid  media 
because  this  organism  frequently  causes  a 


vaginitis  during  pregnancy  when  the  vagina 
is  most  acid,  and  that  therefore  alkaline 
douches  are  indicated.  Scientific  experiments 
by  Karnaky3  showed  that  Monilia  Albicans 
grows  profusely  on  Sabouraud’s  media  hav- 
ing any  pH  from  3.90  to  10.82. 

5.  The  irresponsible  advertising  of  un- 
scientific information  by  “ethical”  phar- 
maceutical firms.  The  manufacturer  of  one 
widely  used  douch  preparation  states  in  its 
advertising  to  “the  Profession”  that,  “Clinical 
tests  have  shown  that  leukorrheal  discharges 
were  stopped  or  materially  reduced  in  83% 
of  the  cases  and  completely  stopped  in  67%. 
“The  cases”  were  a series  of  twelve  patients 
whose  leukorrhea  was  stated  to  have  been 
caused  by  chronic  endocervicitis,  mal-nutri- 
tion,  hyperthyroidism,  uterine  retroversion  or 
some  undetermined  etiology.  It  seems  un- 
likely that  vaginal  douches  would  have  any 
effect  on  the  causes  of  leukorrhea  listed 
above.  Another  “ethical”  firm  presents  the 
following  pearls  of  nonsense  in  its  pro- 
fessional advertising  brochure,”  ....  is  a 
powerful  inhibitory  antiseptic,  efficient  in  re- 
moving infection  and  thick  tenacious  mucous, 
and  is  an  all  purpose  healing  antiseptic  solu- 
tion or  dusting  powder  as  well  as  douche,” 
“For  simple  cleansing  douche  the  patient  may 
sit  astride  the  douche  pan  or  toilet  bowl,” 
“The  cleansing  douche  is  used  as  a routine 
hygienic  measure  in  health,”  “In  endometritis 
hot  douches  of  short  duration  are  usually 
helpful.” 

6.  The  manufacture  and  sales  promotion  of 
irrational  preparations  by  “ethical”  phar- 
maceutical firms.  Gutman’s  Encyclopedia  of 
Modern  Drugs  (1946)  lists  nineteen  douche 
preparations,  all  advertised  solely  to  phys- 
icians. Only  one  of  these  preparations  could 
be  considered  rational. 

Women  rarely  have  a clear  understanding 
of  the  proper  use  of  vaginal  douches;  many 
of  them  consider  that  douching  is  a necessary 
routine  in  their  daily  toilet  and  use  un- 
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scientific  preparations  which  often  cause  or 
aggravate  genital  disease.  The  chief  factors 
causing  confusion  in  women’s  minds  con- 
cerning vaginal  douches  are  the  following: 

1.  Perpetuation  of  folk  medicine  by  rela- 
tives, friends,  pseudo-scientific  writers,  et  al. 

2.  False  advertising  by  commercial  in- 
terests in  magazines,  newspapers  and  drug 
stores:  for  example,  “The  douche  is  now  an 
accepted  practice  by  millions  of  well  in- 
formed modern  women  as  a necessary 
routine,”  “If  only  young  wives  would  realize 
how  important  douching  two  or  three  times 
a week  often  is  to  intimate  feminine  clean- 
liness, health,  charm  and  marriage  hap- 
piness,” “The  custom  of  vaginal  douching  is 
so  great  today  — the  question  is  not  whether 
a woman  should  douche  — but  rather  what 
she  should  put  in  the  douche.” 

3.  Unsound  professional  advice.  Physicians 
too  often  prescribe  irrational  douche  pre- 
parations, advise  douching  when  the  pro- 
cedure is  not  indicated  and  fail  to  give  care- 
ful, detailed,  directions  assuming  that  the 
patient  understands  the  proper  technic. 
Folders  prepared  by  pharmaceutical  firms 
and  given  to  physicians  for  distribution  to 
their  patients  often  contain  much  unscientific 
information. 

This  report  has  been  prepared  to  present 
an  evaluation  of  available  data  concerning 
the  indications,  solutions,  equipment,  technic 
and  potentially  harmful  effects  of  vaginal 
douching.  Evaluation  has  been  based  upon 
published  scientific  data  concerning  vaginal 
douches,  pertinent  information  from  current 
textbooks  on  pharmacology,  physical  med- 
icine and  medical  therapeutics  and  finally  the 
consensus  of  leading  gynecological  author- 
ities. 

A brief  resume  of  pertinent  aspects  of 
vaginal  biology  will  be  presented  in  order 
that  the  ensuing  discussions  may  be  more 
easily  understood. 

Zweifel4  demonstrated  in  1877  that  the 
vaginal  discharge  is  normally  acid  and  that 
the  acidity  is  due  to  the  presence  of  lactic 
acid.  His  work  has  been  confirmed  by  numer- 
ous investigators  and  now  it  is  generally  ac- 
cepted that  lactic  acid  is  chiefly  responsible 
for  vaginal  acidity. 

During  the  sexually  mature  period,  estro- 
gen secretion  causes  a deposition  of  glycogen 


in  the  vaginal  epithelium.  An  abundance  of 
glycogen  is  usually  associated  with  high  vag- 
inal acidity  whereas  scanty  or  abscent 
epithelial  glycogen  is  associated  with  reduced 
acidity.  It  is  therefore  assumed  that  the 
glycogen  of  the  mucosa  is  metabolized  into 
lactic  acid  and  is  thus  the  primary  source  of 
vaginal  acidity.  The  metabolism  of  glycogen 
to  lactic  acid  is  not  completely  understood, 
however  it  has  been  suggested  that  the  lacto- 
bacilli  of  Doderlein  are  chiefly  responsible 
for  this  change  probably  aided  by  enzymes 
and  other  aciduric  bacteria.5  6 Karnaky  has 
found  that  the  vaginal  epithelium  has  a lower 
pH  after  all  secretions  have  been  wiped  off 
and  the  surface  dried,  suggesting  that  the 
acidity  of  the  vaginal  mucosa  may  be  due 
primarily  to  enzymatic  action  independent  of 
Doderlein  bacilli  and  other  extra  mocosal  fac- 
tors.7 

Vaginal  acidity  changes  during  the  various 
phases  of  life  depending  on  the  amount  of 
estrogen  secretion.  Cruickshank  and  Shar- 
man8  have  found  that  the  vaginal  vuccosa  at 
birth  has  an  acid  reaction  (due  to  maternal 
estrogen)  which  persists  for  one  or  two  weeks 
becoming  neutral  or  mildly  alkaline  after  the 
first  month  or  two  of  life.  The  alkalinity  lasts 
until  puberty  at  which  time  the  reaction 
changes  to  acid  remaining  so  throughout 
sexual  maturity,  at  a pH  range  between  4.0 
and  5.0.  During  pregnancy  the  vaginal  acidity 
reaches  its  maximum  especially  during  the 
last  trimester.  After  the  menopause,  the  re- 
action usually  becomes  neutral  or  mildly 
alkaline.  Rakoff9  and  Guest10  have  shown 
that  the  vaginal  acidity  is  greatest  during  the 
ovulatory  period  and  lowest  during  menstrua- 
tion or  just  following  the  menses. 

Various  factors  may  cause  a lowering  of 
vaginal  acidity,  including:  alkaline  cervical, 
Bartholin’s  and  Skene’s  secretions,  mechan- 
ical manipulations  in  the  vagina  (vaginal  ex- 
aminations, coitus)  menstrual  flow,  uterine 
bleeding,  vaginal  inflammations,  and  douch- 
ing with  neutral,  alkaline  or  irritating  chem- 
ical solutions.5  6 Lowering  of  the  vaginal 
acidity  favors  the  growth  of  pathogenic  or- 
ganisms and  discourages  the  growth  of  the 
normal  vaginal  bacteria.  Reduction  of  the 
normal  bacteria  reduces  the  amount  of  gly- 
cogen metabolized  to  lactic  acid  and  thus 
further  reduces  acidity.  Rakoff5  states  that, 
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apparently  there  are  few  organisms  which 
having  an  opportunity  to  enter  the  normal 
vagina  can  survive  and  flourish  in  an  en- 
vironment of  pH  4.0  to  4.5.  Monilia  Albicans 
can  grow  on  almost  any  pH  and  therefore 
can  flourish  in  the  normal  or  pregnant  vag- 
inal acidity.  The  vaginal  pH  is  one  of  the 
strongest  immediate  factors  in  determining 
the  type  of  vaginal  flora.  Numerous  obser- 
vers have  shown  that  a relationship  usually 
exists  between  vaginal  acidity  and  vaginal 
flora  based  on  Schroeder’s  classification.11 
Cruicksank  and  Sharman  8 have  made  the 
following  correlation: 

Grade  pH 

I  (Doderlein  bacilli  only)  . . . 4.0 — 4.4 

II  (Doderlein  and  other  organisms)  4.6 — 5.6 
III  (Organisms  other  than  Doderlein)  5.6 — 7.6 
Trussell  and  MacDougal12  found  the  fol- 
lowing values  in  late  pregnancy: 


Grade  Range  Average 

I 3.96—5.72  4.58 

II  3.99—6.10  5.03 

III  4.92—6.88  5.69 

Rakoff  et  al.5  have  made  the  following  ob- 
servations: 

Grade  Patients  pH  (average) 

I 210  4.56 

II  187  5.09 

III  323  5.54 


Brady  and  Reid13  summarize  their  find- 
ings from  studies  of  the  normal  defensive 
mechanism  of  the  vagina,  stating  that  vaginal 
defense  depends  primarily  on  the  three  fol- 
lowing conditions:  First,  that  the  vaginal  sec- 
retion remains  at  its  normal  low  pH;  second, 
that  the  Doderlein  or  vaginal  lactobacilli  are 
present  in  sufficient  numbers  to  form  lactic 
acid;  and  finally,  that  there  is  sufficient  car- 
bohydrate, perhaps  in  the  form  of  glycogen, 
in  the  vaginal  epithelial  cells  or  spaces  be- 
tween them  to  afford  adequate  nourishment 
for  the  continued  growth  and  activity  of 
Doderlein  bacilli. 

Vaginal  douches  have  been  recommended 
for  many  diverse  conditions  without  regard 
for  their  possible  effects  or  limitations.  The 
most  commonly  given  indications  include: 
cleansing,  antisepsis,  prophylaxis,  astrin- 
gency,  deodorizing,  alkalinizing,  acidifying, 
contraception,  pro-ception  and  pelvic  physical 
therapy.  Altho  only  two  or  three  of  these  in- 
dications can  be  considered  rational,  an 


evaluation  of  each  will  be  presented. 

Cleansing  of  the  vagina  is  seldom  necessary 
in  women  with  healthy  vaginas.  It  is  not  a 
necessary  part  of  the  routine  daily  toilet. 
Meker14  states,  that,  “daily  cleansing  of  the 
healthy  vagina  is  no  more  necessary  than  a 
daily  gastric  lavage.  Cleansing  is  not  even 
necessary  following  the  menses  or  coitus  be- 
cause the  normal  vaginal  acidity  and  flora 
operate  to  maintain  proper  cleanliness  at  all 
times.”  Barr15,  Krusen16  and  Crossen2  be- 
lieve  that  frequent  cleansing  douches  are  un- 
necessary and  potentially  harmful  because 
they  interfere  with  the  normal  vaginal 
biology  and  its  germicidal  defense  mechan- 
isms. In  the  presence  of  genital  disease  with 
leukorrhea,  simple  mechanical  cleansing  of 
the  vagina  to  remove  excessive  secretions, 
exudates,  cellular  debris  or  accumulated 
medications  may  bring  palliative  comfort  to 
the  patient  by  reducing  irritations,  removing 
offensive  odors  and  preventing  the  soiling  of 
clothing.  The  following  conditions  sometimes 
require  cleansing  irrigations  for  the  patient’s 
comfort  however  it  should  be  clearly  under- 
stood that  cleansing  irrigations  have  no  cura- 
tive value17  and  that  the  need  for  cleansing 
diminishes  as  the  effectiveness  of  the  specific 
treatment  increases. 

1.  Cervical  and  vaginal  inflammations. 

2.  Ulcerating  genital  neoplasms  especially 
with  offensive  odors. 

3.  Vaginal  irritation  due  to  pessaries  worn 
for  uterine  support. 

4.  Post-partum  after  the  fourth  week. 

5.  Pre  and  post-operative  (seldom  required). 

Cleansing  of  the  normal  vagina  post  menses 

or  post  coitus  is  recommended  by  some  au- 
thorities but  regarded  as  quite  unnecessary 
by  others.  No  conclusive  evidence  has  been 
published  to  show  that  cleansing  at  these 
times  is  either  useful  or  harmful  provided 
proper  solutions  and  technic  are  used. 
Karnaky18  has  shown  that  douching  during 
the  menses  is  not  likely  to  cause  an  ascending 
infection  through  the  cervical  canal,  for  he 
gave  douches  of  sodium  iodide  solutions  at 
excessively  high  pressures  to  nine  patients 
during  their  menstrual  periods  and  observed 
the  extent  of  the  irrigation  roentgenologic- 
ally.  No  douche  solution  was  seen  to  rise 
above  the  level  of  the  external  os. 

The  douche  is  an  inadequate  method  for 
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applying  antiseptics  or  germicides  to  the  vag- 
inal or  cervical  mucosa  because  the  solutions 
used  do  not  reach  into  every  “crevice”  and  do 
not  remain  in  contact  with  the  mucosa  long 
enough  to  be  really  effective.  Any  medica- 
tion remaining  in  the  vagina  is  rapidly  dil- 
uted by  vaginal  and  cervical  secretions  and 
soon  drained  away19.  Douche  solutions  rarely 
extend  above  the  external  os  therefore  they 
would  be  quite  ineffective  in  endo-cervical 
inflammations  as  well  as  in  in  inflammations 
of  Bartholin’s  or  Skene’s  glands.  Antisepetic 
douches  have  been  recommended  for  many 
conditions  including: 

1.  Prophylaxis  following  possible  con- 
tamination while  using  public  swimming 
pools,  baths  or  toilet  seats  or  from  coitus. 

2.  Pre  and  post  operatively  when  a puru- 
lent discharge  is  present. 

3.  Treatment  of  vaginitis  or  cervicitis  as- 
sociated with  leukorrhea. 

4.  Ante  and  partum,  when  excessive  dis- 
charge is  present. 

The  use  of  antiseptics  in  douche  solutions 
is  unsatisfactory  and  therefore  cannot  be 
recommended  in  any  of  the  foregoing  con- 
ditions. Nothing  more  than  mechanical 
cleansing17  can  be  accomplished  by  vaginal 
irrigation  regardless  of  the  efficacy  of  the 
antiseptic  used.  Furthermore,  irritating 
chemicals  or  alkaline  substances  frequently 
found  in  antiseptic  douche  solutions  have 
been  shown  to  be  harmful,  causing  or  aggra- 
vating genital  inflammations,  interfering 
with  the  normal  vaginal  biology  and  the 
natural  germicidal  defense  mechanisms  of 
the  vagina20  21. 

Douching  is  an  unsatisfactory  method  for 
contraception122.  Spermatozooa  are  usually 
depositied  at  or  near  the  cervical  os  at  the 
time  of  ejaculation;  they  travel  at  the  rate  of 
3 mm.  per  minute  and  thus  are  quickly  be- 
yond the  reach  of  douche  solutions  which 
seldom  extend  above  the  external  os.  To  ob- 
tain any  appreciable  effect,  a douche  given 
for  contraceptive  purpose  must  be  prepared 
prior  to  coitus  and  taken  during  or  immed- 
iately after  ejaculation1'23  an  obviously  in- 
convenient time  for  such  a procedure. 

Acid  solutions  are  spermicidal,  so  that  vine- 
gar, lactic  acid,  boric  acid  and  alum  are 
usually  recommended.  Greenhill22  states 
that  plain  water  is  as  effective  as  medicated 


solutions,  perhaps  he  meant  to  imply  that 
medicated  solutions  are  as  ineffective  as  plain 
water.  Ordinary  acidulated  carbonated  bev- 
erages are  spermicidal  and  have  been  used 
for  contra-ceptive  douches  by  shaking  the 
bottle  and  allowing  the  effervescing  liquid  to 
spray  directly  from  the  neck  of  the  bottle  into 
the  vagina23. 

Douches  cannot  be  recommended  for  con- 
traceptive purposes  because  it  is  virtually 
impossible  for  any  douche  solution  to  contact 
all  the  spermatozoa  in  the  vagina  and  cervical 
canal.  Those  in  the  cervical  canal  are  pro- 
tected by  the  viscid  cervical  mucous  and  it  is 
these  spermatozoa  that  are  most  likely  to 
fertilize  an  ovum. 

The  addition  of  deodorizing  agents  to  the 
douche  solution  is  unnecessary  because  they 
would  deodorize  effectively  only  the  mal- 
ordorous  discharge  which  simple  cleansing 
washes  out.  The  deodorizing  effect  of  either 
a simple  cleansing  douche  or  a solution  with 
deodorizing  agents  added  is  of  short  duration. 
Effective  deodorization  demands  specific 
treatment  of  the  cause  of  the  malodorous  dis- 
charge. Deodorizing  agents  usually  used  in 
douche  solutions  are  alkaline  oxidizers  which 
would  tend  to  interfere  with  the  normal 
vaginal  biology  or  aggravate  an  unhealthy 
vaginal  condition.  Simple  acid  cleansing 
douches  have  a deodorant  action7  and  will 
disturb  the  vaginal  biology  the  least. 

Astringent  douche  solutions  have  been 
recommended  to  shrink  congested  mucous 
membranes,  to  check  excessive  mucous  sec- 
retion, to  control  oozing  from  sloughing  fol- 
lowing coagulation,  cautery  or  conization7, 
and  to  help  relieve  atonicity,  laxity  and 
friability15  of  the  vaginal  mucosa. 

Astringents  cause  a vasoconstriction  (main- 
ly capillary)  resulting  in  shrinkage,  pallor, 
lessening  of  secretion,  exudation  or  transuda- 
tion, and  a diminution  in  sensitivity;  all  of 
these  effects  are  antagonistic  to  those  of  in- 
flammation which  are  usually  beneficial24, 
therefore  it  would  seem  that  astringent  action 
is  contra-indicated  during  the  acute  phase  of 
any  inflammatory  disease,  and  should  be 
used  only  in  the  sub-acute  or  chronic  phases 
after  the  bacterial  invasion  has  been  checked. 
It  is  doubtful  whether  the  use  of  astringent 
agents  in  douche  solutions  can  accomplish 
any  desirable  effects  because  the  douche  per 
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se  is  an  unsatisfactory  means  of  applying 
medications  to  the  vaginal  mucosa.  Astring- 
ent chemicals  must  be  used  in  very  dilute 
solutions  in  order  to  avoid  irritating  the 
mucosa  and  thereby  causing  an  inflammatory 
hypermia  with  quite  antagonistic  effects  to 
astringency.  Astringent  douches  are  not  likely 
to  check  mucous  secretion  because  the  only 
mucous  secretion  in  the  vagina  comes  from 
the  cervical  glands  which  are  not  reached  by 
douches.  It  is  conceivable  that  an  excessive 
transudation  from  the  vaginal  epithelium 
might  be  checked  by  an  effective  astringent 
action,  however,  there  is  no  scientific  data  to 
prove  or  disprove  this  effect,  for  astringent 
douche  solutions.  Chemical  astringents  also 
have  a protein  precipitating  action.  It  would 
be  interesting  to  know  how  this  precipitant 
action  affects  the  normal  vaginal  flora.  No 
data  could  be  found  in  the  literature  concern- 
ing this  aspect  of  astringent  douche  effects. 
Astringent  douches  might  be  of  palliative 
value  in  checking  the  excessive  vaginal 
secretion  of  the  vagina  overstimulated  by 
hyper-estrogenism2 1 in  the  “hyper-hor- 
monal” leukorrhea.  This  is  a non-inflam- 
matory  condition  so  that  astringency  would 
not  be  contra-indicated.  Meaker1 4 believes 
that  better  shrinking  of  congested  vaginal 
tissues  can  be  accomplished  by  prolonged  hot 
douches,  available  evidence  would  tend  to 
substantiate  his  belief.  In  general,  it  can  be 
stated  that  astringent  douches,  have  little  use- 
fulness. 

Pre-coital  douches  of  sodium  bicarbonate 
solution  have  been  recommended  in  certain 
cases  of  infertility  where  no  abnormality 
can  be  discovered  in  either  partner  but  post- 
coital  examination  reveals  only  immotile  or 
poorly  motile  sperm  in  the  vaginla  seminal 
pool  or  cervical  canal.  The  effects  of  the 
alkaline  douche  are  claimed  to  include; 
neutralization  of  the  acid  vaginal  secretions, 
dissolving  of  the  mucous  plug  from  the  cer- 
vix and  possibly  control  of  the  pH  titer  of 
the  cervical  mucous  in  a range  favorable  to 
the  lytic  action  of  the  semen23.  Brief  con- 
sideration of  these  claims  reveals  their 
irrationality.  Neutralization  of  vaginal  acid- 
ity is  claimed  to  be  necessary  in  order  to 
eliminate  a chemical  incompatibility  between 
the  acid  vagina  and  the  alkaline  semen  which 
is  said  to  be  a hindrance  to  fertilization25. 


Rakoff9  and  Guest10  have  found  that  vaginal 
acidity  is  greatest  during  the  ovulatory  phase, 
the  normal  time  for  fertilization.  It  seems 
unlikely  that  the  designer  of  the  human  body 
would  increase  the  vaginal  acidity  at  this 
time  as  a handicap  to  procreation.  On  the 
contrary,  it  is  more  likely  that  the  vaginal 
acidity  is  intentional  in  order  that  the  sper- 
matozoa will  direct  their  activity  away  from 
the  unfavorable  acid  vaginal  wall  towards 
the  favorable  alkaline  cervical  canal  and  thus 
be  on  their  way  to  the  fallopian  tube.  The 
experience  of  the  majority  of  child  bearing 
women  would  seem  to  confirm  the  latter 
speculation. 

Douche  solutions  rarely  extend  above  the 
external  os,  therefore  their  dissolving  and  pH 
controlling  actions  on  the  cervical  mucous 
plug  would  not  be  really  effective.  Further- 
more, Lamarr  et  al.26  have  shown  that  the 
mucous  in  the  cervical  canal  increases  in 
amount,  becomes  least  viscous,  attains  the 
highest  pH  and  is  most  penetrable  to  the 
spermatozoa  during  the  ovulatory  phase,  in 
order  to  facillitate  passage  of  the  spermatozoa 
thru  the  cervical  canal.  If  the  cervical 
mucous  impedes  or  prevents  spermatozoal 
travel  through  the  canal,  during  the  ovula- 
tory phase,  it  is  abnormal  and  the  cause  for 
the  abnormality  should  be  elicited  and  cor- 
rected by  proper  treatment.  Alkaline  douches 
are  quite  incapable  of  doing  this. 

Siegler20  states  that  vaginal  acidity  per  se 
is  not  a causative  factor  in  sterility  and  that 
alkaline  douches  are  contra-indicated  as  a 
treatment  for  infertility. 

McLeod27  has  done  considerable  work  on 
spermatozoa  motility  studies.  He  has  found 
that  maximal  motility  can  be  maintained  for 
many  hours  a 38°C.  in  a balanced  salt  solu- 
tion containing  glucose.  Without  glucose, 
motility  fails  rapidly,  but  can  be  restored 
maximally  by  adding  glucose.  Working  with 
twelve  cases  averaging  3.3  years  of  infertility, 
conception  took  place  on  the  average,  within 
two  months  and  not  later  than  four  months, 
after  the  use  of  a precoital  douche  of  Ringer- 
glucose  solution.  McLeod  and  Hotchkiss27 
recommend  this  douche  only  when  no  strik- 
ing abnormality  can  be  discovered  in  either 
partner,  for  it  is  a simple  harmless  procedure 
that  may  help  to  relieve  some  cases  of  in- 
fertility. Considering  the  inadequacy  of 
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douches  for  applying  medications  to  the  vag- 
inal mucosa,  one  might  wonder  whether  a 
jelly,  tablet  or  suppository  containing  glucose 
wouldn’t  be  a simpler  and  more  effective 
method  for  supplying  food  for  the  sper- 
matozoa in  the  vaginal  seminal  pool,  and  thus 
enable  them  to  maintain  maximum  motility. 

Alkaline  douche  solutions  have  been  recom- 
mended for  many  conditions,  but  chiefly  in 
vaginal  moniliasis,  certain  cases  of  infertility, 
and  in  the  palliative  treatment  of  the  non- 
inflammatory vaginitis  of  hyper-estrogenism. 

Very  little  data  is  available  to  show 
whether  alkaline  douches  produce  effective 
alkalinization  of  the  vagina,  however  Single- 
ton  et  al.25  report  that  the  vaginal  pH  two 
hours  after  an  irrigation  with  a 2.4%  sodium 
bicarbonate  solution  was  still  alkaline.  Four 
hours  after  irrigation  the  pH  had  returned  to 
its  normal  acid  level. 

Alkalinizing  the  vagina  discourages  the 
growth  of  the  normal  bacterial  flora,  favors 
the  growth  of  pathogenic  bacteria  and  tends 
to  cause  or  aggravate  an  edema  of  the 
mucosa24.  None  of  these  effects  would  seem 
to  be  desirable  in  the  treatment  of  any  pelvic 
condition. 

Alkalinization  of  the  vagina  is  said  to  be 
desirable  in  the  treatment  of  vaginitis  caused 
by  Monilia  Albicans  because  this  organism 
flourishes  in  the  vagina  during  pregnancy  at 
which  time  the  vaginal  acidity  is  usually 
greatest.  Karnaky3  has  presented  evidence 
to  refute  the  assumption  that  Monilia  grow 
best  in  acid  media.  He  found  that  Monilia 
albicans  grew  profusely  on  Sabouraud’s 
media  having  any  pH  form  3.9  to  10.82. 
Allen28  and  Rakoff19  both  report  that  a ma- 
jority of  patients,  gravid  and  non-gravid,  with 
vaginal  moniliasis  were  cured  by  the  use  of 
an  acid  jelly.  The  findings  of  these  men 
suggest  that  alkalinization  of  the  vagina  in 
the  treatment  of  Monilia  vaginitis  is  un- 
necessary and  irrational  because  the  alkalin- 
ization will  not  prevent  the  growth  of  Monilia 
but  will  favor  the  growth  of  other  pathogenic 
organisms  and  discourage  the  growth  of 
normal  vaginal  flora. 

There  is  no  scientific  evidence  to  suggest 
that  alkalinization  of  the  vagina  will  improve 
the  vaginitis  of  hyper-estrogenism.  It  will 
help  to  increase  congestion  and  favor  the 
growth  of  pathogenic  bacteria,  but  these 


effects  would  hardly  seem  to  be  desirable. 

Alkalinization  of  the  vagina  with  douches 
cannot  be  recommended  in  the  treatment  of 
any  pelvic  condition. 

Acid  douche  solutions  have  been  recom- 
mended for  acidifying  the  vagina  when  the 
normal  acidity  has  been  lowered  by  a disease 
process,  menstruation,  non-physiological 
douching,  coitus  or  other  alkalinizing  factor. 
Karnaky7  has  measured  the  pH  of  various 
parts  of  the  vagina  before  and  after  the  use 
of  acid  douches.  He  has  shown  by  these 
measurements  that  acid  douches  do  preserve 
a normal  vaginal  pH  and  do  lower  an  ab- 
normally high  pH.  However,  he  has  dis- 
covered that  the  duration  of  this  acidifying 
effect  is  transitory  lasting  no  more  than  15  to 
30  minutes.  Therefore  acid  douches  cannot 
be  recommended  as  a means  of  acidifying  the 
vagina  any  more  than  antiseptic  douches  can 
be  recommended  for  antisepsis.  Douches  are 
an  unsatisfactory  means  of  apply  medications 
to  the  vagina.  Acid  douche  solutions  are 
satisfactory  for  cleansing  purposes  but  not  for 
acidification.  When  acidification  is  required 
in  the  treatment  of  any  pelvic  disease,  other 
agents  such  as  acid  jellies,  suppositories  or 
tablets  should  be  used. 

Acid  douches  several  times  daily  have  been 
recommended  frequently  by  some  authorities 
for  acidifying  the  vagina  during  the  menstru- 
al period  when  Trichomonas  vaginalis  vag- 
initis is  present.  Acid  douches  are  no  more 
effective  for  acidification  during  the  men- 
strual period  than  at  any  other  time  but  are 
even  more  useless  for  this  purpose  during 
menstruation  because  the  alkaline  menstrual 
flow  neutralizes  the  acidity  of  the  douche 
solution  almost  immediately. 

Localized  heat  therapy  is  frequently  in- 
dicated in  pelvic  inflammations,  especially 
during  the  sub-acute  and  chronic  phases;  it 
may  aid  in  the  restoration  of  tubal  patency 
when  used  in  conjunction  with  tubal  in- 
sufflation;20 it  has  been  suggested  for  im- 
provement of  nutrition  and  growth  in  genital 
hypoplasia  and  it  has  been  used  to  control 
excessive  uterine  bleeding  of  non-inflam- 
matory  origin  occurring  at  puberty  or  the 
menopause. 

Hot  vaginal  douches,  properly  admin- 
istered, are  an  effective  method  for  applying 
pelvic  heat  therapy.  This  method  of  physical 
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therapy  requires  simple  inexpensive  equip- 
ment and  can  be  used  at  home,  thus  elimina- 
ting the  inconvenience  and  expense  of  fre- 
quent clinic  or  hospital  visits.  It  must  be 
understood  that  hot  douches  are  of  little  value 
unless  administered  properly  and  therefore 
should  only  be  prescribed  for  intelligent  and 
cooperative  patients. 

Heat  has  a sedative  and  soothing  effect  re- 
lieving pelvic  pain.  If  applied  briefly,  five 
minutes,  it  produces  vaso-dilatation  with  ac- 
tive hyperemia  and  is  used  in  this  way  to  in- 
crease the  blood  supply  to  the  pelvic  organs 
in  the  treatment  of  genital  hypoplasia.  It  may 
also  be  of  some  value  in  the  treatment  of 
atrophic  changes  of  senility.  Prolonged  appli- 
cation of  pelvic  heat  first  produces  vaso-con- 
striction,  arterial  and  venous,  relieving  pas- 
sive venous  congestion,  and  then  is  followed 
by  normal  circulation  that  often  persists  for 
several  hours.  Meaker14  states  that  the  pro- 
longed hot  douche  is  the  most  powerful  of  all 
depleting  methods  and  is  among  the  most 
valuable  of  minor  therapeutic  measures  in 
gynecology,  being  indicated  in  all  pelvic  dis- 
orders of  which  chronic  passive  congestion  is 
a feature. 

The  improvement  in  pelvic  circulation 
caused  by  prolonged  hot  douches  aids  in  the 
absorption  of  exudates,  freeing  of  adhesions 
and  restoring  of  the  tissue’s  natural  resistive 
powers. 

Meaker14  has  illustrated  the  effects  of  brief 
and  prolonged  hot  douches  by  comparison 
with  the  effects  of  short  and  long  exposure  of 
a persons  hand  in  hot  water.  Brief  exposure 
leaves  the  fingers  red  and  swollen,  prolonged 
exposure  makes  them  pale  and  shriveled. 

Ice  water  douches  have  been  used  by  pros- 
titutes to  check  menstruation  and  to  prevent 
conception,  they  have  also  been  used  to  con- 
trol non-inflammatory  bleeding  at  the  men- 
arche  and  menopause  and  in  cases  of  inoper- 
able carcinoma.  There  is  no  evidence  avail- 
able to  recommend  ice  water  douches  for  any 
condition.  Curtis17  warns  that  prolonged 
cold  douches  may  cause  amenorrhea. 

It  was  stated  in  the  introduction,  that  the 
ingredients  used  in  douche  solutions  have 
changed  considerably  since  ancient  times  yet 
the  rationale  for  the  use  of  many  of  these 
ingredients  still  remains  largely  empiric  or 
even  akin  to  folk  medicine.  It  has  also  been 


stated  that  eighteen  of  the  nineteen  douche 
preparations  listed  in  Gutman’s  Encycolpedia 
of  Modern  Drugs  and  advertised  solely  to 
physicians  are  quite  irrational.  There  are 
many  reasons  why  these  preparations  are 
considered  irrational,  chief  among  which  are 
the  following: 

1.  Alkaline  douche  preparations  interfere 
with  the  normal  vaginal  biology,  favor  the 
growth  of  pathogenic  organisms,  discourage 
the  growth  of  the  normal  vaginal  bacteria, 
and  tend  to  cause  or  aggravate  edema  of  the 
vaginal  mucosa. 

2.  Antiseptics  and  germicides  are  not  effec- 
tive for  antisepsis  or  disinfection  when  used 
in  vaginal  douches,  but  can  interfere  with  the 
normal  vaginal  biology  and  have  been  shown 
to  cause  pelvic  disease. 

3.  Mixtures  of  several  antiseptics  are  un- 
necessary, unscientific  and  examples  of  “shot- 
gun” preparations  common  to  folk  medicine. 

4.  Astringents  cause  shrinkage  of  tissue, 
alkalis  cause  softening  and  swelling  of  tissue, 
therefore  a mixture  of  astringents  and  alkalis 
is  therapeutically  incompatible. 

5.  Mixtures  of  alkalis,  acids,  astringents  in 
one  douche  preparations  are  completely  in- 
compatible therapeutically,  and  classical  ex- 
amples of  folk  medicine,  “shotgun,”  all  pur- 
pose, unscientific  medications. 

6.  Drugs  such  as  hydrastine  and  berberine 
in  douche  preparations  are  useless  remnants 
of  folk  medicine,  having  absolutely  no  pur- 
pose when  used  in  this  way. 

7.  Irritating  chemicals  have  no  place  in 
vaginal  douches  for  they  cannot  accomplish 
any  useful  action,  but  are  potentially  harm- 
ful2022’24. Example  of  this  type  of  drug 
frequently  found  in  douche  preparations  are: 
Phenol,  Mercury,  bichloride,  Beta-Naphthol, 
Ichthamnol,  Salicylic  acid,  Sodium  perborate, 
Potassium  permanganate,  Saponated  solution 
of  Cresol,  Sodium  hypochlorite,  and  Iodine. 

8.  Volatile  oils  are  apparently  used  for  per- 
fuming douche  preparations,  altho  menthol 
and  camphor  may  be  included  for  their  cool- 
ing effect.  The  use  of  four  or  more  of  these 
oils  in  one  preparation  would  seem  to  be 
more  than  necessary  and  not  unlikely  to 
cause  harmful  irritation. 

The  normal  vagina  during  sexual  maturity 
has  been  shown  by  Trussed  and  MacDougal 
12,  Cruickshank  and  Sharman3,  Rakoff5, 
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Guest10  and  Karnaky29  to  have  a pH  range 
between  4.0  and  5.0.  Vaginal  acidity  is  due 
chiefly  to  lactic  acid.  Therefore  it  is  generally 
accepted  that  the  most  physiological  douche 
preparation  is  a solution  of  lactic  acid  in 
water  which  as  a pH  similar  to  that  of  the 
normal  vagina.  One  teaspoonful  or  five 
cubic  centimeters  of  lactic  acid,  U.  S.  P.  added 
to  two  liters  of  water  is  recommended  for  a 
cleansing  vaginal  douche  solution.  Two  to 
four  tablespoonfuls  of  ordinary  household 
vinegar  per  two  liters  of  water  is  also  recom- 
mended for  vaginal  cleansing. 

Astringent  douche  solutions  usually  con- 
tain Alum  in  one  per  cent  concentration,  Zinc 
Sulphate  in  .25  to  0.5  per  cent  concentration 
or  Aluminum  acetate  solution,  N.F.  one  half 
cubic  centimeter  per  liter.  Aluminum  salts 
are  less  irritating  than  Zinc  salts  and  are 
therefore  less  likely  to  cause  harmful  effects. 

Plain  tap  water  is  recommended  for  hot 
douches.  No  medications  are  needed. 

McLeod’s  Ringer-glucose  solution  for  pre- 
coital  pro-ceptional  douches  is  available  com- 
mercially, but  may  be  made  by  adding 
twenty  grams  of  glucose  to  one  liter  of 
Ringer’s  solution. 

Perfuming  agents  are  unnecessary  in 
douche  solutions  but  moderate  use  of  them 
is  perhaps  excusable  concession  to  female 
estheticism.  Small  amounts  (14%)  of  menthol 
and  camphor  are  not  harmful  and  provide  a 
certain  cooling  effect  that  may  increase  the 
patient’s  comfort,  altho  this  effect  is  brief. 

Equipment  recommended  for  vaginal 
douching  consists  of  the  following: 

1.  Reservoir,  usually  a two  quart  can  or 
rubber  bag. 

2.  Tubing,  four  to  six  feet  of  soft  rubber 
tubing  for  connecting  the  reservoir  to  the 
applicator. 

3.  Pinch  clamp,  spring  type  or  Hoffman 
clamp  for  controlling  flow  of  irrigating  solu- 
tion. 

4.  Applicator,  usually  a hard  rubber  or 
glass  nozzle.  The  tip  of  the  nozzle  should  be 
large  and  bulbous  to  prevent  its  entrance 
into  the  cervical  canal.  The  openings  in  the 
tip  should  be  at  the  side  only,  not  in  the  end, 
in  order  to  prevent  unnecessary  pressure  to- 
wards the  external  os.  A soft  rubber  tube 
may  be  used  for  an  applicator,  care  being 
taken  to  avoid  a rectal  tube  with  an  end 
opening. 


5.  Douche  pan,  a flat  pan  with  half  cover 
for  use  with  bed  patients  or  when  a bath  tub 
in  not  available. 

Large  bulb  syringes  of  the  “whirling  spray” 
type  are  not  recommended  because  they  do 
not  provide  distention  of  the  vagina  and 
therefore  do  not  give  adequate  cleansing. 

Hendrickson30  has  stated  that,  “The  in- 
struction of  a patient  in  the  proper  way  of 
taking  vaginal  douches  is  more  important 
than  the  formula  prescribed  for  the  douche.” 
This  statement  is  quite  true  because  few 
women  know  proper  douching  technic  or 
realize  the  importance  of  it.  Furthermore 
false  information  concerning  douche  pro- 
cedure is  constantly  being  supplied  by  patent 
medicine  firms  in  their  public  advertising  or 
by  “ethical”  firms  in  pamphlets  given  free  to 
physicians  for  distribution  to  their  patients. 

The  essential  details  of  satisfactory  douche 
technic  will  be  described  in  the  following 
paragraphs: 

1.  The  patient  must  be  in  a lying  position 
during  the  douche,  either  in  a bath  tub  or  on 
a douche  pan  on  a bed.  Her  hips  should  be 
elevated  an  inch  or  two  by  placing  a towel 
under  them  in  order  to  insure  a better  filling 
of  the  vagina.  It  is  unlikely  that  a satisfactory 
douche  can  be  given  in  a sitting  position 
either  on  a toilet  seat,  commode  or  bidet  be- 
cause the  vagina  is  not  distended  completely 
in  this  position  and  also  irrigating  solution 
escapes  too  quickly  without  having  come  in 
contact  with  the  entire  vaginal  surface. 

2.  Cleansing,  astringent  and  short  hot 
douches  should  last  five  to  ten  minutes,  pre- 
ferably ten.  Prolonged  hot  douches  should 
last  thirty  to  sixty  minutes. 

3.  Two  quarts  of  solution  are  usually  ede- 
quate  for  cleansing,  astringent  and  short  hot 
douches.  Anderson31  claims  that  two  quarts 
of  solution  is  sufficient  for  prolonged  hot 
douches  of  forty-five  to  sixty  minutes  if  the 
solution  is  made  to  trickle  slowly  into  the 
vagina.  He  states  that  the  temperature  of 
the  solution  not  the  amount  is  important 
point.  Most  authorities  recommend  a greater 
amount  of  solution  for  prolonged  hot  douches 
varying  from  one  gallon  to  ten  quarts. 

5.  High  pressures  are  unnecessary  and 
potentially  harmful  in  vaginal  irrigations. 
Adequate  and  safe  pressure  can  be  main- 
tained by  placing  the  reservoir  two  to  four 
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feet  above  the  surface  on  which  the  patient 
lies. 

5.  Cleansing  and  astringent  douches  are 
usually  given  at  body  temperature  or  slightly 
warmer.  The  irrigating  solution  for  ther- 
motherapy should  be  as  hot  as  can  be  toler- 
ated beginning  at  body  temperature  and  in- 
creasing to  105  to  120°F.  The  vagina  will 
tolerate  more  heat  than  the  vulva  and  per- 
ineum, therefore  the  latter  may  have  to  pro- 
tected with  petrolatum.  Maintenance  of  a 
uniform  temperature  is  important.  The  tem- 
perature may  be  conveniently  regulated  and 
maintained  uniform  by  attaching  the  irrigat- 
ing tube  directly  to  a mixing  tap,  adjusting 
the  temperature  and  flow  before  inserting 
the  applicator  into  the  vagina.  One  draw- 
back to  this  method  is  the  fluctuation  in  hot 
water  temperature  when  other  occupants  of 
the  house  are  using  hot  water  outlets.  This 
fluctuation  may  be  lessened  by  placing  the 
douche  reservoir  under  the  tap.  Siegler 
used  a “thermal  accumulator”20  for  main- 
taining an  even  temperature.  This  is  an 
arrangement  that  impedes  the  outflow  up 
to  a certain  pressure  before  allowing  the  solu- 
tion to  escape  from  the  vagina. 

6.  It  is  usually  advisable  for  the  patient  to 
remain  in  bed  for  an  hour  following  a hot 
douche.  Douching  at  bed  time  would  there- 
fore seem  to  be  most  convenient. 

7.  It  is  necessary  to  pinch  the  labia  closed 
around  the  applicator  for  a few  seconds 
several  times  during  a cleansing  or  astringent 
douche  in  order  to  better  distend  the  vaginal 
walls.  The  outflow  of  irrigating  solution 
should  not  be  impeded  more  than  a few 
seconds  lest  it  be  forced  up  into  the  cervical 
canal. 

8.  Douche  equipment  should  be  washed 
with  soap  and  water  after  using  and  sterilized 
by  boiling  if  possible  before  being  used  again, 
especially  if  an  infectious  inflammation  is 
present  or  more  than  one  person  must  use 
the  same  equipment. 

SUMMARY 

Considerable  confusion  exists  in  the  minds 
of  physicians  as  well  as  in  the  minds  of  wo- 
men concerning  the  proper  uses  and  limita- 
tions of  vaginal  douching.  Reasons  for  this 
confusion  are  listed. 

A resume  of  certain  aspects  of  vaginal  bio- 
logy pertinent  to  vaginal  irrigation  is  pre- 


sented. Brady  and  Reid  summarize  the  gen- 
erally accepted  factors  necessary  to  the  nor- 
mal vaginal  defense  mechanism:  first,  a low 
vaginal  pH  of  approximately  4.0;  second,  a 
sufficient  number  of  Doderlein  lacto-bacilli 
to  metabolize  glycogen  to  lactic  acid;  and 
finally,  sufficient  glycogen  in  the  vaginal 
epithelium  to  nourish  the  lactobacilli. 

An  evaluation  of  the  various  indications 
frequently  suggested  for  vaginal  douching 
leads  to  the  following  recommendations: 

1.  The  normal  vagina  seldom  needs  cleans- 
ing. 

2.  Cleansing  douches  post  coitus  or  post 
menses  are  usually  unnecessary. 

3.  Frequent  unnecessary  douches  are  poten- 
tially harmful  because  they  interfere  with 
the  normal  vaginal  biology  and  its  germicidal 
defense. 

4.  Vaginal  cleansing  is  sometimes  necessary 
during  the  presence  of  genital  disease  with 
leukorrhea  to  remove  excessive  secretions, 
exudates,  cellular  debris  or  accumulated 
medications. 

5.  It  is  emphasized  that  cleansing  has  no 
curative  value  and  is  limited  to  bringing 
palliative  comfort  to  the  patient  by  reducing 
irritation,  removing  offensive  odors  and  pre- 
venting the  soiling  of  clothing. 

6.  The  use  of  antiseptics  in  douches  is  not 
recommended,  because  nothing  more  than 
mechanical  cleansing  can  be  accomplished  by 
vaginal  irrigation,  regardless  of  the  efficacy 
of  the  antiseptic  used.  Furthermore,  anti- 
septics frequently  found  in  douche  prepara- 
tions have  been  shown  to  cause  or  aggravate 
genital  disease  by  interfering  with  vaginal 
biology. 

7.  Douches  are  unsatisfactory  for  con- 
traceptive use,  and  are  not  recommended. 

8.  The  addition  of  deodorant  chemicals  to 
douche  solutions  is  unnecessary  and  potent- 
ially harmful. 

9.  Astringent  douches  are  recommended  to 
help  shrink  congested  mucous  membranes, 
check  excessive  transudation  and  relieve 
mucosal  sensitivity;  however,  their  useful- 
ness is  limited  and  they  are  contra-indicated 
during  the  acute  phase  of  an  inflammation. 

10.  Pre-coital  sodium  bicarbonate  douches 
in  the  treatment  of  certain  cases  of  infer- 
tility are  irrational.  Ringer-glucose  solution 
precoital  douches  as  suggested  by  McLeod 
deserve  further  trial. 
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11.  Alkaline  douches  discourage  the  growth 
of  the  normal  vaginal  bacteria,  favor  the 
growth  of  pathogenic  organisms  and  tend  to 
cause  or  aggravate  an  edema  of  the  mucosa; 
therefore,  alkaline  douche  solutions  are  not 
recommended  for  any  purpose. 

12.  Acid  douche  solutions  with  a pH  similar 
to  that  of  the  normal  vagina  are  recom- 
mended for  cleansing  purposes  because  they 
cause  the  least  interference  with  the  normal 
vaginal  biology. 

13.  Acid  douches  are  not  recommended  for 
acidifying  the  vagina  as  their  acidifying  ef- 
fect is  transitory  persisting  no  longer  than 
fifteen  or  thirty  minutes. 

14.  Hot  douches  are  recommended  for  pel- 
vic heat  therapy,  to  improve  circulation  and 
relieve  pain.  Brief  hot  douches  cause  an 
active  hyperemia  and  are  used  in  the  treat- 
ment of  genital  hypoplasia.  Prolonged  hot 
douches  relieve  congestion  and  are  used  in 
any  pelvic  condition  of  which  chronic  passive 
congestion  is  a feature. 

Eighteen  of  nineteen  douche  preparations 
advertised  solely  to  physicians  have  been 
found  to  be  irrational.  Reasons  for  consider- 
ing these  preparations  irrational  are  listed. 

Satisfactory  preparations  for  cleansing, 
astringent  and  hot  douches  are  described. 

Equipment  and  essential  points  in  the 
technic  of  douching  are  listed,  because  the 
instruction  of  a patient  in  the  proper  technic 
of  douching  is  at  least  as  important  as  the 
solution  prescribed;  furthermore,  women 
rarely  know  or  understand  the  proper  technic 
for  douching. 
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BUREAU  OF  MEDICINE  AND  SURGERY 
NEWS 

Rear  Admiral  Clifford  A.  Swanson,  MC, 
USN,  Surgeon  General  and  Chief  of  the 
Bureau  of  Medicine  and  Surgery,  announces 
that  a new  residency  in  General  Practice  will 
be  inaugurated  in  Naval  Hospitals  on  July  1, 
1948.  The  Professional  Division  of  the  Bureau 
of  Medicine  and  Surgery  has  developed  a 
residency  in  that  phase  of  medicine  which  is 
required  to  augment  the  several  medical 
specialties  recognized  by  the  American  Spec- 
ialty Boards  in  order  to  supplement  the  resi- 
dency training  program,  now  operative, 
which  is  designed  toward  specialization.  The 
program,  as  planned,  will  cover  a period  of 
three  years.  During  each  year  of  this  resi- 
dency Medical  Officers  will  receive  six 
months  of  training  in  General  Medicine  and 
related  specialties,  and  six  months  in  General 
Surgery  and  related  specialties.  Instruction 
will  be  provided  by  the  staffs  of  the  hospitals 
and  outstanding  civilian  visiting  staffs.  With 
the  introduction  of  this  type  of  training  Navy 
- medicine  has  recognized  the  great  need  of 
the  General  Practitioner  in  the  field  of 
medicine. 
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Infectious  Neuronitis:  Diagnostic  Criteria 

and  Case  Report 

by 

Will  E.  Donahoe,  M.D.,  F.  A.  A.  P. 

Walter  E.  Vandemark,  M.D.,  Sioux  Falls,  S.  Dak. 


It  seems  timely  to  review  the  essential 
criteria  for  a diagnosis  of  infections  neuronitis 
(Guillain-Barre’s  Syndrome,  acute  infectious 
polyneuritis3,  infectious  multiple  neuro- 
pathy). This  disease  is  perhaps  less  well- 
known  than  it  should  be;  there  have  been 
three  cases  seen  in  the  past  two  months  in  the 
Sioux  Falls  hospitals  alone3.  We  have  found 
that  some  atypical  cases  of  the  syndrome  can 
readily  be  confused  with  infantile  paralysis. 
The  opposite  mistake  is  also  possible,  though 
it  has  probably  been  made  less  often.  While 
textbook  cases  of  the  two  conditions  are  easily 
differentiated,  the  atypical  cases  of  both  may 
show  such  variability  as  to  permit  an  accurate 
diagnosis  to  be  made  only  after  prolonged  ob- 
servation of  the  clinical  course. 

A correct  diagnosis  of  infectious  neuronitis 
is  especially  desirable  for  three  reasons:  first, 
the  patient  and  his  family  can  in  most  cases 
be  given  a better  prognosis  for  complete  mus- 
cular recovery  than  in  cases  of  poliomyelitis 
with  comparably  massive  paralysis;  second, 
the  patient’s  family  and  the  public  will  be 
spared  the  effects  of  undesirable  newspaper 
and  radio  publicity;  third,  more  accurate 
statistics  of  poliomyelitis  cases  will  ensue,  an 
advantage  both  from  the  public  health  stand- 
point and  inv  the  evaluation  of  current 
methods  of  poliomyelitis  treatment. 

The  outstanding  features  of  the  disease,  on 
which  the  diagnosis  must  be  made,  can  be 
listed  under  these  salient  headings: 

Mode  of  onset.  This  is  rapidly  progressive 
ascending  flaccid  paralysis,  usually  develop- 
ing with  about  the  same  speed  as  the 
paralysis  of  poliomyelitis.  An  occasional  case 
develops  with  great  suddenness.  About  half 
of  the  patients  give  a history  of  a preceding 
infection,  usually  of  a minor  type:  upper  res- 
piratory, “flu,”  gastro-intestinal,  or,  in  child- 
hood, one  of  the  common  contagious  diseases. 
Except  for  the  last,  these  antecedents  are  not 
of  great  differential  value,  since  about  30%  of 


poliomyelitis  patients  give  a history  of  a brief 
indefinite  infection  for  a few  days  preceding 
the  onset  of  paralysis,  the  so-called  diphasic 
type  of  poliomyelitis  onset. 

Clinical  Picture.  Both  motor  and  sensory 
disturbances  are  present  in  most  cases.  The 
motor  disorder  is  a flaccid  paralysis,  usually 
bilateral  and  symmetrical,  commonly  mas- 
sive; all  the  muscles  innervated  by  the  in- 
volved nerve  trunks  are  hit  about  equally 
hard,  in  contrast  to  the  spotty,  uneven,  dis- 
seminated type  of  segmental  paralysis  com- 
monly seen  in  poliomyelitis.  Deep  tendon  re- 
flexes disappear.  Often  the  proximal  por- 
tions of  the  limbs  are  rather  more  severely 
involved  than  the  distal  parts.  One  fre- 
quently-seen motor  phase  which  is  of  dif- 
ferential value  is  the  spread  of  the  paralysis 
to  involve  new  muscles  rather  late  in  the 
course,  e.  g.,  two  to  three  weeks  after  the  on- 
set; this  is  in  contrast  to  poliomyelitis,  in 
which  the  paralysis  rapidly  becomes  max- 
imally distributed  within  the  first  four  to 
six  days  or  sooner,  with  no  subsequent  spread. 
Involvement  of  the  cranial  nerve  musculature 
is  commonly  limited  to  the  distribution  of 
the  facial  nerve;  poliomyelitis  attacks  the 
other  cranial  nerve  tracts  also  with  some  fre- 
quency. Involvement  of  the  respiratory 
muscles  is  fairly  common,  as  in  poliomyelitis, 
and  this  is  responsible  for  most  of  the  deaths 
which  occur  from  infectious  neuronitis. 

Muscle  spasm  is  often  present,  but  is  seldom 
so  marked  as  in  the  average  case  of  polio- 
meyelitis.  Incontinence  or  weakness  of  the 
sphincters  is  frequent. 

Sensory  disturbances  consist  mainly  of  a 
deep  muscle  tenderness  and  hyperesthesia, 
and,  commonly,  a less  prominent  superficial 

a One  of  these,  a ten-year  old  patient  of  Drs.  R.  E. 
VanDemark  and  T.  J.  Billion,  Jr.,  was  seen  in 
consultation  by  Dr.  A.  B.  Baker,2  Professor  of 
Neurology,  University  of  Minnesota  Medical 
School,  who  confirmed  the  diagnosis. 
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skin  hyperesthesia,  which  is  not  present  in 
poliomyelitis.  Skin  paresthesias  are  some- 
times present;  tenderness  along  the  large 
nerve  trunks  may  be  present,  and  sometimes 
there  is  pain-temperature  dissociation 
(Toomey),5  which  when  present  makes  the 
diagnosis  obvious  and  should  always  be 
searched  for. 

All  three  of  the  cases  seen  here  showed  the 
unwillingness  to  flex  the  head  and  neck  on 
the  chest  (Caverly’s  sign)  which  is  typically 
seen  in  poliomyelitis. 

We  have  not  found  the  temperature  curve, 
leucocyte  count  and  sedimentation  rate  to  be 
of  great  value  in  differential  diagnosis.  How- 
ever, when  a normal  temperature  is  present 
at  the  onset  and  persists,  this  strongly  sug- 
gests neuronitis  over  poliomyelitis.  A major- 
ity of  the  reported  cases,  including  the 
present  one,  have  been  predominantly 
afebrile. 

Cercebrospinal  fluid  findings.  The  classical 
description  of  Guillain,  Barre  and  Strohl  of 
marked  increase  in  the  protein  along  with 
a normal  cell  count  in  infectious  neuronitis, 
is  still  valid  in  the  majority  of  cases.  This 
contrasts  with  poliomyelitis  in  which  there 
is  usually  but  a slight  protein  increase,  one 
or  two  plus  Pandy  test  (globulin)  and  a 
pleocytosis  from  25  to  1000,  averaging  100  to 
200. 5 The  latter  are  practically  all  lympho- 
cytes by  the  time  the  paralysis  is  well  estab- 
lished (polymorphs  are  transiently  present  in 
the  earliest  stages).  However,  there  are 
aberrant  counts  in  both  conditions;  polio- 
meyelitis  may  exceptionally  show  a normal 
spinal  fluid;  and  infectious  neuronitis,  in  al- 
most half  the  cases,  shows  a moderate  pleo- 
cytosis of  lymphocytes  up  to  50  or  higher5, 
and  in  occasional  cases  does  not  have  an  in- 
creased protein.6  The  “albuminocytologic 
dissociation”  of  Guillain  and  Barre’  can  often 
be  found  in  cases  of  poliomyelitis  not  tapped 
until  later  in  the  course  of  the  disease;  and 
can  likewise  occur  in  various  other  neu- 
rologic disturbances,  including  brain  tumors. 
For  these  reasons  the  cerebrospinal  fluid 
findings  must  be  interpreted  with  great  cir- 
cumspection, and  in  view  of  the  clinical  find- 
ings and  course. 

Subsequent  course.  Patients  with  infec- 
tious neuronitis,  unless  a fatal  involvement 
of  the  respiratory  muscles  occurs,  almost  al- 


ways make  an  excellent  recovery  of  muscular 
strength,  and  are  seldom  troubled  with  resi- 
dual paralyses  of  the  type  commonly  seen 
after  severe  attacks  of  spinal  poliomyelitis. 
In  this  respect  it  has  some  points  of  similarity 
to  bulbar  poliomyelitis.  In  certain  atypical 
cases  where  the  diagnosis  has  remained  in 
doubt  for  some  time,  this  complete  and  rapid 
recovery  from  a widespread  extensive  par- 
alysis, may  make  the  diagnosis  in  retrospect, 
in  accordance  with  a leading  authority’s  dic- 
tum : “Any  one  who  has  had  massive  par- 
alysis for  a few  weeks  and  who  then  com- 
pletely recovers,  did  not  have  poliomyelitis; 
he  probably  had  multiple  neuropathy.”5 

It  should  not  be  overlooked  that  while  the 
disease  seldom  causes  permanent  paralyses, 
it  sometimes  kills  by  involvement  of  the  res- 
piratory musculature.  Mortality  figures  vary 
widely  in  different  series,  from  2 to  40% 7 ; 
most  are  in  the  low  range. 

Epidemiologic  incidence.  Infectious  neu- 
ronitis typically  occurs  sporadically  as  iso- 
lated cases.  However,  some  small  apparent 
epidemics  have  been  reported.8  9 Similarly, 
poliomyelitis  is  commonly  epidemic  but  many 
undoubted  sporadic  cases  have  occurred. 
Small  series  of  a few  cases  of  infectious  neu- 
ronitis occurring  during  a poliomyelitis  epi- 
demic have  been  reported,4  and  the  differen- 
tial diagnosis  is  of  particular  interest  and  im- 
portance in  such  a situation. 

Case  Report 

T.  S.,  a white  male  of  twenty-eight  months, 
was  admitted  to  McKennan  Hospital  because 
of  suspected  meningitis  or  poliomyelitis.  The 
patient  had  been  well  until  five  days  before 
admission,  at  which  time  he  had  developed 
a head  cold,  irritability  and  moderate  fever 
(figure  unavailable).  The  family  physician 
administered  a sulfonamide,  and  this  was 
followed  by  a return  of  the  temperature  to 
normal.  The  irritability  and  restlessness  in- 
creased, however;  the  child  cried  when 
handled,  and  would  not  attempt  to  move 
about  or  get  to  his  feet.  The  neck  was  thought 
to  be  stiff. 

Examination  on  admission  showed  an  ap- 
prehensive child,  lying  stiffly  with  apparent 
rigid  neck;  upper  extremities  were  held 
rather  stiffly  over  his  chest,  and  lower  ex- 
tremities held  flexed  and  outwardly  rotated 
at  the  hips.  The  neck  was  found  to  be  not 
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truly  rigid,  but  the  patient  resisted  manipula- 
tion of  it,  particularly  into  flexion.  The 
paravertebral  musculature  was  quite  tender 
and  painful.  Muscle  soreness  and  moderate 
hyperesthesia  of  the  lower  extremities  was 
present;  these  extremities  were  flaccid  below 
the  hips  and  apparently  diffusely  paralyzed. 
The  deep  reflexes  were  absent,  superficial  re- 
flexes present  and  normal.  No  abnormal  re- 
flexes were  elicited.  Except  for  the  hip 
flexors,  which  were  in  spasm,  and  tender, 
there  was  no  marked  spasm  in  the  lower  ex- 
tremities. Upper  extremities  were  held 
rather  stiffly  across  the  chest;  muscles  were 
diffusely  tender,  no  definite  hyperesthesia 
was  made  out;  the  pectoralis  major  seemed 
to  have  a degree  of  spasm  bilaterally,  though 
moderate.  The  hands  and  wrist  could  be 
moved  fairly  well,  except  in  dorsiflexion; 
above  the  elbow  there  seemed  to  be  little 
power  remaining,  i.  e.,  flaccid  paralysis,  more 
marked  proximally  in  the  limbs.  The  biceps 
and  triceps  tendon  reflexes  could  not  be  ob- 
tained. The  eye  grounds  were  normal; 
pharynx  was  moderately  reddened;  no  adeno- 
pathy was  present.  Respirations  were  nor- 
mal, the  chest  symmetrical;  examination  of 
the  lungs  and  heart  showed  nothing  remark- 
able. The  abdomen  was  rounded  and  soft;  no 
masses  or  tenderness  present.  No  dissociation 
of  pain  and  temperature  sensation  was  eli- 
cited anywhere  on  the  body.  No  tenderness 
over  the  large  nerve  trunks  could  be  ascer- 
tained. Incontinence  of  both  sphincters  (pre- 
viously well  controlled)  was  present. 

Temperature  was  98.8  Fahrenheit  on  ad- 
mission, and  remained  normal  throughout 
the  hospital  course.  The  red  blood  cell  count 
was  4,910,000,  the  hemoglobin  94%  by  the 
Sahli  method.  The  white  blood  cells  num- 
bered 15,900  per  cu.  m.  m.  with  a differential 
count  of  47  lymphocytes,  44  polymorphs,  and 
9 monocytes.  The  sedimentation  rate  was  29 
mm.  per  hour,  Westergren  technique,  on  ad- 
mission, and  two  days  later  had  dropped  to 
7 mm.  per  hour.  Examination  of  the  urine 
was  entirely  negative.  The  Mantoux  test  was 
negative  at  forty-eight  hours.  A skin  test  for 
brucella  sensitivity  was  negative.  Examina- 
tion of  the  cerebrospinal  fluid  on  admission 
showed:  clear  fluid  under  apparently  nor- 
mal pressure;  six  lymphocytes;  220  mg.  per 
100  cc.,  of  protein;  normal  sugar  and  chlorides. 


The  patient  was  treated  with  tepid  packs, 
applied  four  times  daily,  and  symptomatic 
therapy.  He  became  fairly  comfortable  with- 
in two  days,  his  irritability  quieted.  From 
his  initial  unwillingness  and  apparent  in- 
ability to  move  about  appreciably,  he  became 
able  by  the  sixth  day  to  turn  partly  from  side 
to  side  in  bed,  and  to  move  his  arms  and  legs 
freely.  After  ten  days,  he  was  able  to  pull 
himself  up  to  a sitting  position,  and  sit  un- 
steadily for  a few  minutes.  At  fourteen  days, 
he  could  pull  himself  up  to  a standing  posi- 
tion, and,  in  a few  more  days,  could  walk 
about  the  edge  of  the  bed.  The  sphincters 
remained  on  an  involuntary  basis  for  about 
eighteen  days,  after  which  control  was 
rapidly  regained.  By  the  end  of  six  weeks, 
he  could  walk  about  the  room  fairly  normally, 
with  no  evidence  of  any  residual  muscle 
weakness  or  tenderness,  and  was  discharged 
from  the  hospital. 

SUMMARY 

A discussion  is  presented  of  the  salient  fea- 
tures of  acut  infectious  neuronitis  and  its  dif- 
ferentiation from  anterior  poliomyelitis.  A 
fairly  typical  case  is  reported. 

Addendum — This  case  was  reported  by  Dr.  Will 
E.  Donahoe  at  the  McKennan  Hospital  Staff 
Biennial  Clinic,  April,  1948. 
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The  expanding  conceptions  of  the  causes 
and  mechanism  of  uveal  inflammation  in  the 
past  half  century  have  placed  a heavier  bur- 
den on  the  oculist  to  find  the  cause.  The  pub- 
lic has  been  educated  to  think  in  terms  of 
systemic  causes  and  focal  infection  and 
patients  find  it  hard  to  believe  that  a definite 
cause  cannot  be  found.  Theoretically,  at  least, 
there  is  an  obvious  advantage  in  knowing  the 
cause,  for  the  assumption  follows  that,  if  the 
cause  is  known  and  eliminated,  the  disease 
of  the  eye  can  be  cured  and  will  never  return. 
The  theory  of  focal  infection  gave  doctors 
and  patients  alike  an  optimistic  outlook  and 
the  momentum  of  hope  has  carried  this 
theory  for  many  years  and  around  the  world 
in  spite  of  much  disappointment  in  the  results 
obtained  when  foci  were  eliminated.  Also,  in 
spite  of  the  results,  it  has  served  to  focus 
oculist’s  attention  on  the  idea  that  an  ocular 
inflammation  of  any  kind  may  be  related  to 
some  systemic  affection  whether  focal  infec- 
tion or  a more  general  type  of  disease  and  it 
has  made  it  almost  an  unquestioned  rule  that 
thorough  medical  examination  should  be 
carried  out  in  every  case  of  uveitis  in  a search 
for  a cause.  This  attitude  on  the  part  of  the 
oculist  apparently  is  an  honest  one;  yet  many 
internists  do  not  understand  what  the  oculist 
is  looking  for. 

The  difficulty  really  centers  about  the  fact 
that  many  of  these  patients  have  no  particu- 
lar complaints  except  uveitis,  and  the  inter- 
nist, without  some  specific  suggestions  or  re- 
quests from  the  oculist,  can  do  no  more  than 
throw  out  a sort  of  diagnostic  dragnet.  An- 
other difficulty  that  faces  the  internist  is 
how  to  evaluate  the  findings  with  regard  to 
their  bearing  on  the  uveitis.  This  requires 
knowledge  of  the  oculist’s  point  of  view  as 
well  as  some  understanding  of  current 
opinion  regarding  the  etiology  of  uveitis. 

Uveitis  includes  all  types  of  inflammation 
of  the  uveal  tract.  Under  this  heading  are 
iritis,  iridocyclitis,  generalized  uveitis  and 


choroiditis.  Some  oculists  prefer  the  terms 
“anterior,  posterior  and  generalized  uveitis.” 
In  this  paper  I shall  consider  only  the  en- 
dogenous affections  and  not  those  caused  by 
direct  injury  to  the  eye. 

The  concepts  of  the  causes  of  uveitis  have 
been  expanding  in  recent  years.  With  the 
development  of  laboratory  and  clinical  tech- 
nics for  diagnosis,  many  new  diseases  have 
been  added  to  the  possible  etiologic  factors 
in  uveitis.  At  present  a formidable  array  of 
possibilities  exists.  The  relative  frequencies 
of  these  causes  vary  somewhat  with  geo- 
graphic locality,  with  the  economic  circum- 
stances of  the  bulk  of  the  population,  with 
racial  predominance  and  probably  with  some 
biologic  factors,  such  as  the  animal  popula- 
tion. Statistics  from  large  cities  or  from 
localities  where  there  is  a large  group  of 
people  in  the  lower  economic  brackets  would 
be  expected  to  show  a higher  frequency  of 
uveitis  due  to  the  diseases  prevalent  in  such 
circumstances.  Reported  statistics  also  vary 
considerably  according  to  the  criteria  by 
which  the  various  factors  are  judged  to  be 
causative.  In  this  respect  the  frequency  of 
the  causes  assigned  to  uveitis  varies  greatly. 

Before  the  usual  types  of  uveitis  are  dis- 
cussed, something  should  be  said  in  passing 
about  so-called  metastatic  uveitis.  This  refers 
to  a frequently  severe  and  destructive  uveitis 
which  develops  in  the  course  of  some  severe 
pyemic  condition  and  represents  a known  in- 
vasion of  the  uveal  tract  by  germs  from  the 
blood  stream.  A large  variety  of  organisms 
may  cause  it  but  the  commonest  are  strep- 
tococci, pneumococci,  staphylococci,  menin- 
gococci and  gonococci.  The  cause  is  usually 
obvious  in  such  cases  and  organisms  re- 
covered from  the  eye  are  the  same  as  those 
in  the  pyemic  focus. 

* Read  at  the  meeting  of  the  Sioux  Valley  Eye, 

Ear,  Nose  and  Throat  Academy,  Sioux  City, 

Iowa,  January  28,  1948. 
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Endogenous,  nonmetastatic  uveitis  or  the 
ordinary  variety  generally  may  be  classed 
either  as  granulomatous  or  nongranuloma- 
tous. Clinically  the  granulomatous  type  is 
chronic,  has  slight  exudative  reaction  and 
may  produce  visible  nodules  or  tubercles. 
The  nongranulomatous  type  gives  rise  to 
more  acute  inflammation,  more  exudation 
either  serous  or  plastic,  but  no  nodules.  In 
many  cases,  however,  it  it  difficult  to  decide 
to  which  group  the  uveitis  belongs. 

Eliologic  Factors 

The  common  causes  of  the  granulomatous 
type  of  uveitis  are  tuberculosis,  syphilis, 
brucellosis,  sarcoid  of  Boeck,  lymphogranu- 
loma venereum,  leprosy  and  some  mycotic  in- 
fections. Tuberculosis  and  syphilis  are  by 
far  the  commonest  of  these,  the  others  being 
relatively  rare. 

Among  the  causes  of  nongranulomatous 
uveitis  are  foci  of  infection,  generalized  in- 
fectious diseases,  cutaneous  and  metabolic 
diseases. 

Reports  on  the  frequency  of  uveitis  caused 
by  tuberculosis  vary  tremendously,  much 
more  so  than  the  frequency  of  known  tuber- 
culosis generally.  Some  investigators  have 
claimed  that  in  as  high  as  49  per  cent  of  cases 
uveitis  is  of  tuberculous  origin  while  others 
claim  it  is  tuberculous  in  a negligible  per- 
centage of  cases. 

Rarely  have  tubercle  bacilli  been  demon- 
strated histologically  in  excised  eyes.  Such 
a finding,  however,  in  one  of  a pair  of  eyes 
similarly  affected  with  uveitis  makes  it  highly 
probable  that  the  affection  in  the  other  eye 
is  tuberculous  also.  The  histologic  diagnosis 
of  tuberculosis  without  finding  the  actual 
organism  is  not  always  clear-cut  and  usually 
the  most  that  can  be  said  is  that  the  condition 
is  infectious  granuloma,  probably  tuber- 
culosis, although  it  may  be  due  to  sarcoid  or 
brucellosis.  Cultures  and  animal  inocula- 
tions of  aqueous  or  excised  iris  have  generally 
proved  valueless. 

The  diagnosis  of  tuberculous  uveitis  there- 
fore, generally  is  based  on  clinical  criteria. 
The  production  of  a focal  reaction  or  flare-up 
in  the  affected  eye  following  an  injection  of 
old  tuberculin  into  the  skin  is  generally  con- 
sidered to  be  indicative  of  tuberculous  uveitis. 
This  reaction  does  not  follow  the  routine 
diagnostic  test  for  tuberculosis  since  it  does 


not  occur  with  the  usual  Mantoux  test,  but 
it  occurs  when  tuberculin  is  used  therapeu- 
tically. 

Tuberculin  desensitization  in  my  ex- 
perience has  been  disappointing  as  a thera- 
peutic test.  Improvement  is  so  slow  that  I be- 
lieve it  would  have  occurred  naturally  with- 
out tuberculin  desensitization. 

The  intracutaneous  tuberculin  test  is  gen- 
erally regarded  as  being  of  little  or  no  value 
in  deciding  whether  or  not  uveitis  is  tuber- 
culous. This  opinion  derives  from  the  fact 
that  a tuberculous  focus  in  the  eye  is  too 
small  or  insufficient  to  cause  a significant  in- 
crease in  the  cutaneous  sensitivity  to  tuber- 
culin. Some  authorities  have  concluded,  how- 
ever, that  a high  degree  of  sensitivity  to 
tuberculin  lends  support  to  the  probable  diag- 
nosis of  tuberculous  uveitis,  although  in  the 
individual  case  the  margin  of  error  is  too 
great  to  permit  much  reliance  to  be  placed  on 
the  test. 

The  presence  or  absence  of  tuberculosis 
elsewhere  in  the  body  is  frequently  regarded 
as  significant.  Yet  it  is  well  known  that 
tuberculous  uveitis  is  rare  in  the  presence  of 
active  pulmonary  tuberculosis.  More  signifi- 
cant is  the  occurrence  of  tuberculous  adenitis 
or  tuberculosis  of  the  skin.  Why  uveitis 
should  be  more  frequently  associated  with 
these  types  than  with  pulmonary  tuberculosis 
is  not  known.  As  far  as  roentgenologic  study 
of  the  chest  is  concerned,  enlarged  medias- 
tinal or  hilar  glands  are  more  significant  than 
an  active  lesion  in  the  lung  itself.  Tuber- 
culous uveitis  usually  occurs  in  otherwise  ap- 
parently healthy  individuals  and  tuberculosis, 
if  present  elsewhere  in  these  persons,  is  in- 
active or  healed. 

The  ocular  features  of  the  uveitis  usually 
form  the  basis  of  the  diagnosis  of  tuberculous 
uveitis.  These  are  the  presence  of  visible 
tubercles,  an  insidious  onset,  slow  course,  no 
response  to  usual  forms  of  treatment  and  a 
tendency  to  relapses.  The  other  or  nonocular 
evidences  when  positive  for  tuberculosis  are 
chiefly  corroborative  or  increase  the  proba- 
bility that  the  uveitis  is  tuberculous.  When 
the  ocular  signs  themselves  are  highly  in- 
dicative, the  exclusion  of  syphilis  or  other 
granulomatous  disease  makes  the  diagnosis 
of  tuberculosis  probable. 

With  regard  to  syphilis  as  a cause  of  uveitis, 
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there  is  usually  less  uncertainty.  Syphilitic 
uveitis  may  occur  in  either  early  or  late 
syphilis.  In  the  early  stage  it  may  occur  be- 
tween four  and  six  months  after  the  initial 
infection,  thus  in  the  secondary  stage.  In 
tertiary  syphilis  the  etiologic  diagnosis  is 
more  uncertain  unless  the  ocular  signs  them- 
selves are  characteristic  or  the  affection 
responds  favorably  to  antisyphilitic  therapy. 
In  general,  the  medical  findings,  results  of 
serologic  tests  and  response  to  antisyphilitic 
therapy  will  point  to  syphilis  as  the  cause  of 
the  uveitis. 

The  Herxheimer  reaction  may  be  men- 
tioned. This  is  an  acute  flare-up  of  iritis  that 
may  develop  a day  or  so  after  arsenical 
therapy  is  begun,  but  which  clears  rapidly 
when  treatment  is  continued.  Rarely  re- 
current syphilitic  iridocyclitis  may  follow  in- 
adequate therapy;  this  is  the  so-called  re- 
cidive  reaction.  It  usually  occurs  four  to  six 
months  after  treatment  is  stopped. 

Gonorrheal  uveitis,  somewhat  like  syphi- 
litic uveitis,  is  related  chronologically  to  the 
systemic  infection.  It  is  usually  associated 
with  urethritis  and  arthritis  due  to  gonococci 
and  occurs  weeks  or  months  after  the  initial 
infection.  Although  it  used  to  be  thought  that 
the  clinical  appearance  of  the  uveitis  was 
characteristic,  recent  views  are  against  this 
and  the  uveitis  may  be  of  noncharacteristic 
type.  Whether  it  represents  an  allergic  res- 
ponse to  gonococci  or  an  actual  gonococcal 
metastasis  is  not  settled;  there  is  much  evi- 
dence for  each  view.  The  uveitis,  however, 
may  recur  in  the  course  of  a more  or  less 
chronic  gonorrheal  infection  in  the  prostate. 
Uveitis  in  a man  who  has  a history  of  gon- 
orrhea is  always  suggestive  of  gonorrheal 
origin.  The  complement-fixation  test  for 
gonorrhea  is  not  infallible,  but  in  the  major- 
ity of  cases  it  is  significant,  especially  when 
it  gives  a negative  result.  The  response  to  the 
newer  forms  of  chemotherapy  combined  with 
findings  and  a history  suggestive  of  gonorrhea 
lends  support  to  the  diagnosis  of  gonorrheal 
uveitis. 

More  recently  recognized  as  causes  of 
uveitis  are  sarcoid  of  Boeck  and  brucellosis. 
These  may  cause  a granulomatous  type  of 
uveitis  indistinguishable  from  that  due  to 
tuberculosis  or  syphilis.  No  statistical  studies 
are  available  as  yet  which  give  a clear  idea 


of  the  incidence  of  uveitis  due  to  these  causes. 
The  criteria  for  diagnosing  sarcoidosis  of  the 
eye  are  entirely  those  for  making  the  systemic 
diagnosis  from  glandular  biopsy,  and  roent- 
genologic study  of  the  chest  and  bones. 
Diagnosis  of  uveitis  due  to  brucellosis 
similarly  depends  on  systemic  findings  and 
the  absence  of  other  etiologic  factors. 

Among  the  rarer  cases  of  uveitis  are  Heer- 
fordt’s  syndrome,  or  uveoparotid  fever,  and 
uveitis  in  association  with  certain  skin 
diseases,  such  as  erythema  nodosum,  and  cer- 
tain types  of  rheumatism  and  diabetes.  These 
could  hardly  be  called  “causes  of  the  uveitis” 
but  rather,  along  with  the  uveitis,  seem  to  be 
the  result  of  some  underlying  infectious  pro- 
cess. Diabetes  mellitus  is  usually  considered 
to  be  only  a predisposing  factor. 

I have  saved  discussion  of  focal  infection 
for  the  last,  since  in  many  respects  it  brings 
out  an  entirely  different  idea  of  causation  of 
uveitis  than  direct  causation  by  tuberculosis, 
syphilis  or  specific  systemic  infections.  The 
theory  of  focal  infection  came  out  about 
thirty-five  years  ago,  immediately  took  hold 
and  has  held  an  important  place  in  concepts 
of  disease  ever  since.  The  basic  idea  in  the 
theory  is  the  transport  by  the  blood  stream  of 
bacteria  from  a focus  to  remote  organs  or 
tissues.  In  this  way,  foci  of  infection  were 
supposed  to  be  the  cause  of  many  conditions, 
such  as  chronic  infectious  arthritis,  bacterial 
endocarditis,  rheumatic  fever,  various  infec- 
tions of  the  eye  and  a host  of  other  diseases 
of  unexplained  etiology. 

As  an  offshoot  of  this  basic  conception  came 
also  the  theory  that,  since  an  actual  bac- 
teremia was  rarely  demonstrated,  the  remote 
effects  of  foci  were  caused  by  bacterial 
toxemia  through  a generalized  though 
symptomless  septicemia.  These  concepts, 
however,  could  not  explain  why  all,  or  at 
least  more,  other  tissues  and  organs  were 
not  affected  and  why  only  a certain  tissue  or 
organ  was  selected  by  the  bacteria  given  off 
to  the  blood  stream  by  the  focus  or  why  the 
toxin  affected  only  particular  tissues.  The 
theory  of  elective  localization  then  was  pro- 
posed, but  no  acceptable  proof  for  it  has 
been  produced.  According  to  this  hypothesis 
various  strains  of  the  same  organism  have 
special  affinities  for  particular  tissues  or 
organs.  Streptococci  were  the  organisms 
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chiefly  implicated.  This  hypothesis  had  a 
reasonable  origin  in  the  parallel  case  of  var- 
ious kinds  of  bacteria  seeming  to  have  special 
predilections  in  tissue  sites.  Meningococci, 
for  example,  although  their  portal  of  entry 
was  usually  the  nasopharyngeal  mucosa, 
seemed  to  head  directly  for  the  meninges. 
Gonococci  apparently  affected  the  joints  and 
the  uveal  tract  preferentially. 

The  final  step  in  the  development  of  the 
theory  of  focal  infection  put  the  entire  mech- 
anism on  an  allergic  basis.  In  animal  ex- 
periments it  was  shown  that  the  eye  may 
share  in  a systemic  infection  and  that  hyper- 
sensitivity of  ocular  tissue  thus  could  be  pro- 
duced. Later  contact  of  this  sensitized  ocular 
tissue  with  the  same  specific  bacterial  pro- 
ducts or  with  the  bacteria  then  caused  an  in- 
flammatory reaction.  Even  long  after  the 
initial  sensitization,  reactivation  could  occur 
and  produce  recurrence  of  the  inflammation. 

In  the  theory  of  focal  infection  the  ocular 
tissues  are  supposed  to  be  sensitized  by  the 
bacterial  products  given  off  to  the  blood 
stream  from  the  focus.  Later  transient  bac- 
teremia or  exacerbations  of  activity  in  the 
focus  which  throw  out  more  bacterial  pro- 
ducts exert  an  antigenic  action  on  the  sensi- 
tized ocular  tissues  at  a time  when  general 
immunity  or  the  mobile  antibody  strength 
is  low  and  thus  produce  a hyperreaction  in 
the  eye. 

This  theory  thus  offers  a logical  explana- 
tion for  recurrent  uveitis,  but  it  does  not 
offer  much  hope  in  treatment  on  the  basis  of 
eradication  of  foci,  since  if  the  ocular  tissues 
are  already  sensitized  and  if  the  specific  an- 
tigenic organism  can  gain  entry  to  the  sys- 
tem through  mucosal  portals  at  any  time, 
allergic  reactivation  can  occur  even  though 
the  original  antigenic  focus  is  eliminated. 
Also  this  phase  of  the  theory  must  rely  on 
some  hypothesis  similar  to  that  of  elective 
localization  in  order  to  explain  the  selectivity 
or  specificity  of  the  antigen  for  the  ocular 
tissues  to  sensitize  these  alone. 

Innumerable  theoretical  as  well  as  factual 
objections  have  been  brought  forward  against 
the  focal  infection  theory.  On  the  other  hand 
the  many  reports  of  dramatic  benefits  or 
cures  that  have  followed  removal  of  foci  keep 
the  theory  in  a high  place  among  the  etiologic 
factors  of  uveitis.  In  addition  it  offers  the 


patient  much  hope  that  his  uveitis  is  going  to 
be  cured  once  and  for  all  and  enables  the 
doctor  to  do  something  that  indicates  to  the 
patient  an  insight  into  the  disease. 

Estimates  of  the  incidence  of  uveitis  which 
is  due  to  focal  infection  vary  roughly  from 
about  5 to  50  per  cent  of  all  cases  of  uveitis. 
Duke-Elder,1  a representative  of  British 
authority,  regarded  focal  infection  as  the 
cause  of  the  greatest  number  of  cases  of 
uveitis  in  the  British  Isles.  On  the  European 
continent,  however,  tuberculosis  is  given 
first  place  and  only  by  a few  oculists  is  focal 
infection  rated  very  high. 

Undoubtedly  much  of  the  variation  in  these 
statistics  is  due  to  differences  in  the  criteria 
accepted  for  establishing  focal  infection  as  a 
cause.  There  is  also  a tremendous  variation 
in  the  proportion  of  cases  of  uveitis  attributed 
to  the  various  particular  foci  of  infection. 
These  percentages  vary  so  greatly  among 
different  investigators  that  the  emphasis 
placed  on  a particular  focus  as  a cause  of 
uveitis  would  seem  to  be  more  the  result  of 
individual  enthusiasm  than  of  impartial  con- 
sideration of  the  entire  etiologic  picture. 

The  main  foci  of  infection  to  which  uveitis 
has  been  attributed  are  in  the  teeth,  tonsils, 
sinuses,  male  genito-urinary  tract,  female 
pelvic  organs  and  the  intestinal  tract. 

The  most  recent  thorough  statistical  study 
of  the  incidence  of  focal  infection  in  relation 
to  uveitis  is  that  of  Guyton  and  Woods2. 
Their  criteria  for  establishing  a definite 
causal  relationship  between  foci  of  infection 
and  uveitis  in  an  individual  case  were 
essentially  the  following:  (1)  the  presence  of  a 
demonstrable  focus  of  infection  severe 
enough  to  produce  definite  symptoms  of  it- 
self; (2)  the  occurrence  of  uveitis  following 
the  onset  or  exacerbation  of  activity  in  the 
focus;  (3)  an  alteration  in  the  ocular  inflam- 
mation after  eradication  of  the  focus  (either 
an  abrupt  healing  or  a local  intensification 
of  the  inflammation  followed  by  healing);  (4) 
uveitis  of  the  acute  serous  type  and  (5)  the 
absence  of  any  other  logical  cause  for  the 
uveitis  on  complete  diagnostic  survey. 

The  application  of  these  criteria  to  a large 
series  of  cases  of  uveitis  studied  at  the  Wil- 
mer  Institute  revealed  that  in  only  5.5  per 
cent  of  cases  could  uveitis  be  said  to  be  due 
to  focal  infection  exclusive  of  tuberculous 
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foci.  In  order  to  make  a diagnosis  of  uveitis 
probably  due  to  focal  infection  these  workers 
then  required  only  that  the  uveitis  be  of  the 
nongranulomatous  type  and  that  no  other 
cause  for  it  be  found.  Such  an  elastic  re- 
quirement yielded  only  an  additional  20.6  per 
cent  of  cases  in  this  category.  In  these  cases 
the  diagnosis  was  practically  made  by  ex- 
clusion rather  than  from  positive  criteria. 

With  regard  to  the  effect  of  removal  of  foci 
on  recurrence  of  the  uveitis,  Guyton  and 
Woods2  found  no  significant  difference  in  the 
incidence  of  recurrence  in  those  patients  in 
whom  the  foci  were  neglected  and  in  those 
in  whom  all  foci  were  completely  removed. 
In  fact,  the  recurrences  were  even  a little 
greater  in  the  latter  group. 

Even  though  Duke-Elder3  rather  favored 
the  focal  infection  theory  in  the  causation  of 
uveitis,  he  still  stated  that  the  establishment 
of  focal  infection  as  a cause  is  based  purely 
on  circumstantial  evidence  and  that  the  im- 
plication of  a particular  focus  as  the  cause  is 
a matter  of  probabilities  and  rests  on  insecure 
grounds. 

From  a perusal  of  literature  and  from 
casual  information  obtained  in  recent  years 
there  appears  to  me  to  be  a definite  trend  in 
this  country  away  from  the  former  en- 
thusiasm for  the  theory  of  focal  infection  in 
the  etiology  of  uveitis.  There  is  more  con- 
servatism in  the  eradication  of  suspected  foci; 
the  tendency  now  is  to  eradicate  or  treat 
only  those  foci  that  of  themselves  seem  to 
merit  such  measures. 

Resum’e  of  the  varying  importance  assigned 
to  different  possible  causes  of  uveitis  is  really 
of  little  help  in  definitely  establishing  the 
etiology.  The  frequency  of  uveitis  ascribed 
to  focal  infection  in  Great  Britain  and  to 
tuberculosis  on  the  European  continent  may 
possibly  reflect  a true  incidence  of  these 
causes,  but  I suspect  that  instead,  it  reflects 
primarily  the  predominance  of  different 
schools  of  thought.  In  this  country,  opinion 
is  more  varied  and  only  in  certain  centers  do 
particular  schools  of  thought  prevail. 

In  general  it  may  be  said  that  there  are  a 
few  causes  of  uveitis  such  as  syphilis,  sar- 
coidosis, certain  systemic  infections,  and  some 
types  of  tuberculosis  and  gonococcal  infection 
for  which  the  criteria  seem  generally  accept- 
able. On  the  other  hand,  many  cases  of 


uveitis  attributed  to  tuberculosis  and  many 
attributed  to  focal  infection  are  of  question- 
able etiology  because  the  criteria  for  making 
the  diagnosis  are  not  generally  acceptable  or 
established.  The  etiologic  diagnosis  in  such 
cases  depends  more  on  the  impression  the 
oculist  gets  of  the  type  of  uveitis  present. 
This,  in  many  cases,  is  likely  to  be  misleading 
and  dependent  on  the  school  of  thought  that 
prevails  in  the  locality  or  influences  the  par- 
ticular oculist. 

The  internist's  contribution 

What  then  is  to  be  expected  of  the  internist 
in  this  somewhat  unsettled  state  of  affairs? 
He  may  be  unintentionally  put  in  an  un- 
satisfactory light  when  he  fails  to  put  a 
finger  on  the  cause  in  an  individual  case. 
This  is  chiefly  because  the  oculist  may  have 
referred  the  patient  to  him  with  an  un- 
qualified statement  to  the  patient  that  a gen- 
eral examination  is  necessary  to  find  the 
cause  of  the  uveitis.  This  leaves  the  patient 
with  the  idea  that  the  cause  is  definite  and 
that  it  is  merely  a matter  of  a thorough  ex- 
amination to  establish  it.  Many  patients 
through  hearsay,  popular  medical  writing  or 
suggestion  from  an  oculist  have  the  idea  that 
it  is  absolutely  necessary  to  find  the  cause 
of  the  uveitis  if  it  is  to  be  cured  or  recurrence 
prevented.  This  I believe  is  an  erroneous 
idea  since,  except  in  the  cases  of  syphilis, 
gonococcal  uveitis  and  a few  other  rare  in- 
stances in  which  the  newer  chemotherapy  is 
effective,  there  is  no  method  of  treatment  of 
the  cause  that  is  definitely  effective  in  curing 
the  uveitis  or  preventing  its  recurrence. 
Patients  who  have  this  idea  fixed  in  their 
minds  will  go  from  doctor  to  doctor  in  their 
efforts  to  get  at  the  root  of  their  trouble 
until  the  uveitis,  by  dint  of  natural  processes 
and  standard  local  treatment  of  the  eye, 
finally  remains  quiescent. 

Of  what  should  the  internist’s  examination 
consist?  This  question  is  difficult  to  answer 
categorically.  If  he  follows  suggestions  from 
the  oculist  dependent  on  the  latter’s  im- 
pression of  the  type  of  uveitis,  he  may  look 
for  only  certain  conditions  and  neglect  other 
possibilities  that  could  be  significant  if  the 
oculist’s  impressions  were  wrong.  The  in- 
ternist in  order  to  be  as  thorough  as  possible, 
must  consider  the  economic  and  social  status 
of  the  patient  with  respect  to  the  expense 
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and  loss  of  time  caused  by  examination.  Of 
course,  many  of  these  questions  can  be  an- 
swered by  the  recommendations  of  the  ocu- 
list. But  regardless  of  this,  the  internist  can 
be  of  greater  help  if  he  has  some  understand- 
ing of  the  problem. 

Probably  the  very  least  that  can  be  done, 
but  even  this  is  of  great  importance,  is  to  ob- 
tain a careful  complete  medical  history.  The 
physical  examination  is  also  important 
especially  with  regard  to  glandular  enlarge- 
ments, skin  diseases,  arthritis  and  rheumatic 
conditions,  and  from  the  standpoint  of  focal 
infection,  the  teeth,  nasopharynx,  female 
pelvis  or  male  genito-urinary  tract.  Roent- 
genograms of  the  chest,  teeth  and  possibly 
sinuses  are  customary  and  valuable.  If  sar- 
coidosis is  suspected,  roentgenograms  of  the 
long  bones  are  valuable.  Of  the  laboratory 
tests  at  least  the  blood  test  for  syphilis  and 
leukocyte  and  differential  cell  counts  should 
be  carried  out.  Determinations  of  the  sed- 
imentation rate  may  be  of  value  as  an  in- 
dication of  the  presence  or  absence  of  some 
systemic  infection.  The  blood  test  for  brucel- 
losis would  be  of  value  only  in  the  absence  of 
other  likely  causes  for  the  uveitis.  The  Man- 
toux  test  is  of  doubtful  value  for  adults  but 
should  be  used  routinely  for  children  and 
youths.  Urinalysis,  of  course,  should  be 
carried  out  routinely.  About  the  only  bac- 
teriologic  studies  that  may  be  of  value  and 
then  only  when  they  are  definitely  indicated 
are  those  of  the  prostatic  secretion  or  material 
from  the  female  pelvic  organs  and  of  the 
sputum.  Biopsy  of  enlarged  nodes  may  prove 
of  definite  value. 

The  decision  as  to  just  how  far  to  pursue 
the  examination  and  special' tests  usually  de- 
pends on  what  the  history  and  results  of 
physical  examination  indicate. 

Another  aspect  of  the  medical  examination, 
aside  from  the  attempt  to  establish  the 
etiologic  factor  of  the  uveitis,  is  to  deter- 
mine the  patient’s  suitability  for  treatment 
of  the  uveitis.  The  commonest  therapy  for 
uveitis  in  addition  to  local  treatment  of  the 
eye  is  the  use  of  artifical  fever  and  of  in- 
jections of  foreign  protein.  These  are  not 
without  some  risk  to  the  patient’s  general 
health,  especially  in  cases  of  cardiac,  vascular 
or  renal  disease,  and  in  old  age.  Occasionally 
hemorrhage  may  be  caused  from  a peptic 


ulcer  by  such  treatment.  The  history  of 
drug  allergies,  serum  sensitivity  and  pre- 
vious treatment  with  sulfonamide  drugs, 
penicillin  or  streptomycin  should  be  investi- 
gated. Inquiry  into  these  data  is  not  entirely 
the  responsibility  of  the  internist,  since  the 
oculist  should  inquire  about  them  also. 

How  much  is  to  be  gained  from  such  med- 
ical examinations  in  an  individual  case  is 
open  to  doubt  since  well-established  criteria 
for  so  many  of  the  causes  of  uveitis  are  lack- 
ing. 

In  the  majority  of  cases  in  my  experience, 
medical  examination  has  not  afforded  any 
help  or  guide  to  specific  therapy  and  in  only 
a minority  has  it  revealed  any  significant 
facts  or  leads.  The  chief  value  of  the  medical 
examination  has  been  in  establishment  of 
the  presence  or  absence  of  the  few  etiologic 
diseases  that  respond  to  specific  or  definite 
treatment,  and  in  the  determination  of  the 
suitability  of  the  patient  for  the  forms  of 
therapy  of  direct  value  to  the  ocular  disease 
regardless  of  cause.  As  far  as  eradication  of 
foci  is  concerned,  I believe  that  proof  of  an 
etiologic  relation  between  any  focus  of  in- 
fection and  uveitis  is  so  indeterminate  that 
removal  of  such  a focus  depends  solely  on  its 
own  severity.  The  best  assurance  against  re- 
currence of  uveitis  is  proper,  thorough  non- 
specific local  and  general  treatment  when 
the  etiologic  factor  cannot  be  determined. 
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Venous  Thrombosis* 

by 
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Ochsner  Clinic,  New  Orleans,  La. 


Many  fatalities  and  considerable  disability 
have  been  caused  by  venous  thrombosis,  but 
it  is  only  recently  that  a great  deal  of  atten- 
tion has  been  paid  to  this  distressing  con- 
dition. Considerable  confusion  has  existed 
concerning  these  lesions,  much  of  which  has 
been  due  to  the  lack  of  evaluation  of  the 
causes  of  venous  thrombosis.  From  our  clin- 
ical experience  we  are  convinced  that  there 
are  two  distinct  types  of  intravenous  clotting 
which  are  different  in  every  way  except  that 
in  both  there  is  a thrombus  within  the  vein. 
Unless  one  differentiates  between  these  two 
types  of  venous  thrombosis,  confusion  as  re- 
gards diagnosis,  therapy,  and  prognosis  will 
continue. 

The  two  types  of  venous  thrombosis  are 
thrombophlebitis  and  phlebothrombosis.  Al- 
though both  have  in  common  a clot  within 
the  vein,  the  mechanism  of  production,  the 
clinical  manifestations,  prognosis,  and  treat- 
ment are  different.  Trombophlebitis  consists 
of  an  inflammation  of  the  vein  wall  compli- 
cated by  thrombosis.  The  clot  within  the 
vein  is  dependent  upon  the  secondary  to  the 
inflammatory  changes  in  the  vascular  endo- 
thelium. Phlebothrombosis,  on  the  other 
hand,  is  unassociated  with  any  inflammatory 
reaction  of  the  vein  wall  and  the  clot  is  due 
to  predisposing  and  precipitating  factors.  The 
former  consists  of  increased  coagulability  of 
the  blood  which  in  turn  is  dependent  upon 
alterations  in  the  blood  constituents  caused 
by  tissue  damage.  The  latter  is  circulatory 
stasis. 

Inflammation  of  the  vein  wall  in  throm- 
bophlebitis results  from  perivenous  lymphan- 
gitis due  to  bacteria  or  toxins.  Possibly  in 
.some  instance  allergic  sensitivity  of  the  vein 
wall  exists. 

In  phlebothrombosis,  the  predisposing  fac- 
tor, i.e.  increased  coagulability  of  the  blood, 
which  is  the  result  of  the  tissue  injury  is 
probably  a protective  phenomenon  to  min- 
imize hemorrhage.  Regardless  of  its  cause 


damage  to  tissue  produces  changes  within  the 
blood  and  blood  constituents  which  pre- 
dispose to  clotting.  The  injury  may  be  caused 
by  accidental  trauma,  by  an  operation,  dur- 
ing delivery,  by  invasion  by  neoplastic 
disease,  or  by  infection.  The  factors  which 
are  responsible  for  the  increased  clotting 
tendency  are  increased  plasma  viscosity, 
hypoproteinemia,  hyperglobinemia,  hyper- 
prothrombinemia,  increased  fibrinogen  con- 
tent, increased  antitryptic  power,  increased 
peptidase  content,  increased  calcium  content, 
decreased  carbon  dioxide  combining  power, 
increased  thrombocytes,  decreased  erythro- 
cytes, increased  aggutinability  of  the  cellular 
elements  of  the  blood,  increased  stickiness  of 
the  thrombocytes,  and  increased  clot  retrac- 
tion. Although  the  increased  coagulability  of 
the  blood  is  present  in  all  parts  of  the  vascu- 
lar system,  phlibothrombosis  begins  in  par- 
ticular areas.  These  are  the  veins  of  the 
calf  muscles  and  the  veins  on  the  plantar 
aspect  of  the  foot.  Localization  in  these  par- 
ticular areas  is  determined  undoubtedly  by 
circulatory  stasis,  which  is  greatest  in  the 
veins  of  the  lower  extremities.  The  factors 
which  predispose  to  circulatory  stasis  in  the 
lower  extremities  are  anatomic,  the  result  of 
posture,  immobility,  increased  abdominal  dis- 
tention, and  vasoconstriction.  Unilateral 
thrombosis  in  the  lower  extremity  occurs 
usually  on  the  left  side  because  of  greater 
venous  circulatory  stasis  on  this  side.  Fow- 
ler’s position,  particularly  when  the  leg  is 
flexed  on  the  thigh  producing  a kink  in  the 
politeal  vein,  favors  stasis  in  the  veins  of  the 
calf  muscles  because  of  the  necessity  of 
elevating  the  column  of  blood  against  gravity. 

* From  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University  of  Louisiana,  and 
the  Division  of  Surgery,  Ochsner  Clinic,  New 
Orleans,  La. 

**  Read  before  the  meeting  of  the  South  Dakota 
State  Medical  Association  at  Rapid  City,  South 
Dakota.  June  2 to  4,  1947. 
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The  three  factors  responsible  for  the  move- 
ment of  blood  in  the  venous  system  are:  the 
vis  a tergo  in  the  capillary  bed,  the  pumping 
action  exerted  by  the  contraction  of  skeletal 
muscles;  and  the  aspirating  effect  of  intra- 
thoracic  negative  pressure. 

Most  sick  persons  and  particularly  those 
who  have  been  operated  upon  have  arteriolar 
spasm  which  decrease  the  force  in  the  capil- 
lary bed.  A patient  confined  to  bed,  particu- 
larly if  very  ill  or  recently  operated  upon, 
generally  lies  quietly  and  although  he  may 
actively  move  his  upper  extremities  the 
lower  extremities  are  likely  to  be  kept  im- 
mobile. This,  because  of  absence  of  muscular 
contraction,  certainly  predisposes  to  circula- 
tory stasis  in  the  veins  of  the  lower  extremi- 
ties. In  a sick  patient  who  is  recovering  from 
a laparotomy  and  who  does  not  breathe 
deeply  because  the  abdominal  incision  makes 
deep  breathing  painful,  the  negative  pres- 
sure within  the  thorax  may  not  be  sufficient 
to  aid  in  the  return  of  venous  blood  to  the 
heart.  Increased  abdominal  tension  because 
of  ileus  or  because  of  a tight  abdominal  band- 
age compresses  the  veins  in  the  abdomen  and 
increases  the  pressure  within  the  veins  of 
the  lower  extremities  producing  circulatory 
stasis. 

The  clot  in  thrombophlebitis  is  a white  or 
mixed  thrombus.  Because  it  is  caused  by  the 
inflammatory  process  of  the  vascular  endo- 
thelium it  is  firmly  attached  to  the  vein  wall 
and  cannot  become  detached.  This  is  the 
reason  that  embolism  occurs  infrequently  in 
uncomplicated  thrombophlebitis.  In  the  re- 
latively rare  suppurative  thrombophlebitis 
the  clot  originally  is  also  firmly  attached  to 
the  vein  wall  but,  as  the  result  of  the  sup- 
puration, liquefaction  and  detachment  of 
fragments  of  the  thrombus  can  and  do  occur 
with  the  production  of  septic  emboli.  An- 
other possibility  of  embolism  in  thrombo- 
phlebitis is  that  because  of  Immobility  a short 
propagating  coagulation  or  red  thrombus  can 
form  proximal  to  the  area  of  thrombo- 
phlebitis. This,  however,  can  be  prevented  by 
actively  mobilizing  the  extremity  in  a patient 
with  thrombophlebitis.  In  phlebothrombosis 
the  thrombus  is  a coagulation  or  red  throm- 
bus. It  is  similar  to  the  coagulum  which 
occurs  in  a test  tube  when  blood  is  allowed  to 
clot.  The  clot,  which  was  loosely  adhered  to 


the  wall  of  the  test  tube,  becomes  detached. 
The  coagulation  thrombus  within  the  vein 
in  phlebothrombosis  is  also  loosely  adhered 
to  the  vein  wall  but  can  become  detached 
easily  with  the  production  of  either  non-fatal 
infarction  or  massive  fatal  pulmonary  em- 
bolism. 

The  clinical  manifestations  of  thrombo- 
phlebitis and  phlebothrombosis  are  entirely 
different.  In  thrombophlebitis  the  symptoms 
and  signs  are  severe.  There  is  little  diffi- 
culty in  making  the  diagnosis  generally.  The 
involved  estremity  is  painful,  swollen,  and 
tender.  Fever,  varying  from  a slight  eleva- 
tion to  104  degrees,  is  present.  As  designated 
by  the  term,  “phlegmasia  alba  dolens”  the 
extremity  is  white  or  blanched.  The  patient 
with  phlebothrombosis,  however,  is  likely  to 
have  few  or  no  symptoms.  Not  infrequently 
they  complain  of  a sense  of  impending  disas- 
ter, the  explanation  of  which  is  not  obvious. 
Tachycardia  is  usually  present.  Tenderness 
of  the  calf  and  pain  in  the  region  of  the  calf 
when  the  foot  is  forcibly  dorsiflexed  as  first 
suggested  by  Homan  are  of  diagnostic  im- 
portance. An  increased  erythrocytic  sedimen- 
tation rate  of  the  blood  is  confirmatory  evi- 
dence. Whereas  we  previously  believed  that 
phlebography  was  necessary  to  confirm  a 
diagnosis  of  phlebothrombosis  we  no  longer 
employ  it  but  rely  upon  the  vein  tenderness. 

In  venous  Thrombosis,  as  in  many  con- 
ditions, prophylaxis  is  of  importance.  It  is  our 
belief  that  most  cases  of  phlebothrombosis  can 
be  prevented.  Because  cardiac  disease  is  an 
important  factor  and  predisposing  to  venous 
thrombosis,  it  is  important  preoperatively  to 
reestablish  normal  cardiac  function.  Cardiac 
stimulants  should  be  given  and  the  patient 
should  avoid  smoking  because  of  the  vasocon- 
strictor effect  of  tobacco.  Varicosities  of  the 
extremities  should  be  corrected  either  opera- 
tively or  by  compression  bandages  since  stasis 
in  varicosities  predispose  to  thrombosis.  Some 
persons  have  a susceptibility  to  venous 
thrombosis  and  in  these  it  is  desirable  to  use 
compression  bandages  applied  from  the  toes 
to  the  groin  and  possibly  use  anticoagulants. 
Reduction  in  weight  in  obesity  is  of  impor- 
tance because  the  incidence  of  venous  throm- 
bosis is  considerably  higher  in  obese  in- 
dividuals. The  correction  of  anemia  and  other 
blood  dyscrasias  is  desirable  because  anemia 


— 237  — 


SOUTH  DAKOTA 


and  polycythemia  predispose  to  venous 
thrombosis. 

The  operation  should  be  performed  as 
atraumatically  as  possible,  because  trauma 
and  injury  to  tissue  predispose  to  venous 
thrombosis.  Sharp  dissection,  gentle  handling 
of  tissue,  absolute  hemostasis  with  ligation 
only  of  the  vessel  and  not  mass  ligation 
should  be  employed.  The  fine,  nonabsorbable 
suture  materials,  particularly  cotton,  because 
they  produce  minimal  tissue  reaction,  should 
be  used.  Wound  contamination,  with  its  re- 
sultant infection  and  continued  tissue  injury, 
must  be  avoided.  The  prevention  of  circula- 
tory collapse  and  the  avoidance  of  chilling 
during  the  operative  procedure  is  important. 
Postoperatively  postures  (Fowler’s  position) 
which  pre-dispose  to  circulatory  stasis  should 
not  be  used.  Active  muscular  contraction  of 
the  leg  and  thigh  muscles  decreases  venous 
stasis.  The  patient  confined  to  bed  should 
ventriflex  his  feet  against  a resistance  be- 
cause this  causes  contraction  of  the  calf 
muscles.  Early  ambulation  which  consists  of 
walking,  and  not  sitting  in  a chair,  is  desir- 
able. In  order  to  further  decrease  venous 
stasis  the  patient  should  take  at  least  15  deep 
breaths  every  hour.  Ileus  should  be  pre- 
vented and  tight  abdominal  bandages 
avoided.  The  application  of  compression 
bandages  to  the  lower  extremities  in  order  to 
increase  the  flow  of  blood  through  the  deep 
veins  is  important.  Heat  applied  to  the  ab- 
domen and  other  parts  of  the  body  produces 
vasodilatation  and  favors  the  flow  of  blood 
through  the  capillaries  and  increases  the  vis 
a tergo. 

The  active  therapy  of  thrombophlebitis  is 
relatively  simple.  We  have  been  able  to 
demonstrate  both  clinically  and  experiment- 
ally that  in  true  phlegmasia  alba  dolens,  as 
thrombophlebitis  of  the  femoroliac  veins,  the 
symptoms  are  almost  entirely  the  result  of 
an  arteriolar  spasm.  The  correction  of  the 
arteriolar  spasm  by  producing  vasodilatation 
relieves  the  patient  of  all  symptoms.  Vaso- 
dilation is  produced  by  procaine  anesthetiza- 
tion of  the  regional  sympathetic  ganglions, 
i.e.  the  first,  second,  third,  and  fourth  lumbar 
ganglions  on  the  involved  side.  The  technique 
of  the  lumbar  sympathetic  block  is  extremely 
simple.  Usually  the  patients  are  too  ill  to 
be  placed  in  a prone  position  and  for  this 


reason  are  injected  in  the  lateral  decubitus, 
using  a special  20  gauge,  5V2  inch  long  lum- 
bar punction  needle.  A cutaneous  wheal  is 
made  two  finger  breadths  lateral  to  the  spin- 
ous processes  of  the  first,  second,  third,  and 
fourth  lumbar  vertebrae.  The  lumbar  punc- 
tion needle  is  introduced  perpendicular  to  the 
skin  until  it  strikes  the  transverse  process. 
The  direction  of  the  needle  is  then  changed 
slightly,  either  above  or  below,  and  intro- 
duced for  an  additional  two  finger  breadths. 
The  point  of  the  needle  then  lies  on  the  an- 
terolateral surface  of  the  body  of  the  vertebra 
where  the  sympathetic  chain  is  located. 
Through  each  of  the  four  ports,  five  cc.  of  one 
per  cent  procaine  are  injected,  flooding  the 
retroperitoneal  area  and  permitting  infiltra- 
tion of  the  sympathetic  ganglia.  Immediately 
following  sympathetic  block  there  is  prompt 
relief  of  pain  and  the  extremity  becomes 
warm.  The  blocks  are  repeated  daily  until 
the  patient’s  temperature  has  returned  to 
normal  because  a persistence  of  fever  in- 
dicates continuation  of  the  inflammatory  pro- 
cess in  the  vein.  The  results  of  the  conserva- 
tive treatment  of  phlegmasia  alba  dolens  are 
satisfactory.  In  our  experience  90  per  cent 
of  the  patients  were  permanently  relieved  of 
pain  following  a single  injection;  10  per  cent, 
however,  required  a second  injection  to  re- 
lieve them  of  their  pain.  Sixty-four  and 
eight  tenths  per  cent  were  fever  free  in  48 
hours  or  less;  23  per  cent  required  from  three 
to  five  days,  7 per  cent  from  6 to  8 days;  and, 
4.2  per  cent  required  more  than  8 days  be- 
fore their  temperature  returned  to  normal. 
Edema  disappeared  in  56.3  per  cent  in  four 
days  or  less;  32.4  per  cent  required  5 to  8 
days;  8.4  per  cent  9 to  10  days;  and  in  2.8  per 
cent  edema  lasted  longer  than  11  days.  The 
economic  importance  of  this  therapy  is  illus- 
trated by  the  necessary  hospitalization:  69.8 
were  discharged  from  the  hospital  with  nor- 
mal extremities  in  from  4 to  8 days,  19  per 
cent  in  from  9 to  12  days,  and  only  11.1  per 
cent  required  more  than  12  days  hospitaliza- 
tion. 

Whereas  the  treatment  of  uncomplicated 
thrombophlebitis  is  conservative,  suppurative 
thrombophlebitis  requires  radical  therapy. 
Suppurative  thrombophlebitis  frequently 
complicates  pelvic  infections,  especially 
following  septic  abortion.  Although,  as  in  un- 
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complicated  thrombophlebitis,  the  clot  in 
suppurative  thrombophlebitis  is  originally 
firmally  fixed  to  the  vein  wall,  it  becomes 
softened  and  loosened  by  the  liquefying  sup- 
purative process.  The  detachment  of  the  clot 
is  dangerous  not  only  because  of  possible  em- 
bolism but  particularly  because  the  detached 
fragments  are  infected  and  will  cause 
multiple  pulmonary  abscesses  and  septicemia. 

In  such  cases  prompt  radical  therapy  is 
necessary  to  prevent  fatal  complications.  The 
mortality  rate  in  the  cases  in  which  vein 
ligation  is  not  done  is  well  over  50  per  cent. 
The  involved  vessel  must  be  ligated  proximal 
to  the  thrombophlebitic  area.  In  the  pelvic 
infections  it  is  desirable  to  ligate  the  vena 
cava  above  the  bifurcation  and  to  ligate  the 
ovarian  veins  above  the  sites  of  involvement. 
Following  this  therapy  there  is  prompt  sub- 
sidence of  all  manifestations  with  complete 
recovery  of  the  patient. 

The  treatment  of  phlebothrombosis  is  also 
radical  because  in  contradistinction  to  un- 
complicated thrombophlebitis  in  which  there 
is  little  danger  as  regards  life,  phlebothrom- 
bosis is  a potential  fatality.  Because  of  the 
loose  adherence  of  the  coagulation  thrombus 
to  the  vein  wall,  the  clot  becomes  easily  de- 
tached with  the  development  of  massive  pul- 
monary embolism  or  non-fatal  infarction  un- 
less the  clot  is  removed  from  the  vein  or  the 
vein  is  tied  proximal  to  the  thrombus  before 
the  detachment  occurs.  It  is  a rule  on  our 
service  that  the  treatment  of'  phlebothrom- 
bosis takes  precedence  over  every  other  case 
on  the  service  except  massive  hemorrhage. 

If  there  are  three  patients  on  the  service, 
one  with  a ruptured  duodenal  ulcer,  another 
with  massive  hemorrhage,  and  a third  with 
phlebothrombosis,  and  only  one  operating 
room  available,  the  patient  with  massive 
hemorrhage  will  be  operated  upon  first,  the 
one  with  phlebothrombosis  will  be  treated 
next,  and  the  patient  with  ruptured  duodenal 
ulcer  will  be  taken  last. 

Venous  ligation  in  phlebothrombosis  is 
done  under  local  analgesia  with  the  patient 
in  the  head  up  position  because  in  this  posi- 
tion there  is  less  danger  of  detachment  of  the 
clot  during  the  operation.  A longitudinal 
incision  is  made  along  the  course  of  the 
femoral  vein.  The  femoral  artery  which  over- 
lies  the  femoral  vein  is  retracted  to  one  side. 
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Ligatures  are  loosely  placed  around  the 
superficial  femoral  vein,  around  the  common 
femoral  vein,  and  around  the  deep  femoral 
vein.  These  ligatures  are  not  tied  but  are 
held  taut  and  a transverse  incision  is  made  in 
the  superficial  femoral  vein  about  two  centi- 
meters distal  to  the  deep  femoral.  If  a clot  is 
visible  in  the  lumen  of  the  vein  or  if  there  is 
no  free  bleeding  from  the  opening  a throm- 
bus has  extended  to  this  level.  A glass  suc- 
tion tube,  employing  gentle  suction,  is  in- 
troduced into  the  vein  lumen  and  directed 
proximally.  Aspiration  is  maintained  until 
the  thrombus  proximal  to  the  opening  has 
been  aspirated  and  free  bleeding  obtained. 
The  aspirator  is  then  introduced  distally  to 
remove  as  much  of  the  clot  distally  as  pos- 
sible. One  must  then  ascertain  whether  there 
is  a thrombus  in  the  deep  vein  or  not.  This  is 
determined  by  tightening  the  ligature  around 
the  common  femoral  and  the  one  around  the 
superficial  femoral  and  observing  whether 
there  is  bleeding  from  the  opening.  If  bleed- 
ing does  occur  it  is  obviously  coming  from 
the  deep  femoral.  This  vein  is  seldom  in- 
volved in  phlebothrombosis  and  therefore 
rarely  requires  ligation.  In  the  absence  of 
deep  vein  involvement  the  common  femoral 
is  ligated  above  and  below  the  incision  in  it 
and  the  vein  divided  between  the  ligatures. 
After  closure  of  the  wound  compression  band- 
ages are  applied  and  the  patient  is  allowed 
to  be  up.  Since  thrombosis  is  likely  to  occur 
in  both  extremities  it  is  our  custom  to  ligate 
veins  on  both  sides  even  though  the  symp- 
toms and  signs  may  be  limited  to  one.  In  this 
way  we  believe  that  subsequent  detachment 
of  emboli  from  the  opposite  leg  can  be  pre- 
vented. 

The  prognoses  in  the  two  types  of  venous 
thrombosis  differ  considerably  also.  With  the 
exception  of  suppurative  thrombophlebitis, 
the  prognosis  in  thrombophlebitis  is  good  as 
regards  life.  Many  sequelae  are  likely  to 
develop  unless  adequate  therapy  is  instituted 
early.  On  the  other  hand,  the  prognosis  in 
phlebothrombosis  is  grave  because  this  is  a 
condition  which  is  a potential  fatality.  The 
complications  of  the  two  conditions  are  also 
different.  The  complications  in  non-suppura- 
tive  thrombophlebitis  consist  of  postphlebitic 
edema,  postphlebitic  ulceration,  and  postphle- 
(Continued  on  Page  245) 
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This  is  not  an  original  work,  but  rather  a 
compilation  of  the  information  I have  ob- 
tained in  reviewing  the  literature  on  the  sub- 
ject, for  my  own  benefit. 

Up  to  the  present  time  glaucoma  treatment 
has  been  chiefly  directed  towards  improved 
intra-ocular  drainage  by  either  existing 
mechanisms  or  by  providing  new  or  artificial 
means.  The  rationale  of  treatment  by  reduc- 
ing the  amount  of  aqueous  formed  is  not  new. 
Heine1  in  1905,  originally  stated  that  the 
cyclodialysis  operation  resulted  in  lessened 
aqueous  production,  and  many  investigators 
have  the  same  opinion.  Shahan  and  Post2 
in  1921,  while  treating  hypopyon  ulcers  with 
the  thermophore,  noticed  the  subsequent  re- 
duction in  intraocular  tension.  Later,  they  re- 
ported a relatively  permanent  reduction  of 
the  intraocular  tension  in  two  human  eyes 
with  glaucoma.  They  used  the  thermophore 
at  the  limbus,  opposite  the  root  of  the  iris, 
for  five  minutes  at  140  Fahrenheit. 

In  1925,  Curran3  reported  a procedure  de- 
signed to  (1)  establish  filtration,  (2)  to  inter- 
fere with  the  function  of  parts  of  the  ciliary 
body  and  (3)  to  produce  a decompression 
staphyloma.  The  procedure  consisted  of 
using  the  galvano  cautery  to  cauterize  an 
area  of  8x12  mm.  in  diameter  over  the  ciliary 
body.  From  the  report,  the  reduction  in  ten- 
sion if  relatively  permanent,  was  due  to  a 
filtering  cicatrix,  and  damage  to  the  ciliary 
body  from  heat  was  temporary. 

In  1936,  Vogt4  first  reported  upon  his  pro- 
cedure of  Cyclodiathermypuncture.  Three 
years  later,  he  was  even  more  enthusiastic  of 
the  operation  and  minimized  the  complica- 
tions which  he  originally  feared,  stressing 
technique  as  a means  of  avoiding  these.  In 
his  second  paper,  he  merely  states  that 
Cyclodiathermypuncture  has  been  performed 
hundreds  of  times,  and  is  recommending  it 
on  the  basis  of  his  good  results.  Considerable 
literature  on  this  procedure  has  resulted 
largely  in  the  European  Journals.  Weekers 


and  Weekers5  and  Albaugh  and  Dunphy6  in 
this  country,  were  successful  in  securing 
lowered  intraocular  tension  with  surface 
diathermy  current  without  scleral  perfora- 
tion. 

Indications  and  Contraindications  of 
Cyclodiathermypuncture: 

In  the  literature  the  indications  have  been 
made  quite  inclusive.  Most  writers  agree  that 
in  acute  primary  congestive  glaucoma,  that 
the  classical  Graefe  iridectomy  is  the  opera- 
tion of  choice.  In  cases  with  a very  shallow 
anterior  chamber,  the  “iridectomy  ab  ex- 
terno”  of  Elschnig  would  be  preferable. 

The  situation  in  chronic  primary  glaucoma 
is  somewhat  different.  Most  of  the  pro- 
cedures aim  at  subconjunctival  filtration. 
There  is  some  danger  of  late  secondary  in- 
fection, and  of  course,  an  occasional  case  of 
sympathetic  ophthalmia  has  resulted  from 
the  fistulizing  operations.  The  procedure  has 
much  in  common  with  the  cautery  punctures 
used  in  retinal  detachment,  and  where  in 
spite  of  the  large  number  of  cases  involved, 
no  sympathetic  ophthalmia  has  resulted.4 
Stocker7  has  reported  good  results  after 
using  it  on  a group  of  seventeen  negroes  with 
chronic  primary  glaucoma,  who  had  not  been 
subjected  to  previous  surgery.  However,  sub- 
stitution of  a new  procedure  over  those  which 
have  stood  the  test  of  time  must  necessarily 
await  further  trial  and  comparison  of  results. 

The  new  operation  finds  its  greatest  field 
of  usefulness  in  the  severe  cases  of  so-called 
malignant  glaucoma  where  iridectomy  and 
the  fistulizing  methods  have  failed.  Cyclo- 
diathermy is  very  useful  in  cases  of  high  ten- 
sion accompanied  by  a completely  empty 
anterior  chamber  and  the  lens  and  iris  remain 
pressed  against  the  cornea.  Frequently,  the 
surgeon  has  a case  which  progresses  to  blind- 
ness, because  of  standing  by  helpless,  or  due 
to  a poor  post-operative  result  when  surgery 
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is  attempted  as  a last  resort.  Cyclodiathermy- 
puncture  in  such  cases,  is  easy  to  perform  and 
usually  results  in  a medium  to  deep  anterior 
chamber  the  following  day,  provided  always, 
the  case  is  of  not  too  long  standing.  This  can 
be  followed  by  further  intraocular  surgery 
from  iridectomy,  tolens  extraction. 

In  secondary  glaucoma,  it  has  provided  a 
means  of  controlling  the  hitherto  intractable 
glaucoma  hemorrhagicum  following  obstruc- 
tion of  the  central  retinal  vein.  Other  treat- 
ment has  been  completely  ineffective  because 
of  the  hemorrhage  resulting  when  the  eye  is 
opened.  Albaugh  and  Dunphy6,  in  a small 
series,  reported  favorably  and  were  surprised 
to  find  that  though  the  tension  remained 
elevated,  the  patient  was  comfortable. 

It  is  indicated  whenever  secondary  glau- 
coma with  iridocylitis  has  not  been  success- 
fully treated  by  iridectomy.  Vogt  4 feels 
that  cyclodiathermy  has  a beneficial  effect 
on  iridocyclitis.  Albaugh  and  Dunphy  6 agree 
that  they  have  seen  no  deleterious  effects  in 
glaucoma  secondary  to  iridocyclitis  and  in  a 
few  cases,  felt  that  there  was  improvement 
attributable  to  the  operation.  Buphthalmos 
610  also  has  been  treated  by  cyclodiathermy 
in  a few  cases. 

Few  authors  raise  any  contraindications  to 
Cyclodiathermy.  Intraocular  tumor  must  be 
absolutely  ruled  out  and  if  there  is  any  ques- 
tion as  to  differential  diagnosis,  enucleation 
is  the  imperative  procedure. 

Techniques  and  Post-Operative  Course: 

Two  types  of  diathermy  treatment  have 
been  advocated  for  the  treatment  of  increased 
intraocular  tension.  In  both  types  the 
diathermy  current  is  applied  to  the  ciliary  re- 
gion, thus  influencing  in  one  way  or  another 
that  part  of  the  bulbous  which  is  supposed  to 
play  an  important  part  in  the  mechanism  for 
regulating  the  intraocular  pressure.  Weve8 
followed  by  Amsler9  first  used  the  surface 
electrode.  This  was  later  emphasized  by  Al- 
baugh and  Dunphy.6  They  felt  that  the  non- 
perforating diathermy  was  less  traumatic  and 
it  was  not  necessary  to  make  such  extensive 
punctures.  In  addition,  the  eye  was  not 
opened. 

Preparation  for  the  different  type  pro- 
cedures is  similar.  The  local  installation  may 
be  cocaine  or  pontocaine  with  retrobulbar  in- 
jection of  novocaine  and  adrenalin.  Because 


these  eyes  are  sensitive,  it  is  well  to  wait  a 
full  ten  minutes  before  proceding.  Lid 
akinesia  may  be  used,  as  well  as  retrobulbar 
injection  of  1 cc.  of  60%  alcohol.  The  latter 
augments  the  anesthesia,  though  often  fol- 
lowed by  a paresis  of  the  external  rectus, 
which  lasts  but  a few  days  or  weeks. 

In  the  non-perforating  procedure,  as  recom- 
mended by  Dunphy  and  Albaugh6,  the  con- 
junctiva is  incised  8 mm.  from  the  limbus 
over  a little  more  than  one-half  the  circum- 
ference of  the  globe,  and  the  sclera  is  bared 
to  within  2 mm.  from  the  limbus,  and  this  is 
usually  in  the  lower  half  of  the  globe.  After 
the  sclera  is  bare,  the  flat  electrode  (Weve 
type)  is  used  over  one-half  of  the  globe.  It 
is  necessary  to  apply  it  firmly  against  the 
sclera,  otherwise  there  is  no  penetration  of 
current  and  superficial  searing  is  the  only 
effect.  Applications  are  placed  at  4 to  5 mm. 
from  the  limbus  immediately  adjacent  to  one 
another,  one  row  being  sufficient.  Slight 
superficial  searing  of  the  sclera  is  a good 
criterion  for  the  amount  of  current  used. 
Using  the  Walker  diathermy  machine,  they 
advocate  a setting  of  35  on  the  dial  and  apply 
current  for  8-10  seconds  for  each  application. 
Weekers  and  Weekers5  of  Belgium  use  a 0.75 
mm.  wide  and  1 mm.  long  electrode  placed 
vertically  upon  the  conjunctiva  and  sclera, 
7 mm.  distance  from  the  limbus,  making  eight 
applications  in  all,  two  between  the  insertions 
of  each  pair  of  recti  muscles.  The  conjunctiva 
is  not  dissected  from  the  sclera.  They  use  a 
pyrometric  electrode  applied  for  15  seconds 
for  each  application.  Upon  removal  of  the 
electrode,  there  results  a cup-like  depression 
at  the  place  of  application.  Bulbar  con- 
junctiva destroyed  by  the  current,  is  per- 
forated by  a hole,  whose  dimensions  slightly 
surpass  those  of  the  electrode.  The  result  is 
a white  halo  on  the  circumference  of  the 
orifice  due  to  coagulation  and  to  ischemia  of 
the  neighboring  conjunctiva.  At  the  bottom 
of  the  cup,  the  sclera  is  apparent  without  any 
lesions. 

Perforating  cyclodiathermy  was  first  advo- 
cated by  Vogt4  in  Switzerland  and  there  has 
been  little  modified  as  used  by  Stocker7  and 
Meyers10  in  this  country.  Preparation  is  as 
previously  outlined.  Diathermy  needle  punc- 
tures are  made  in  a zone  2.5  mm.  wide  just 
above  and  approximating  the  inferior  rectus 
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insertion  extending  to  within  2 mm.  of  the 
medial  and  lateral  recti  muscle  insertions.  A 
total  of  80  to  100  punctures  was  recommended. 
The  needle  is  0.5  mm.  long  and  0.15  to  0.18 
mm.  in  width.  The  current  is  45  miliampers, 
the  space  between  the  punctures  is  approx- 
imately 0.5  mm.,  and  the  current  is  applied 
for  one-half  to  one  second  for  each  applica- 
tion. The  punctures  should  not  be  made 
nearer  than  2.5  mm.  from  the  limbus.  The 
sclera  should  be  dry  to  allow  greater 
efficiency  for  the  diathermy  current  action. 
One-hundred  or  more  punctures  may  be 
made.  Closure  is  made  in  the  usual  manner 
and  a drop  of  atropine  and  dressing  applied. 

Consensus  of  opinion  concludes  that  atro- 
pine is  the  drug  of  choice  in  the  immediate 
post-operative  period.  There  is  damage  to 
the  ciliary  body  which  is  bound  to  result  in 
a reactive  cyclitis.  When  perforating  cyclo- 
diathermy is  done,  a binocular  dressing  is 
used  to  keep  the  eye  quiet  for  the  first  24 
hours.  The  patient  is  usually  kept  in  bed  two 
days  to  avoid  a sudden  rise  in  blood  pressure 
which  might  burst  intraocular  vessels  un- 
supported by  normal  or  elevated  pressure.  In 
the  non-perforating  operation,  binocular 
dressing  is  used  and  the  patient  allowed  out 
of  bed  in  24  hours. 

In  surface  diathermy,  the  intraocular  pres- 
sure tends  to  rise,  probably  due  to  the  shrink- 
age of  the  sclera  and  the  total  volume  of  the 
globe  is  reduced.  The  pressure  then  comes 
down  slowly.  In  the  penetrating  type,  the 
eyeball  is  usually  moderately  hypotonic  after 
surgery.  The  pressure  occasionally  arises  for 
a few  days,  then  usually  falls  gradually  if  one 
has  a successful  outcome. 

Complications: 

Cornea:  Dangers  and  complications  in- 
volved with  this  operation  occur  mostly  in 
the  cornea  and  lens  due  to  their  proximity  to 
the  operative  field.  Secondly,  one  must  con- 
sider the  iris,  vitreous  and  retina.  When  first 
presented,  Vogt4  was  somewhat  wary  of 
complications,  but  in  his  second  paper  prac- 
tically dismissed  them  as  a result  of  faulty 
technique.  In  the  cornea,  reduction  of  corneal 
sensitivity  over  the  region  of  the  operation 
is  almost  invariable.  This  is  in  most  cases 
transitory.  It  may  be  accompanied  by  a 
bullous  keratitis  on  a trophic  basis  present 
during  the  immediate  post-operative  period. 
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If  the  operative  field  is  too  near  the  limbus,  : 
keratitis,  necrosis  and  opacification  of  the 
cornea  may  occur.  The  diathermy  needle 
must  never  be  placed  closer  than  2.5  mm. 
from  the  limbus.  An  occasional  transient 
parenchymal  opacity  may  occur  in  the  opera- 
tive area. 

Iris  and  Ciliary  Body:  Hemorrages  may 
occur  from  the  iris,  and  it  has  been  reported10 
eight  to  fourteen  days  post-operatively.  These 
complications  are  rare  when  the  proper  dis- 
tance from  the  limbus  is  respected.  Hy- 
peremia of  the  iris  and  a mild  iridocyclitis  is 
the  rule  following  surgery  and  occasionally  a 
pupillary  exudate  may  form.  Occasional 
choroidal  hemorrhages  may  occur  as  in  de- 
tachment operations. 

Lens:  Antiglaucomatous  operations  are 
often  done  on  aged  subjects  in  whom  often 
exist  the  beginning  of  senile  cataracts.  After 
the  operation,  one  occasionally  notes  a more 
rapid  progression  of  the  opacification  of  the 
lens.  In  the  available  literature  on  cyclodia- 
thermy all  have  noted  that  untoward  lens 
changes  have  not  occurred.  Some  experimen- 
tal work  on  animals  using  ten  times  the 
routine  amount  of  current,  fail  to  produce 
lens  opacity  in  two  months.6 

Sclera:  Vogt4  reported  on  a case  of  sceral 
necrosis  which  healed  following  suture.  No 
others  have  reported  this  complication. 

Sympathetic  Ophthalmia:  As  previously 
mentioned  sympathetic  ophthalmia  has  not 
been  reported.  Vogt4  minimized  the  danger 
and  spoke  of  the  large  number  of  similar 
operations  done  for  retinal  separation  with 
damage  to  uveal  tissue. 

Physiology  and  Anatomy: 

To  acquaint  ourselves  more  thoroughly 
with  the  topography  of  this  region,  one  needs 
to  recall  the  distance  of  the  insertions  of  the 
recti  muscles  from  the  limbus.  Medical  rec- 
tus 5.5  mm.,  inferior  rectus  6.5  mm.,  lateral 
rectus  6.9  mm.  and  superior  rectus  7.7  mm. 
In  the  emmetropic  eye,  the  ora  serrata  lies 
5.5  to  7 mm.  from  the  corneal  scleral  junc- 
tion, on  the  nasal  side.  Therefore,  nasally, 
the  ora  serrata  and  the  insertion  of  the  medial 
rectus  muscle  coincide.  Temporally  above 
and  below,  the  distance  from  the  limbus  to 
the  ora  serrata  is  6.0  to  7.5  mm.,  so  that  here 
the  recti  insertions  correspond  to  within  ap- 
proximately 1 mm.  of  the  anterior  retinal 
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border.  Punctures  made  at  the  level  of  the 
muscle  insertions  will  overlie  the  region  of 
the  pars  plana  of  the  ciliary  body.  In  other 
words,  posterior  to  the  corona  cilairs. 

Theoretically,  it  is  difficult  to  explain  the 
physiology  of  Cyclodiathermy  puncture.  Vogt 
4 took  for  granted  that  it  is  from  lessening  of 
the  anterior  chamber  fluid  due  to  damage  of 
the  ciliary  epithelium,  particularly  the  pars 
plana.  All  are  familiar  with  the  hypotony  re- 
sulting from  disease  or  trauma  to  the  ciliary 
body.  One  may  also  ask  what  is  the  essential 
surface  dithermy,  one  must  conclude  it  is 
essentially  from  the  diathermy  current  with 
resultant  degenerative  change  in  the  ciliary 
body.  The  perforating  procedure  results  in 
earlier  reduction  of  tension.  As  the  pro- 
cedure almost  exclusively  deals  with  the  pars 
plana,  some  trophic  change  may  be  respon- 
sible from  action  on  the  nerves  passing  for- 
ward. Further  investigation  is  necessary  on 
this  subject. 

In  several  cases  pathological  studies  of 
enucleated  eyes  have  been  made.6  There  has 
been  almost  complete  destruction  of  the 
ciliary  body  in  the  region  operated.  What 
mass  is  present  consists  largely  of  replace- 
ment fibrous  tissue.  The  epithelial  layers  are 
disrupted  and  in  places  are  lacking  altogether. 
Results: 

I think  it  is  well  to  emphasize  here  that 
most  of  the  results  have  been  recorded  on 
profoundly  altered  eyes.  In  most  cases  where 
some  vision  has  been  recorded  previous  to 
surgery,  acuity  returns  to  the  same,  or  is 
benefited  somewhat  by  the  reduction  of 
corneal  edema.  In  cases  where  pre-operative 
and  post-operative  visual  field  examinations 
have  been  possible,  no  decrease  in  retinal 
function  has  been  noted.  Stocker7  in  report- 
ing on  sixteen  cases  of  chronic  primary  glau- 
coma in  negroes,  which  had  not  been  sub- 
jected to  previous  surgery,  normalized  the 
tension  in  fourteen,  without  loss  of  vision. 

In  the  more  severe  cases  of  glaucoma 
hemorrhagicum,  and  cases  which  have  not 
responded  to  other  procedures,  success  or 
failure  has  been  based  largely  on  relief  of 
pain  and  reduction  of  tension.  Vogt4  stated 
in  his  second  paper  that  in  hemorrhagic  glau- 
coma, though  many  responded  the  majority 
were  failures.  Dunphy  and  Albaugh6  re- 
ported 75%  success  in  twelve  cases.  Meyer10 


reports  success  in  87%  in  thirty-four  cases. 

Corresponding  figures  are  about  the  same 
in  primary  glaucoma.  In  the  secondary  group 
the  results  are  not  as  good,  but  are  about  50%. 
Meyers10  had  no  success  in  two  Buphthalmic 
eyes.  Albaugh  and  Dunphy6  reported  success 
in  two  of  four  eyes  and  stated  that  the  other 
two  eyes  may  have  been  benefited  by  further 
cyclodiathermy. 

In  a paper  to  be  published  soon,  Meyer10 
reports  on  one  hundred  twenty-six  cases  in 
which  post-operative  contact  was  maintained 
with  the  patient.  The  majority  concerned 
cases  of  advanced  glaucoma,  and  in  early  pro- 
cedures were  used  exclusively  on  eyes  with 
absolute  glaucoma.  On  the  one  hundred 
twenty-six  cases  tension  was  reduced  to  30 
mm.  of  mercury  or  below  in  28%  and  to  35 
mm.  of  mercury  or  below  in  6%.  Pain  was 
relieved  in  74%. 

In  ten  private  cases  studied,  all  received 
relief  from  pain,  but  only  after  a six  to  eight 
weeks  stormy  course  in  two.  The  tension  was 
uncontrolled  in  two  cases.  One  case  resulted 
in  a phthsical  eye. 

In  a late  issue  of  the  “Quarterly  Review  of 
Ophthalmology,”  Berens11  states  “Our  ex- 
perience with  this  type  of  operation  has  been 
confined  to  cases  of  glaucoma  in  which  other 
procedures  have  failed.  In  our  opinion  it 
should  be  reserved  for  intractable  or  absolute 
glaucoma  because  of  the  danger  of  necrosis 
and  atrophy  of  the  globe.” 

Conclusions: 

1.  For  the  Clinical  Ophthalmologist  Cyclo- 
diathermy offers  a new  procedure  to  add 
to  our  antiglaucomatous  surgery. 

2.  Two  types  of  Cyclodiathermy  are  recom- 
mended, penetrating  and  non-penetrat- 
ing in  which  the  results  appear  compar- 
able. 

3.  It  is  a simple,  relatively  safe  procedure 
when  indicated.  The  operation  may  be 
repeated  and  enucleation  may  be  pre- 
vented. 

4.  Cyclodiathermy  is  the  operation  of  choice 
for  hemmorhagic  glaucoma,  especially 
after  occlusion  of  the  central  retinal  vein. 
It  is  indicated  when  other  medical  and 
surgical  treatment  has  failed. 

5.  It  may  promote  better  surgery  in  eyes 
with  a completely  empty  anterior  cham- 

(Continued  on  Page  245) 
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In  the  past,  much  has  been  written  and 
spoken  about  the  evils  of  government  in  the 
field  of  medicine.  But  one  of  the  most  apt 
descriptions  of  the  entire  program  of  govern- 
ment medicine  was  made  by  Sigman  Byrd  of 
the  “Houston  Press”  when  he  told  a story  of 
Dr.  Thomas  S.  Whitecloud  whom  Byrd 
claimed  has  actually  practiced  socialized 
medicine  in  the  Indian  Service.  Quoting  from 
the  piece  by  Byrd,  the  article  gives  us  some 
very  interesting  information: 

“Dr.  Whitecloud  is  half  Irish  and  half 
Chippewa.  He  was  born  in  New  York  City, 
while  his  father,  Tom  St.  Germaine,  was 
coaching  football  at  Villanova  32  years  ago. 
Later  his  father  tried  being  a back-to-the- 
blanket  Indian,  failed  to  adjust,  and  died  a 
country  lawyer  in  northern  Wisconsin,  near 
the  old  Chippewa  reservation. 

The  kind  of  socialized  medicine  Dr.  White- 
cloud has  seen  at  work  is  the  only  kind  ever 
practiced  on  an  extensive  scale  in  this  coun- 
try — that  of  the  Indian  Service.  He  entered 
the  service  as  a government  P-4  physician 
and  surgeon  in  1945,  immediately  after  his 
discharge  from  the  Army  as  a parachute 
battalion  medical  officer.  He  resigned  from 
the  Service  last  August  and  came  to  Houston 
to  do  private  practice. 

‘As  a physician  I was  pretty  bitterly  dis- 
appointed in  government  medicine,’  he  said. 
‘I  had  spent  years  preparing  for  a career  in 
the  Indian  Service,  but  I couldn’t  stand  it, 
and  I don’t  see  how  any  doctor  can.’ 

On  the  Montana  Blackfeet  Reservation,  Dr. 
Whitecloud  was  the  only  physician  and  sur- 
geon at  a 45-bed  hospital.  ‘But  the  hospital 
was  run  by  a civil  service  nurse,’  he  said.  ‘I 
could  make  suggestions,  but  I couldn’t  give 
her  orders.  When  it  came  to  administration, 
she  ranked  me.  We  had  about  five  staff 
nurses,  some  good,  some  bad,  but  you  couldn’t 
get  rid  of  the  bad  ones.  Civil  service,  you 
know! 


But  personnel  problems  were  only  one  box 
of  bitter  pills  for  the  government  doctor. 
Even  the  red  tape,  including  the  filling  out  of 
10  lengthy  forms  for  each  admission,  was  not 
the  worst  nuisance  he  had  to  face. 

‘You  couldn’t  just  examine  a patient  and 
diagnose  as  a private  physician  does,’  said  Dr. 
Whitecloud.  ‘The  government  gives  its  In- 
dian Service  doctors  a little  black  book,  list- 
ing what  it  considers  all  the  possible  diag- 
noses, and  you  charted  the  patient’s  illness  by 
the  corresponding  government  number.” 

The  above  quotation  needs  very  little  com- 
ment from  anyone  attempting  to  write  an 
editorial,  but  the  doctor  can  stand  constant 
reminder  that  those  who  would  involve  our 
nation  in  such  a scheme  are  still  hard  at  work. 

Just  last  week  the  executive  office  of  your 
Medical  Association  received  a communica- 
tion from  the  California  State  Medical  As- 
sociation in  which  it  was  stated  that  Governor 
Earl  Warren  was  intent  upon  placing  a social- 
ized medicine  plank  in  the  Republican  Party 
platform.  Our  South  Dakota  congressmen 
have  indicated  over  and  over  again  that  they 
are  opposed  to  any  such  platform  in  their 
party,  but  there  are  minority  groups  who 
feel  that  they  can  get  something  for  nothing 
or  get  some  votes  through  promises. 

It  is  up  to  the  physicians  of  South  Dakota 
and  in  the  United  States  to  become  politically 
conscious  of  the  threat  to  their  future  and 
the  future  health  of  the  people.  Just  remem- 
ber what  happened  to  Dr.  Whitecloud  under 
his  form  of  socialized  medicine. 


During  the  Annual  Session  which  was 
recently  held  in  Sioux  Falls,  the  question 
came  up,  as  it  has  before,  whether  the  doc- 
tor or  the  insurance  man  should  be  the  one 
to  most  actively  sell  the  South  Dakota  Injury- 
Illness  Expense  Plan. 

To  the  writer,  the  argument  is  a consider- 
able waste  of  time  because  neither  the  in- 
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surance  company’s  salesmen  nor  the  doctors 
can  sit  back  and  expect  the  other  to  do  the 
job.  Some  of  the  insurance  men  feel  that  the 
policy  is  not  profitable  enough  to  them  to 
make  it  worthwhile  to  get  out  and  dig  a 
little  for  the  business.  If  it  is  not  as  profit- 
able to  the  salesmen  as  other  types  of  in- 
surance, it  must  follow  that  our  policy  is  pay- 
ing added  benefits  to  the  insured  that  others 
are  not.  If  this  premise  is  correct,  the  insured 
are  going  to  be  satisfied  with  what  they  have. 
If  they  are  satisfied  with  one  type  of  insur- 
ance that  they  buy  from  this  particular  agent, 
they  will  also  buy  other  types,  i.  e.:  the  more 
profitable  policies,  from  him.  No  salesman  of 
insurance,  if  he  follows  the  line  of  thought  to 
its  logical  conclusion,  is  going  to  react  slowly 
when  the  Plan  can  add  materially  to  his  bus- 
iness. 

As  far  as  the  doctor  is  concerned,  he 
shouldn’t  be  selling  insurance,  any  more  than 
the  insurance  agent  should  be  practicing 
medicine.  The  doctor’s  job  is  to  promote  the 
policy.  By  his  exemplary  practice  of  med- 
icine, by  his  advice  and  counsel,  by  his  co- 
operation in  handling  claims  under  the  plan, 
he  can  convince  the  public  that  it  is  costly 
to  them  to  be  without  the  coverage  that  the 
medical  association  has  designed. 

The  Committee  that  was  appointed  several 
years  ago  set  the  policy  up  and  started  it 
rolling,  but  it  is  not  the  job  of  the  committee 
to  keep  it  going.  The  Plan  belongs  to  the 
Medical  Association  now,  and  it  is  necessary 
for  every  physician  to  do  his  part  as  well  as 
the  men  who  sell  it.  The  Plan  protects  your 


practice don’t  neglect  to  promote  the 

Plan.  J.  C.  F. 


A.  OCHSNER 

(Continued  from  Page  239) 
bitic  streptococcic  infection  followed  by  ele- 
phantiasis. All  of  these,  however,  can  be 
prevented  by  adequate  therapy  of  thrombo- 
phlebitis during  its  early  stage.  The  compli- 
cations of  suppurative  thrombophlebitis  con- 
sist of  septic  pulmonary  infection  and  sepsis. 
The  complication  of  phlebothrombosis  is  em- 
bolism, which  may  be  either  a massive  fatal 
pulmonary  embolism  or  a non-fatal  pul- 
monary infarction  followed  by  pneumonitis. 

SUMMARY  AND  CONCLUSION 
Venous  thrombosis  is  a serious  condition 


and  is  responsible  for  many  fatalities  and 
much  suffering. 

In  order  to  rationally  treat  venous  throm- 
bosis it  is  necessary  to  distinguish  two  differ- 
ent types  which  differ  etiologically,  patho- 
logically, symptomatically,  therapeutically, 
and  prognostically. 

Thrombophlebitis  produces  marked  symp- 
toms, is  not  complicated  by  embolism,  and 
does  not  kill,  except  in  suppurative  process, 
and  is  satisfactorily  treated  by  vasodilatation. 

Phlebothrombosis  produces  few  or  no 
symptoms  but  is  a potentially  fatal  condition. 
Embolism  is  common.  The  treatment  is 
radical  and  consists  of  embolectomy  or  vein 
ligation. 


ALLIBAND 

(Continued  from  Page  243) 
ber  by  making  more  conservative  pro- 
cedures possible. 

6.  Further  trial,  and  clinical  observations 
are  necessary  to  better  evaluate  the  ad- 
visability of  cyclodiathermy  in  the  less 
severe  glaucomas,  and  its  subsequent 
effect  on  visual  function. 
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CHARLES  FLETT  M.D. 

Dr.  Charles  Flett  82,  of  Milbank,  South 
Dakota  passed  away  May  25,  1948. 

Dr.  Flett  had  practiced  medicine  over  50 
years  until  his  retirement  2 years  ago. 
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AUXILIARY  HOLDS 
LUNCHEON 

The  seventh  District  Med- 
ical auxiliary  hostesses  to  the 
delegates  §nd  visitors  of  the 
South  Dakota  Medical  As- 
sociation auxiliary  at  a party 
held  at  the  Town  Club  Mon- 
day May  31st  in  connection 
with  the  annual  Medical  As- 
sociation Meeting. 

Credit  for  the  setting  goes 
to  Mrs.  F.  C.  Nilsson,  Chair- 
man of  the  committee,  as- 
sisted by  Mrs.  Robert  Og- 
born,  Mrs.  L.  Leraan,  Mrs. 
Howard  Shreves,  Mrs.  O. 
Charles  Ericksen,  Mrs.  Anton 
Hyden,  Mrs.  Charles  Ihle  and 
Mrs.  Fred  S.  Stahmann. 

Garden  flowers  were  used 
in  profusion  everywhere,  the 
small  luncheon  tables  were 
centered  with  bud  vases  of 
blooms. 

Mrs.  William  Sercl,  Sioux 
Falls,  presided.  Mrs.  Eustace 
Allen  of  Atlanta,  Ga.,  na- 
tional president  and  Mrs.  H. 
Russell  Brown,  Watertown, 
state  president,  were  intro- 
duced and  made  a few  re- 
marks before  the  afternoon 
of  bridge.  All  three  presi- 
dents wore  corsages,  gifts  of 
the  auxiliary. 

Reports  from  all  districts 
and  committees  took  up  the 
business  Sunday  morning. 
Newly  elected  members  to 


the  benevolent  fund  com- 
mittee were  Mrs.  Russell 
Brown  of  Watertown;  Mrs. 
E.  R.  Schwartz,  Wakonda; 
Mrs.  J.  C.  Hagin,  Miller,  and 
Mrs.  Paul  Reagan,  Sioux 
Falls. 


ANNUAL  MEETING 
SIDE-LIGHTS 

After  an  affair  such  as  the 
Annual  Meeting  just  recently 
completed  in  Sioux  Falls, 
there  usually  comes  to  light 
a number  of  interesting  fea- 
tures that  have  little  or  no 
bearing  on  the  success  of  the 
doings,  but  offer  interesting 
reading  as  we  turn  away 
from  the  dying  embers. 

He  ❖ 

For  instance,  we’re  still 
worried  about  the  gentleman 
from  Huron  who  lost  his  suit- 
coat.  We  never  did  learn 
whether  or  not  he  found  it. 
He  may  be  happy  to  learn 
that  he  wasn’t  the  only  one 
to  lose  a coat.  One  of  the 
Auxiliary  members  did  the 
same.  It  turned  up  right 

where  the  owner  had  put  it. 

❖ ❖ ❖ 

By  the  way,  Sioux  Falls  is 
an  expensive  place  to  have  a 
Medical  Meeting.  The  City 
of  Sioux  Falls  gives  nothing 
to  attract  a meeting  such  as 
ours.  The  good  service  is  a 
product  of  cold  cash.  Not  so 
at  Rapid  City  and  Yankton. 


Yankton  has  already  offered 
free  auditorium  space  for 
1949. 

^ ^ ^ 

The  Cataract  Hotel  makes 
a nice  Convention  Head- 
quarters but  the  turnover  of 
managers  keeps  the  Associa- 
tion’s executive-secretary 
continually  disturbed.  That 
nice  young  fellow  that  was 
managing  the  hotel  when  you 
registered  was  ousted  by  the 
time  we  payed  our  bill.  He 
was  number  five  since  we 
started  plans  for  the  meet- 
ing. 

^ ^ ^ 

We  are  just  a little  grey 
these  days  from  the  mis- 
handling of  the  projection 
equipment  on  the  Monday 
morning  scientific  sessions. 
We  are  now  studying  the 
nomenclature  and  care  of 
slide  projectors. 

•t  ^ $ 

Those  very  pretty  girls 
that  took  tickets  at  the  var- 
ious affairs  are  members  of 
the  office  staff.  They  also 
know  how  to  type. 

^ jJC 

All  in  all,  we  thought  it 
was  a nice  meeting.  Your 
complaints  or  suggestions 
should  be  presented  to  the 
executive  office  not  later 
than  January  10,  1949.  That’s 
when  we  start  to  worry 
about  the  Yankton  meeting. 
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Any  physician  who  has 
practiced  fifty  years  and  is 
now  living  in  the  State  of 
South  Dakota  or  anyone 
who  knows  of  a physician 
having  practiced  50  years 
and  is  now  residing  in 
South  Dakota,  notify  the 
Executive  Office  so  that 
proper  recognition  of  the 
individual  service  may  be 
made. 


ANNOUNCEMENT 

A Post-graduate  course  in 
the  modern  treatment  of 
fractures  and  other  traumatic 
conditions  will  be  given  at 
the  Massachusetts  General 
Hospital  from  the  20th  to  the 
29th  of  September,  1948, 
under  the  auspices  of  the 
Harvard  Medical  School.  An 
outstanding  group  of  instruc- 
tors will  present  some  51 
discussions. 

Anyone  interested  in  at- 
tending from  South  Dakota 
is  instructed  to  write  the 
Assistant  Dean,  Courses  for 
Graduates,  Harvard  Medical 
School,  25  Shattuck  Street, 
Boston,  Massachusetts.  This 
course  is  covered  by  the 
G.  I.  Bill  of  Rights. 


NEW  PATHOLOGIST 
AT  SIOUX  VALLEY 

The  Sioux  Valley  Hospital 
in  Sioux  Falls  has  announced 
the  appointment  of  Doctor 
James  Y.  Clarke  as  path- 
ologist at  the  hospital. 

Dr.  Clarke  is  a graduate  of 
the  University  of  Minnesota 
and  served  his  internship  at 
Wayne  University  in  Detroit. 
Prior  to  graduation  he  was 
employed  as  a part  time 
pathologist  at  St.  Joseph’s 
Hospital  in  Saint  Paul.  Dr. 


Clarke  is  married  and  has 
two  children. 


DR.  SUMMERS 
LEAVES  STATE 

Dr.  John  E.  Summers, 
formerly  with  the  depart- 
ment of  Anatomy  at  the  Uni- 
versity of  South  Dakota,  has 
left  the  state. 

Dr.  Summers  new  address 
will  be  John  E.  Summers 
M.D., resident  in  Orthopedic 
Surgery,  The  Norwalk  Hos- 
pital, Norwalk,  Conn. 

Dr.  Summers  has  been  a 
frequent  contributor  to  the 
Journal  of  Medicine  with  his 
latest  paper  appearing  in  the 
February  issue  of  the  Jour- 
nal. 


DR.  C.  A.  MILLS 
ON  PROGRAM 

Due  to  the  sudden  illness 
of  Dr.  N.  G.  Alcock  of  the 
University  of  Iowa,  Dr.  C.  A. 
Mills,  Professor  of  Exper- 
imental Medicine  at  the  Uni- 
versity of  Cincinnati,  filled 
in  for  Dr.  Alcock  at  the 
second  general  session  of  the 
South  Dakota  Medical  As- 
sociations Annual  meeting, 
Monday  May  31st. 

Dr.  Mills  is  the  brother  of 
Doctor  G.  W.  Mills  of  Wall, 
South  Dakota  and  appeared 
on  the  Annual  meeting  pro- 
gram last  year  at  Rapid 
City.  Dr.  Mills  presented 
slides  on  his  Mexican  exper- 
ience to  close  out  the  Mon- 
day afternoon  session. 


DR.  STEWART  RETIRES 
AS  SECRETARY 

Dr.  J.  L.  Stewart  of  Spear- 
fish  has  retired  as  secretary 
of  the  South  Dakota  Medical 
Veterans’  Society,  after  serv- 
ing in  that  position  for  22 
years. 


Requisite  for  membership 
in  that  organization  is  30 
years  of  practice  in  South 
Dakota.  Dr.  Stewart  was 
graduated  from  Medical 
school  55  years  ago.  He  at- 
tended all  sessions  of  the 
Medical  Association’s  annual 
meeting  which  ended  June 
1st. 


MINNEAPOLIS  SITE 
OF  CONVENTION 

The  20th  Annual  Conven- 
tion of  the  American  Society 
of  X-Ray  Technicians  was 
held  in  Minneapolis  May  30 
to  June  4.  This  was  attended 
by  Vernon  E.  Johnson,  R.  T., 
of  Sioux  Valley  Hospital  and 
W.  S.  Beckstrom,  R.  T.,  of 
the  Sioux  Falls  Clinic.  The 
convention  was  held  at  the 
Hotel  Radisson  and  attended 
by  nearly  five  hundred  tech- 
nicians from  every  state  in 
the  union  and  Canada.  A 
South  Dakota  State  Society 
was  formed  and  became  af- 
filiated at  this  time.  George 
E.  Laswell,  R.  T.,  of  Rapid 
City  was  elected  president, 
W.  S.  Beckstrom,  R.  T.  of 
Sioux  Falls  vice  president, 
Sister  Cuthbert,  R.  T.  of 
Parkston,  Secretary-Treas- 
urer, V.  E.  Johnson,  R.  T.  of 
Sioux  Falls,  Chairman  of  the 
Executive  Committee.  Up  to 
this  time  South  Dakota  was 
one  of  the  few  states  not  hav- 
ing a state  society;  however, 
Sioux  Falls  had  a local 
society  of  18  technicians 
since  last  November. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


PHARMACISTS  HOLD  SUCCESSFUL 
CONVENTION 

Over  two  hundred  persons  registered  for 
the  Sixty-Second  Annual  Convention  of  the 
South  Dakota  Pharmaceutical  Association 
which  was  held  at  the  Marvin  Hughitt  Hotel 
in  Huron  on  May  9,  10,  11,  1948.  A review  of 
the  attendance  showed  that  eighty-four  South 
Dakota  Pharmacists  were  present  for  a part 
or  all  of  the  meetings.  The  wives  of  phar- 
macists and  travelers  accounted  for  54  regis- 
trations. Travelers  and  manufacturer’s  rep- 
resentatives who  are  not  members  of  the  S.  D. 
Ph.  A.  numbered  forty-two;  and  friends  and 
guests  of  the  pharmacists  numbered  thirty 
or  more. 

Weather  conditions  were  not  favorable  for 
an  out-of-doors  picnic  on  Sunday  afternoon 
and  the  group  was  entertained  in  the  Amer- 
ican Legion  Hall.  All  other  meetings  and 
events  were  held  as  scheduled.  Many  of  those 
present  expressed  favorable  comment  of  the 
speakers  who  appeared  on  the  program. 
P.  J.  Sletterdahl  criticized  those  manufac- 
turers who  raise  their  wholesale  cost  without 
a proportionate  increase  in  retail  or  fair-trade 
selling  prices  and  a resolution  condemning 
this  practice  was  adopted  by  the  convention. 
Dr.  Noel  E.  Foss  presented  an  interesting 
address  on  the  many  precautions  of  clean- 
liness, testing,  compounding  and  packaging 
which  must  be  exercised  by  modern  phar- 
maceutical manufacturers  to  insure  uniform- 
ity and  quality  in  their  finished  product. 
George  A.  Bender  of  Parke,  Davis  & Com- 
pany gave  helpful  information  on  the  modern 
prescription  department  and  how  it  should 
be  maintained  and  developed.  Prize  plans  for 
modern  prescription  departments  were  dis- 
tributed to  all  in  attendance. 

H.  Russell  Brown,  M.D.,  expressed  his  de- 
sire for  continued  co-operation  between  our 
association  and  the  South  Dakota  State  Med- 
ical Association  of  which  he  is  President. 


Pharmacists  are  urged  to  read  Dr.  Brown’s 
address  which  appears  in  full  in  this  issue  of 
the  Journal.  Pharmacists  can  help  to  prevent 
socialized  medicine  if  they  will  inform  their 
customers  of  the  voluntary  insurance  plan 
to  prepay  medical  care  in  case  of  serious  in- 
jury or  prolonged  illness. 

Dr.  E.  R.  Series  brought  us  an  impressive 
message  of  the  pharmacist  in  the  public 
health.  He  had  just  returned  from  a meet- 
ing in  Washington,  D.  C.  where  the  Surgeons 
General  of  the  Army  and  Navy  had  revealed 
the  serious  international  situation  and  how 
Pharmacy  and  the  other  health  professions 
would  be  called  to  make  available  sufficient 
trained  manpower  to  protect  the  health  of 
the  armed  forces  and  the  civilian  population 
in  the  case  of  another  national  emergency. 
College  trained  pharmacists  are  now  eligible 
for  commissions  in  the  Army,  Navy  and  Pub- 
lic Health  Service. 

Dr.  L.  David  Hiner  expressed  his  pleasure 
of  returning  to  South  Dakota  to  speak  at  our 
association  meeting.  His  topic  “Pioneering 
in  Pharmacy”  was  well  presented  and  gave 
us  the  impression  that  we  can  all  take  part 
in  research  by  developing  the  problems  which 
confront  us  in  our  retail  stores.  Harry  A. 
Kimbriel  of  Eli  Lilly  and  Company  outlined 
a splendid  program  for  managing  and  mer- 
chandising the  prescription  department. 

Aberdeen  was  selected  as  the  convention 
city  for  the  1949  meeting.  Association  officers 
elected  for  the  coming  year  include:  Presi- 
dent, Roger  Eastman,  Tripp;  First  Vice-Presi- 
dent, John  H.  Sidle,  Alexandria;  Second  Vice- 
President,  Russell  Park,  Menno;  Third  Vice- 
President,  L.  J.  Mowell,  Murdo;  Fourth  Vice- 
President,  Albert  O.  Bittner,  Aberdeen  and 
F.  S.  Bockoven  of  Clark  was  re-elected  Treas- 
urer. Pharmacists  recommended  to  the 
Governor  for  Board  of  Pharmacy  appoint- 
ment were:  M.  C.  Beckers,  Rapid  City;  Harold 
W.  Mills,  Rapid  City  and  Floyd  Brown  of 
Lead. 
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FIFTH  DISTRICT  MEETING  OF  BOARDS 
AND  COLLEGES  OF  PHARMACY  HELD 
IN  DES  MOINES.  IOWA 

The  Boards  of  Pharmacy  in  Iowa,  Minn- 
esota, Nebraska,  North  Dakota  and  South 
Dakota  and  the  Colleges  of  Pharmacy  located 
in  these  states  comprise  the  Fifth  District  of 
the  N.A.B.P.  and  A.A.C.P.  The  annual  meet- 
ing of  this  group  was  held  in  the  Savery 
Hotel  in  Des  Moines  on  May  20  and  21. 

South  Dakota  was  represented  by  M.  C. 
Beckers,  President  of  the  Board  of  Pharmacy, 
Harold  L.  Tisher  and  Floyd  M.  Cornwell, 
Board  Members,  Bliss  C.  Wilson,  Board  Sec- 
retary and  Dr.  Floyd  J.  Le  Blanc,  Dean  of  the 
Division  of  Pharmacy  at  State  College. 

The  Boards  of  Pharmacy  discussed  inspec- 
tions and  law  enforcement,  proposed  legisla- 
tion, practical  experience  registration,  bar- 
biturate and  dangerous  drug  acts,  Board  ex- 
aminations and  how  they  were  presented  by 
the  different  states,  minimum  requirements 
for  pharmacies  and  the  type  and  kind  of 
records  maintained  by  Board  Secretaries.  The 
type  and  form  of  Board  examination  ques- 
tions was  given  considerable  study  so  that  a 
more  comprehensive  coverage  of  subject 
matter  might  be  presented  in  a shorter  period 
of  time. 

The  Colleges  of  Pharmacy  considered 
methods  for  selection  of  students  who  seek  to 
enter  colleges  of  pharmacy,  controlled  enroll- 
ment, the  scope  of  pharmacy  subjects  taught 
and  the  advisability  of  requiring  a compre- 
hensive examination  at  the  end  of  the  four 
year  course  as  a qualification  for  the  Bachelor 
of  Science  Degree  in  Pharmacy. 

P.  H.  Costello,  Secretary  of  the  National 
Association  of  Boards  of  Pharmacy,  presented 
the  kind  of  records  a Board  of  Pharmacy 
should  establish  and  maintain  so  that  essential 
information  regarding  pharmacy  may  be 
available  at  all  times.  The  publication  of  a 
National  Directory  of  Registered  Pharmacists 
is  being  considered  by  the  American  Phar- 
maceutical Association  in  collaboration  with 
the  N.A.B.P.  and  the  Boards  of  Pharmacy. 

South  Dakota  will  entertain  the  five  state 
group  at  Rapid  City  in  early  May,  1949.  Pro- 
fessor Clark  T.  Eidsmoe,  Division  of  Phar- 
macy, State  College,  Brookings,  South  Dakota 
and  Homer  Hill,  Secretary  of  the  North 
Dakota  Board  of  Pharmacy,  were  elected  Co- 


Chairmen  for  the  1949  meeting.  John  F.  Rabe, 
Secretary  of  the  Iowa  Board  of  Pharmacy 
Examiners,  was  re-elected  Secretary-Treas- 
urer. 


NEWS  BITS 

Pharmacist  L.  J.  Jackson  is  the  new  man- 
ager of  the  Brown  Drug  Store  in  Watertown. 
He  replaced  Pharmacist  J.  E.  McDonald  who 
accepted  a position  to  manage  the  Lawler 
Drug  Store  in  Milbank. 

Pharmacist  Gwen  V.  Miller  of  Mills  Drug 
in  Rapid  City  attended  the  S.  D.  Ph.A.  con- 
vention in  Huron  as  a part  of  her  annual  vaca- 
tion. She  returned  from  her  visit  in  the 
eastern  part  of  the  state  on  May  23rd. 

Pharmacist  Albert  J.  Kohler  resigned  his 
position  as  manager  of  the  Grange  Avenue 
Drug  Store  to  accept  a similar  position  with 
the  Dunning  Drug  Store  in  Sioux  Falls. 

Immediately  following  the  Huron  conven- 
tion, Local  Secretary  Neal  C.  Chancellor  was 
called  to  Nebraska  due  to  the  serious  illness 
of  his  mother. 

Mr.  and  Mrs.  Bernard  J.  Berg  of  Grand 
Meadow,  Minnesota  and  Mr.  and  Mrs.  Robert 
Berg  of  Stewartville,  Minnesota  attended  the 
convention  in  Huron.  The  Berg  boys  are  reg- 
istered pharmacists  in  South  Dakota  and 
while  they  are  now  proprietors  of  Minnesota 
drug  stores  we  were  pleased  to  have  them 
attend  our  annual  meeting  in  South  Dakota. 

Pharmacist  Mrs.  J.  Nina  Lund  of  Oldham 
accompanied  her  husband  on  a business  trip 
to  Pierre  recently.  Mrs.  Lund  called  at  the 
secretary’s  office  to  subscribe  for  the  Journal 
of  Medicine  and  Pharmacy. 


DIVISION  OF  PHARMACY 
GRADUATES  22 

The  Sixty-second  annual  Commencement 
exercises  of  South  Dakota  State  College  were 
held  on  June  7.  The  Division  of  Pharmacy 
had  twenty-two  graduates  this  year.  Im- 
mediately following  graduation  they  took 
their  State  Board  of  Pharmacy  examinations 
on  June  8,  9 and  10. 

Following  is  a list  of  those  graduated: 

Paul  Anderson  Aberdeen,  S.  Dak. 

Raymond  Anderson  Colton,  S.  Dak. 

Frank  Base  Tyndall,  S.  Dak. 

Albert  Bot  Marshall,  Minnesota 

Russell  Buhn  Brookings,  S.  Dak. 
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Dorothy  Crouse 
Gene  DenBeste 
Glen  Dorn 
Dick  Dystra 
Calvin  Estwick 
Priscilla  Heilman 
June  Lang 
Irene  Mogard 
Milbert  Mueller 
John  Nelson 
Edgar  Parry 
Dellard  Peltier 
Leland  Pratt 
Perry  Rogers 
Robert  Ross 
Willard  Scott 
Clarence  Zajicek 


Clark,  S.  Dak. 
Corsica,  S.  Dak. 
Ivanhoe,  Minnesota 
Hull,  Iowa 
Webster,  S.  Dak. 
Eureka,  S.  Dak. 
Huron,  S.  Dak. 
Watertown,  S.  Dak. 
Menno,  S.  Dak. 
Brookings,  S.  Dak. 
Tracy,  Minnesota 
Marshall,  S.  Dak. 
Yuma,  Arizona 
Hector,  Minnesota 
Sioux  Falls,  S.  Dak. 
McIntosh,  S.  Dak. 
Wentworth,  S.  Dak. 


The  demand  for  graduates  of  the  Division 
this  year  has  been  unpresedented  and  the 
majority  have  accepted  positions  in  South 
Dakota. 


PHARMACY  FLASHES 

The  Thirteenth  annual  Pharmacy  Dinner 
Dance  was  held  in  the  Pugsley  Union  Ball- 
room on  the  evening  of  Saturday,  May 
fifteenth.  Over  one  hundred  couples  attended 
the  dinner  and  dance  and  all  reported  having 
a most  enjoyable  evening. 

Lee  Pratt  was  general  chairman  and  both 
he  and  his  committees  did  a most  excellent 
job.  Favors  were  furnished  by  many  of  the 
drug  houses.  Jimmy  Thomas  and  his  or- 
chestra furnished  the  music. 

President  and  Mrs.  Fred  H.  Leinbach  of 
South  Dakota  State  College  were  honored 
guests. 

Dean  Floyd  J.  LeBlanc  was  presented  with 
a lovely  desk  clock  by  the  students  of  the 
Division. 

❖ ❖ ❖ ❖ 

Warren  Berg,  Instructor  in  Pharmacy,  and 
Mildred  Jarratt,  Instructor  in  Pharmacog- 
nosy, have  resigned  their  positions.  Edgar 
Parry  has  been  secured  to  take  the  place  of 
Mr.  Berg.  As  yet  we  have  not  been  able  to 
secure  a replacement  for  Mrs.  Jarratt. 

^ :}c  :j: 

Dean  Floyd  J.  LeBlanc  attended  the  annual 
District  Number  5 meeting  of  the  Boards  and 
Colleges  of  Pharmacy  in  Des  Moines  on  May 
20  and  21. 

Professor  Clark  T.  Eidsmoe  was  elected  Co- 


chairman for  the  Colleges  for  the  next  meet- 
ing which  will  be  held  in  Rapid  City,  South 
Dakota,  sometime  the  latter  part  of  April  or 
first  part  of  May  1949.  North  and  South 
Dakota,  Minnesota,  Iowa,  and  Nebraska  be- 
long to  District  5. 

At  the  last  meeting  of  the  State  College 
Pharmaceutical  Society,  the  following  of- 
ficers were  elected  for  the  next  year: 

Albert  Jolink,  President 
Eugene  Anderson,  Vice  President 
Janice  Reyer,  Secretary 
James  Miller,  Treasurer 
% :>«  % 

Rho  Chi  is  an  honorary  pharmaceutical 
society.  Tau  Chaptei  of  Rho  Chi  was  estab- 
lished on  the  campus  of  South  Dakota  State 
College  on  the  third  day  of  April  1931.  There 
were  fourteen  charter  members. 

The  high  standards  maintained  for  mem- 
bership in  Rho  Chi  have  resulted  in  the  gen- 
eral recognition  of  the  society  as  the  honor 
society  of  pharmacy. 

To  be  eligible  for  membership,  a candidate 
shall  have: 

(a)  Completed  not  less  than  two  years  of 
thirty-six  weeks  each  of  work  in  residence 
in  a college  of  pharmacy  recognized  by  the 
American  Council  on  Pharmaceutical  Educa- 
tion. 

(b)  1.  Completed  113  quarter  hours  of 
scholastic  work  with  a grade  point  average 
of  2.8  or 

2.  Completed  135  quarter  hours  of 
scholastic  work  with  a grade  point  average 
of  2.7. 

(c)  Shown  proficiency  in  the  science  of 
pharmacy  and  allied  sciences. 

(d)  Been  recommended  by  the  Dean  of  the 
Division. 

At  a banquet  held  in  the  Union  Building  on 
Tuesday  evening,  May  18,  Tau  Chapter 
initiated  nine  new  members  as  follows: 
Dorothy  Crouse 
Alvin  Determan 
Dick  Dykstra 
Beryl  Heideman 
Rita  Hoch 
Lloyd  Knutson 
Edgar  Parry 
Ernest  Schneider 
Norbert  Tompkin 
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Address  to  South  Dakota  Pharmacists 


by 

H.  Russell  Brown,  President,  South  Dakota  Medical  Association 


With  great  pleasure  I accepted  the  kind 
invitation  of  Mr.  Wilson,  your  secretary,  to 
address  the  South  Dakota  State  Pharmaceu- 
tical Association  at  your  annual  meeting. 
This  invitation  indicated  that  the  sentiments 
of  your  organization  are  akin  to  those  of  the 
South  Dakota  State  Medical  Association, 
i which  I represent.  In  substance,  we  both  feel 
1 that  it  is  important  for  us  to  become  more 
e closely  affiliated.  In  so  doing,  we  can  work 
e together  in  harmony  and  unity  to  solve  those 
problems  that  are  mutual  to  both  organiza- 
■ tions. 

Before  proceeding  further,  permit  me  to 
r express  the  gratitude  of  my  association  for 
the  fine  co-operation  already  received  from 
: your  group.  I refer  to  the  support  you  offered 
in  assisting  in  the  development  and  growth 
of  our  mutual  publication,  The  South  Dakota 
Journal  of  Medicine  and  Pharmacy.  While 
still  in  its  first  year,  it  is  showing  satisfactory 
growth,  and  has  great  future  possibilities. 
One  of  its  greatest  benefits  can  be  that  of 
educating  each  of  us  to  the  problems  of  the 
other  profession.  Such  knowledge  will  create 
understanding  and  friendship.  And  after  all, 
many  matters  of  concern  to  you  dovetail  with 
ours,  and  must  be  resolved  in  a spirit  of  help- 
fulness and  co-operation. 

It  is  not  my  intention  to  bore  you  with  his- 
tory, but  I would  like  to  recall  to  mind  the 
days  of  the  Farmer’s  Aid  Corporation.  I am 
sure  that  this  experiment  in  government 
medicine  was  as  distasteful  to  you  as  it  was 
to  the  medical  profession.  Even  today,  a 
‘ decade  later,  its  remaining  funds  are  still  un- 
liquidated. They  are  tied  up  in  a legal  snarl 
that  hasn’t  been  unravelled  as  yet. 

During  those  years  we  had  an  interallied 
professional  organization  which  included 
among  others,  your  association  and  mine.  On 
one  occasion  in  Sioux  Falls,  we  had  a joint 
meeting  of  all  the  related  professions.  This 
session  was  valuable  to  all  involved,  and  pre- 
sented great  future  possibilities.  Though  the 


idea  was  excellent,  the  organization  un- 
fortunately died  out.  Perhaps  the  affiliation 
developing  this  year  between  our  two  associa- 
tions can  be  the  forerunner  and  foundation 
of  something  very  necessary  and  important 
to  us  both.  I refer  to  the  development  of  a 
liaison  group  representing  all  those  pro- 
fessions whose  purpose  it  is  to  maintain  good 
health,  and  to  restore  health  to  those  afflicted 
with  illness  or  injury. 

In  this  discussion  today,  I am  not  going  to 
eulogize  my  profession,  nor  apologize  for  its 
shortcomings.  Nor  will  I praise  the  good 
points,  or  indicate  the  faults  of  yours.  We 
both  are  aware  that  each  has  much  of  which 
to  be  proud.  But  we  are  cognizant  also  that 
there  is  much  room  for  improvement.  Some 
differences  exist  between  us  at  present,  and 
more  are  certain  to  arise  in  the  future.  These 
can  be  resolved  best  by  mutual  discussion  and 
understanding.  Conferences  have  already 
been  initiated  between  our  two  associations 
to  iron  out  some  of  these  problems. 

Today  both  of  our  professions  face  a very 
serious  attack.  We,  in  medicine,  are  the 
direct  objective.  You,  in  pharmacy,  are 
among  those  next  on  the  list,  should  we  be 
regimented  successfully.  I refer  to  “political 
medicine”  dignified,  in  the  language  of  the 
social  engineer,  by  the  misleading  term  “com- 
pulsory sickness  insurance.” 

During  recent  years  there  has  been  created 
in  the  public  mind,  widespread  concern  about 
the  state  of  health  of  the  American  people. 
Much  of  the  propaganda  used  to  create  this 
belief  has  been  based  on  inaccurate,  mislead- 
ing, and  erroneous  interpretation  of  the  selec- 
tive service  statistics  of  World  War  II.  A 
concerted  sales  effort  has  been  put  forth  to 
convince  the  American  people  that  a generous 
government  should  take  care  of  all  of  us  from 
the  cradle  to  the  grave.  This  propaganda 
campaign  has  been  promulgated  by  social- 
planners,  job  creators,  and  professional  do- 
gooders.  Much  of  it  has  been  promoted  by 


— 251  — 


SOUTH  DAKOTA 


people  in  the  employ  of  our  federal  govern- 
ment, and  has  been  financed  by  your  tax 
dollars. 

Clever  propaganda  directed  at  the  Amer- 
ican people  has  led  them  to  believe  that  they 
will  get  medical  care  in  all  of  its  ramifications 
for  little  or  nothing.  No  mention  has  been 
made  to  the  effect  that  the  cost  to  the  average 
family  in  indirect  and  direct  payroll  taxes 
will  be  as  much  as,  and  probably  more  than, 
that  family  is  now  paying  for  such  services. 
Studies  by  competent  and  impartial  author- 
ities in  economics  indicate  that  the  cost  will 
be  much  greater  than  under  our  present 
system. 

This  legislation  is  called  “compulsory  sick- 
ness insurance”  and  yet  its  structure  is  con- 
trary to 'the  basic  principles  of  all  insurance. 
This  proposed  program  could  more  accurately 
be  defined  as  “tax-supported  political  med- 
icine.” In  this,  the  government  would  be  a 
broker  contracting  for,  and  purchasing  for, 
each  individual  with  his  own  money,  the 
medical  services  needed  and/or  desired.  It 
would  take  a vast  army  of  government  em- 
ployees to  administer  such  a program.  The 
overhead  cost  of  administration  alone  is 
frightening. 

To  currently  illustrate  some  of  the  fore- 
going statements,  let  me  refer  to  the  “Na- 
tional Health  Assembly”  which  was  called  by 
Oscar  Ewing,  our  new  federal  security  ad- 
ministrator, and  which  met  in  Washington 
May  1-4.  It  should  be  remembered  that 
shortly  after  he  was  appointed,  Ewing  said  in 
an  address:  “President  Truman  has  made 
known  that  he  and  his  administration  favored 
National  Health  Insurance,  and  naturally,  I 
had  no  right  to  accept  an  office  in  his  admin- 
istration unless  I was  wholeheartedly  pre- 
pared to  go  along  with  the  President’s 
policies.  Furthermore,  I explained  that  I 
happened  to  agree  with  that  policy  thorough- 
ly, and  that  it  was  one  for  which  I expected 
to  fight.” 

The  Jackson,  Mississippi,  Daily  News  calls 
this  meeting  a Political  Health  Pow-Pow  and 
comments  further  in  part:  The  story  behind 
the  story  of  the  “National  Health  Assembly” 
called  to  gather  in  Washington  in  May  is  that 
it  is  nothing  more  or  less  than  a plan  to 
launch  a campaign  for  socialized  medicine. 
It  is  the  hope  of  Oscar  Ewing,  if  all  goes  well 


with  his  convention,  that  Congress  will  pass 
measures  now  pending  to  create  a new 
cabinet  officer  to  be  known  as  secretary  of  . 
health,  education  and  security,  and  that  he  ; 
will  be  the  first  person  called  to  fill  that  I 
cabinet  berth. 

There  is  no  qualification  or  attempt  at 
evasion.  Mr.  Ewing  is  pledged  to  fight  for 
imposing  on  the  people  of  this  country  a 
system  of  medicine  with  all  doctors,  regard-  i 
less  of  their  personal  desires,  forced  to  work 
for  the  government  or  work  not  at  all. 

It  may  be  proper  for  Mr.  Ewing  to  beat  the  I 
tom  toms  and  sound  the  war  drums  that  will  j 
create  for  him  a place  and  status  which  might 
justify  cabinet  rating.  It  is  not  conceded  that 
he  or  anyone  has  the  right  to  trifle  with  the 
health  of  the  American  people  to  build  per- 
sonal prestige,  or  to  secure  strictly  partisan 
advantage.  It  is  preposterous  and  dangerous 
to  publicize  a conference  as  a “National 
Health  Assembly”  with  one  physician,  no 
dentist,  no  nurse,  no  pharmacist,  no  hospital 
representative  on  the  committee  that  is  to 
organize  the  base  for  the  political  ballyhoo 
which  is  its  true  purpose. 

It  is  not  my  purpose  — nor  will  time  per- 
mit — to  discuss  with  you  all  of  the  details 
and  reasons  why  political  medicine  would  be 
a calamity  for  this  country.  However,  let  us 
consider  its  effects  briefly  from  three  angles. 

1.  What  would  socialized  medicine  do  to 
the  quality  of  medical  care?  When  the  doctor 
becomes  an  employee  of  the  government  and 
must  look  to  a government  agency  or  official 
for  direction,  his  initiative  will  soon  be  stifled, 
and  he  will  lose  the  desire  to  give  the  best 
that  is  in  him.  When  his  ability  in  politics, 
rather  than  in  medicine,  determines  his  pro- 
gress and  success,  the  quality  of  his  work  and 
results  are  bound  to  deteriorate  to  a third 
grade  type  of  medical  care. 

2.  How  would  political  medicine  affect  the 
individual?  In  most  cases  it  would  deprive 
him  of  the  right  to  choose  his  own  doctor. 
There  would  be  inserted  in  the  relationship 
between  doctor  and  patient  a middle  man, 
the  federal  bureaucrat.  He  would  be  forced 
thru  compulsory  taxes  to  pay  for  services 
neither  needed  nor  desired.  Under  such  a 
program  the  government  will  insert  itself 
progressively  deeper  into  the  private  affairs 
of  each  of  us  until  eventually  personal  liberty 


— 252  — 


JUNE  1948 


will  disappear,  and  the  individual  will  be- 
come a mere  ward  of  the  government. 

3.  What  would  this  social  program  do  to 
our  nation  as  a whole?  The  regimentation  of 
medicine  and  its  allied  professions,  which 
would  result  from  this  movement,  is  con- 
trary to  all  ideas  of  American  liberty  and 
freedom  of  enterprise.  The  acceptance  of  such 
a program  by  the  public  and  our  congress  will 
be  the  first  step  in  the  loss  of  our  individual 
rights.  Success  in  regimenting  the  medical 
profession  would  quickly  and  progressively 
lead  to  government  control  of  other  pro- 
fessions and  business.  Government  control 
of  medicine  has  always  been  the  first  objec- 
tive of  communism  in  any  nation.  The  cur- 
rent edition  of  the  Wagner-Dingle-Murray 
bill  to  establish  government  medicine  is  com- 
munist-inspired and  communist-supported.  Its 
enactment  into  law  would  be  a step  toward 
totalitarionism  and  communism  in  this 
country. 

No  one  contends  that  medical  care  is  ideal 
or  perfect  in  our  country,  or  that  it  can’t  be 
improved  upon.  It  cannot  be  denied  that  we 
need  better  distribution  of  medical  care,  and 
that  we  need  more  general  practitioners  in 
rural  areas.  But  we  also  need  better  housing, 
better  nutrition,  better  recreation,  better 
schools,  and  better  roads.  Better  health  is 
predicated  on  improvement  in  all  of  these 
factors  rather  than  on  better  medical  care 
alone.  Certainly  government  medicine  doesn’t 
promise  to  correct  these  problems. 

Establishment  of  medical  centers  and  hos- 
pitals in  smaller  communities  is  being  en- 
couraged and  aided  financially  by  the  federal 
hospital  construction  act.  The  medical  pro- 
fession is  doing  much  to  increase  the  produc- 
tion of  more  general  practitioners,  and  is  en- 
couraging their  location  in  rural  areas.  But 
we  know  that  there  never  will  be  a doctor  at 
every  crossroad,  and  even  if  that  were  the 
case,  the  problem  of  efficient  medical  care 
wouldn’t  be  solved.  It  takes  well-trained  doc- 
tors, plus  equipment  and  facilities,  which  are 
reasonably  accessible  by  modern  transporta- 
tion and  good  roads,  to  make  adequate  med- 
ical care  available. 

A great  hue  and  cry  has  been  raised  about 
the  lack  of  medical  care  in  our  state.  Several 
writers  have  painted  a rather  dismal  picture 
of  medical  care  in  South  Dakota.  These 


articles  have  been  based  usually  on  a few 
isolated  areas  and  on  county  statistics  of  doc- 
tor-population ratio.  It  should  be  obvious 
that  county  statistics  cannot  be  a true  index 
of  medical  care  in  this  state.  The  density  and 
sparcity  of  our  population  varies  greatly  in 
different  areas.  Each  of  our  centers  of  Med- 
ical population  serves  a radius  of  territory 
which  does  not  respect  county  lines. 

It  must  be  remembered  also  that  methods 
of  medical  practice  are  far  different  than  in 
former  years.  And  so  is  transportation. 
Compare,  if  you  will,  the  treatment  of  a 
pneumonia  case  of  today  with  that  of  just  15 
years  ago.  Then  the  patient  was  seriously  ill 
from  three  to  eight  weeks  and  the  mortality 
was  high.  Morphine  and  rest  were  the  most 
effective  treatment.  Home  and  country  calls 
were  adequate  to  properly  treat  the  patient. 
Today  the  patient  is  moved  to  a hospital 
where  powerful  drugs  such  as  the  sulfas  and 
penicillin  are  administered.  Now  the  patient 
usually  recovers  in  a matter  of  days  and  the 
mortality  is  low.  Is  it  of  too  much  importance 
that  the  patient  must  be  transported  30  miles 
to  the  hospital?  Is  that  Vz  to  1 hour  of  trans- 
portation time  in  rural  areas  much  longer 
than  that  required  in  the  larger  cities  in 
reaching  a hospital  thru  traffic?  And  when 
the  roads  are  bad  because  of  deep  mud  or 
high  snow  drifts,  it  is  better  to  bring  the  Doc- 
tor to  the  patient,  or  the  patient  to  the  doctor 
where  care  can  be  continuous  and  more  effec- 
tive? We  must  not  permit  our  desire  for  con- 
venience and  medical  luxury  dim  our  ap- 
preciation of  the  need  for,  and  value  of 
efficient  medical  care. 

The  medical  profession  is  acutely  aware 
also,  that  a better  means  is  needed  to  enable 
the  average  family  to  finance  the  costs  of 
medical  care.  It  is  our  belief  that  the  volun- 
tary insurance  plan  to  prepay  these  costs  is 
the  ideal  answer.  Certainly  life  insurance 
has  proved  to  be  sound.  Our  private  enter- 
prise system  has  provided  the  people  of  this 
nation  with  life  insurance  in  tremendous 
amount  with  great  resulting  financial  se- 
curity. Recognizing  its  soundness,  our 
people  have  participated  in  life  insurance 
without  compulsory  action  by  a paternalistic 
government. 

Are  the  costs  of  medical  care  unreasonably 
high?  The  figures  don’t  indicate  it.  The  ap- 
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proximate  annual  cost  of  full  medical  care  is 
4.6  billion.  Compared  with  an  annual  ex- 
penditure of  7.9  billion  for  alcohol  and  5.2 
billion  for  tobacco  and  cosmetics,  medical 
care  is  not  unreasonable.  But  alcohol,  tobacco, 
and  cosmetics  are  expected  expenditures  and 
are  paid  for  in  small  amounts  daily.  On  the 
other  hand,  medical  expenses  are  never  ex- 
pected, and  suddenly  appear  in  a substantial 
amount  for  payment  of  which  no  plans  have 
been  made. 

In  considering  payment  for  medical  care, 
the  population  of  our  country  can  be  divided 
into  three  groups.  First,  there  are  those  who 
are  indigent  in  whole  or  in  part,  and  need 
tax-supported  financial  assistance  to  bear  the 
costs  of  medical  care.  Where  federal  fi- 
nancing ismeeded,  it  would  be  a proper  public 
service  for  taxpayers  to  underwrite  medical 
care  for  those  are  unable  to  pay  for  it.  Where 
this  is  done,  administration  of  the  program 
should  be  carried  out  at  the  local,  community 
level  and  not  at  the  Washington  level,  with 
its  inefficiency  and  its  wasteful,  extravagant 
costs.  In  such  a program,  the  individual  must 
be  free  to  choose  his  own  doctor;  and  the 
medical  profession,  in  its  activity,  must  be 
free  from  regimentation  and  political  direc- 
tion. 

The  second  group,  commonly  referred  to  as 
the  “well-to-do,”  needs  little  comment.  They 
are  willing  and  able  to  pay  for  medical  care 
where,  and  in  the  quanity,  desired. 

The  third,  or  middle  group,  is  large  and 
consists  of  those  who  are  self-supporting. 
Ordinary  medical  costs  can  me  met,  but  when 
prolonged  illness  or  serious  injury  strikes, 
they  are  unable  to  bear  the  burden.  It  is  in 
this  group,  which  constitutes  the  larger  part 
of  our  population,  that  the  voluntary  in- 
surance plan  to  prepay  costs  of  medical  care 
is  the  American  answer. 

Throughout  our  country,  the  medical  pro- 
fession has  interested  itself  in  making  avail- 
able to  people,  sound  prepayment  insurance 
plans  for  this  purpose.  We,  in  the  South 
Dakota  State  Medical  Association,  have 
worked  hard  to  develop  and  make  available 
to  our  people  such  a plan  and  policy.  It  is 
known  as  “The  South  Dakota  Injury-Illness 
Expense  Plan.”  Such  voluntary  insurance  is 
the  major  answer  of  the  medical  profession 
to  political  medicine.  This  movement  needs 


the  help  of  all  of  us,  and  we,  in  the  medical 
profession,  urge  you  as  pharmacists  to 
acquaint  yourselves  with  our  plan.  While  the 
public  wants  and  demands  a method  of  pre- 
payment, it  is  a paradox  that  they  must  still 
be  educated  to  it  after  it  has  become  avail- 
able. Without  question,  it  is  to  your  interest 
as  well  as  to  ours,  and  to  the  public  at  large, 
to  assist  in  the  education  needed  to  put  pre- 
payment insurance  to  an  effective  degree. 

This  year  medicine  and  the  allied  pro- 
fessions are  under  challenge  and  serious 
attack.  Our  professions  constitute  the  soft 
spot  in  our  American  economy  for  successful 
attack  by  the  forces  of  socialism  and  com- 
munism — the  entering  wedge,  if  you  please. 
In  coming  months  a decision  will  be  made  by 
the  American  people  and  their  legislative 
representatives.  This  decision  will  determine 
whether  medicine  is  to  be  practiced  in  the 
future  by  doctors  or  government  bureaucrats. 
Will  this  decision  delegate  leadership  in  ex- 
tending and  improving  medical  care  to  social 
planners  and  theorists,  or  to  those  professions 
engaged  in  supplying  that  service;  professions 
whose  care  has  made  the  United  States  of 
America  the  healthiest  nation  in  the  world? 
Under  this  leadership,  the  United  States  has 
achieved  the  highest  standard  of  medical 
education,  research,  public  health  and  med- 
ical care  of  any  great  nation  in  the  world. 

Let  us  not  underestimate  the  strength  of 
the  forces  which  are  attacking  us.  Only  the 
organized  and  united  can  be  strong  — and 
only  the  strong  remain  free.  And  when  med- 
icine falls  to  regimentation  and  centralized, 
political  control,  it  will  mark  the  beginning 
of  the  end  for  our  American  system  of  free 
enterprise  and  in  fact  democracy  itself. 


CANCER  SOCIETY 
SPONSERS  CONFERENCE 

The  American  Cancer  Society  sponsored  a 
conference  on  Cytologic  Diagnostic  Methods 
at  the  Hotel  Somerset  in  Boston,  April  12th 
and  13th. 

Any  pathologists  or  clinicians  with  path- 
ological training,  who  would  like  to  interest 
themselves  in  a course  in  this  type  of  work 
should  get  in  touch  with  the  Cancer  Com- 
mittee of  the  South  Dakota  State  Medical 
Association,  Dr.  O.  S.  Randall,  Watertown, 
S.  D.,  Chairman. 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Associate  Professor  Pharmacology 
South  Dakota  State  College 


Morphine  Substitutes: 

The  search  for  a non-addicting  analgesic 
drug  comparable  to  morphine  has  led  to  the 
development  and  study  of  a great  many  com- 
pounds. While  none  of  these  agents  com- 
pletely fulfills  all  of  the  requirements  of  an 
ideal  analgesic,  several  are  of  recognized 
value  in  this  field.  Three  of  the  compounds 
that  have  been  studied,  and  whose  value  have 
been  demonstrated,  are  here  described. 
Metopon  (Methyldihydromorphinone) 
Hydrochloride* 

From  1929  to  1939  the  Committee  on  Drug 
Addiction  of  the  National  Research  Council 
sponsored  a program  of  study  of  drug  addic- 
tion. One  of  the  results  of  this  program  was 
the  development  of  metopon  hydrochloride. 
This  drug  is  a morphine  derivative  and  is 
chemically  the  hydrochloride  of  methyldi- 
hydromorphinone. It  differs  from  morphine 
chemically  in  three  respects:  (1)  the  alcoholic 
hydroxyl  of  morphine  has  been  replaced  by  a 
ketone  group,  (2)  the  adjacent  double  bond 
has  been  removed  by  hydrogenation,  and  (3) 
a methyl  group  has  been  added  to  the  phenan- 
threne  nucleus.  The  chemical  relationship  of 
metopon  to  dilaudid  (dihydromorphinone) 
is  even  more  striking,  the  only  difference  be- 
ing that  one  of  the  hydrogens  in  the  latter 
compound  has  been  replaced  by  a methyl 
group. 

Actions  and  Uses:  The  actions  of  metopon 
are  qualitatively  similar  to  those  of  morphine. 
Differences  are  quantitative.  The  analgesic 
effectiveness  is  greater  than  that  of  morphine 
and  its  duration  of  action  about  the  same  as 
morphine.  It  is  less  nauseant  and  emetic  than 
morphine  and  therapeutic  doses  produce  little 
or  no  respiratory  depression  and  less  mental 
dullness.  Tolerance  develops  and  addiction 
can  occur  but  both  seem  to  develop  rather 
slowly.  The  abstinence  syndrome  following 
withdrawal  differs  from  that  of  morphine  in 
that  its  onset  is  more  abrupt  and  the  symp- 
toms less  severe.  Metopon  has  fewer  side 


reactions  than  morphine  and  has  a lower 
hynotic  potency  in  relation  to  its  analgesic 
potency. 

Metopon  seems  to  be  particularly  useful  for 
the  relief  of  pain  in  terminal  malignancy.  It’s 
use  has  been  restricted  to  chronic  pain  relief 
in  cancer.  Hyodermic  administration  of  the 
drug  is  not  necessary  inasmuch  as  it  is  effec- 
tive when  given  orally. 

Merperidine  Hydrochloride  (Demerol 
Hydrochloride**,  Isonipecaine): 

Merperidine  Hydrochloride  is  a piperidine 
derivative  and  is  chemically  Ethyl-l-methly-4- 
phenylpiperidine-4-carboxylate  hydrochlor- 
ide. This  synthetic  compound  was  introduced 
by  the  Germans  in  1939  and  represents  the 
first  instance  in  which  morphine-comparable 
analgesia  has  been  exhibited  by  a non-mor- 
phine derivative. 

Actions  and  Uses:  Merperidine  possesses 
morphine-like  analgestic  properties  and  in 
addition  has  a minor  atropine-like  effect. 
Therapeutic  doses  produce  a slight  sedative 
and  decided  analgesic  action.  Its  analgesic 
potency  lies  between  that  of  codeine  and  mor- 
phine. Unlike  morphine,  it  is  not  a potent 
hypnotic.  It  also  differs  from  morphine  in 
that  it  does  not  produce  contraction  of  smooth 
muscle  or  constipation  and  it  does  not  check 
cough.  Tolerance  to  merperidine  has  been 
demonstrated.  It  produces  euphoria  and 
there  is  liability  to  addiction.  It  prevents 
withdrawal  symptoms  in  morphine-addicted 
individuals,  and  withdrawal  symptoms  have 
been  observed  in  persons  purposely  addicted 
to  the  drug. 

(Continued  on  Page  258) 

* Capsules  of  3 mg.  each  in  bottles  of  100  for 
oral  administration  available  to  physicians  from 
Sharp  and  Dohme  or  Parke,  Davis  and  Company. 
Order  is  made  on  narcotic  order  form  accompanied 
by  a statement  signed  by  the  physician  supplying 
information  as  to  the  number  of  patients  to  be 
treated  and  the  diagnosis  of  each.  The  drug  can 
only  be  used  for  the  relief  of  chronic  pain  in 
cancer  patients. 

**  Demerol  Hydrochloride,  Winthrop  Chemical 
Company. 
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Reports  from  the  Washington  Representative  of  N.  A.  R.  D. 

by 

George  H.  Fraies 


WHAT  GOES  ON  HERE  — AT  RANDOM 

EXCISE  TAXES.  Members  of  the  Ways 
and  Means  Committee  are  still  debating  the 
subject  of  excise  taxes.  If  they  fail  to  elim- 
inate the  20  per  cent  tax  on  toiletries  then  in 
all  fairness  the  committee  should  reduce  it 
to  10  per  cent  as  promised  and  collect  it  at 
the  source.  The  paper  work  that  is  loaded 
upon  the  retail  druggists  of  the  country  is 
an  unfair-imposition  during  peace  time.  The 
toiletries’  tax  makes  the  retailer  vulnerable 
continuously.  After  a three-hour  check  of 
invoices  one  of  our  members  was  assessed 
$1,800  and  was  told  that  if  he  didn’t  like  it 
all  he  had  to  do  was  institute  a law  suit 
against  the  government  and  show  cause  why 
he  should  not  be  penalized.  Of  course,  no 
matter  how  justified  he  might  be,  court  action 
would  cost  more  than  $1,800  and  the  case 
would  dilly  dally  along  for  years.  This  par- 
ticular druggist  enjoys  an  enviable  reputation 
in  his  community  and  is  noted  for  his  in- 
tegrity. For  his  services  as  a deputy  tax 
collector,  he  received  criticism,  harassment, 
and  penalties.  H.  R.  4287,  introduced  by  Rep- 
resentative Bertrand  W.  Gearhart,  would 
eliminate  the  20  per  cent,  or  if  Congress  did 
not  go  along  with  this  bill  an  alternate  bill, 
H.  R.  4288,  by  the  same  author,  would  reduce 
the  tax  to  10  per  cent  and  make  its  collection 
mandatory  from  the  manufacturer. 

Ethyl  Alcohol  Tax.  The  ridiculous  and 
positively  fantastic  tax  on  ethyl  alcohol,  used 
in  compounding  medicine  for  the  sick,  is  the 
most  absurd  and  unjustified  tax  imposed  by 
the  Federal  Government.  Uncle  Sam  is 
holloring  his  head  off  for  better  medical  serv- 
ice for  the  people  and  then  he  sees  to  it  that 
the  pharmacists  of  the  nation,  who  supply 
the  health  giving,  healing  medicines  to  the 
population,  are  soaked  $25.00  per  gallon  for 
ethyl  alcohol,  a vitally  needed  ingredient  used 
in  preparing  pharmaceuticals.  Ethyl  alcohol 
can  be  made  and  sold  at  a profit  at  the  whole- 
sale level  for  90c  per  wine  gallon.  Oh  yes! 
we  know  about  the  drawback  and  how  much 


it  costs  in  time  and  money  for  using  the 
“privilege.”  Nevertheless,  the  tax  still  re- 
mains at  $5.17  after  the  drawback  is  used. 
Of  the  1,263  permittees  availing  themselves 
of  the  drawback  procedure  not  10  per  cent  of 
them  are  retail  pharmacists.  As  a con- 
sequence, the  preponderant  percentage  of 
druggists  buy  their  tinctures,  elixirs,  etc. 
from  the  manufacturers  which  is  perhaps 
what  the  later  want.  Alcohol  used  in  pre- 
paring medicine  should  be  TAX  FREE.  How 
insane  and  absurd  it  is  for  the  richest  nation 
on  the  face  of  the  globe  to  penalize  the  sick 
for  revenue.  Representative  Gearhart’s  bill, 
H.  R.  3921,  would  reduce  the  tax  on  ethyl  al- 
cohol to  $1.00  per  proof  gallon.  The  amount 
so  collected  would  provide  for  all  the  admin- 
istrative expenses  and  still  show  a profit  to 
government. 

We  urge  every  druggist  to  bombard  Con- 
gress with  a request  to  eliminate  the  toile- 
tries’ tax  or  reduce  it  to  10  per  cent  and  make 
its  collection  from  the  source,  and  ask  that 
the  discriminatory  tax  on  ethyl  alcohol  be 
reduced  to  $1.00  per  proof  gallon.  We  are  not 
getting  enough  response  from  our  people. 
Unless  concerted  action  is  forthcoming  im- 
mediately we  are  liable  to  awaken  some  fine 
morning  and  find  that  these  taxes  have  be- 
come a permanent  part  of  the  tax  structure. 

Please  act  accordingly!  ’Phone,  wire,  or 
air  mail  your  Representative  if  you  have  not 
done  so  already.  Tell  your  Representative  in 
your  own  words  of  the  experience,  trouble, 
time  consuming  effort  caused  you  in  collec- 
ting these  taxes.  Congressmen  like  to  hear 
from  the  home  people.  They  pay  attention 
to  their  requests.  The  N.A.R.D.  has  done  the 
spade  work.  Your  assistance  is  urged. 

AMERICAN  BUSINESS  is  being  harrassed, 
bled,  and  even  blackjacked  under  a preposter- 
ous crazy-quilt  system  of  laws,  many  of 
which  are  unintelligible,  unenforceable,  and 
unfair,  says  Federal  Trade  Commissioner 
Lowell  B.  Mason,  in  the  May  issue  of  the 
American  Magazine. 
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PLAN  NOW  TO  ATTEND  THE  N.A.R.D. 
GOLDEN  ANNIVERSARY  CONVENTION 
ATLANTIC  CITY,  October  12  to  16. 

THE  FEDERAL  EXCISE  TAXES  ON 
CIGARETTES  is  second  only  to  the  tax  on 
distilled  spirits  as  a single  source  producer  of 
excise  tax  reserves.  In  the  fiscal  year  1947 
the  cigarette  tax  yielded  $1,145,300,000,  ap- 
proximately two-thirds  as  much  as  the  tax 
on  distilled  spirits.  Cigarettes  have  so  dis- 
placed other  forms  of  tobacco  in  general  con- 
sumption that  in  1946  cigarette  manufacture 
took  70  per  cent  of  the  total  tobacco  used  in 
production  of  tobacco  products.  This  com- 
pared with  less  than  10  per  cent  in  1915.  Per 
capita  consumption  of  cigarettes  grew  from 
180  in  1915  to  more  than  2,300  in  1946. 

WHOLESALE  PRICES  OF  DRUGS  AND 
PHARMACEUTICAL  MATERIALS  regis- 
tered several  changes  recently.  Epsom  Salts 
(U.S.P.)  rose  from  $2.75  to  $3.25  per  barrel  as 
a result  of  heavy  demand  and  limited  sup- 
plies. Higher  production  costs  were  also 
responsible  for  the  12  per  cent  rise  in  prices 
of  caffeine  alkaloid.  Ergot  quotations  re- 
turned to  the  level  prevailing  in  November, 
recovering  the  December  decline  of  30  per 
cent  occasioned  by  a slump  in  demands  and 
accumulated  stocks.  Declines  were  also  noted 
for  camphor  and  menthol. 

WORLD  HEALTH  ASSEMBLY.  The  first 
World  Health  Assembly,  which  is  scheduled 
to  meet  in  Geneva  on  June  2,  1948,  will  mark 
the  beginning  of  full-scale  WHO  activity  and 
the  termination  of  the  interim  phase  of  the 
development  of  the  international  health 
agency  planned  at  the  International  Health 
Conference  in  New  York  during  the  summer 
of  1946.  The  objective  of  the  World  Health 
Organization  shall  be  the  attainment  by  all 
people  of  the  highest  level  of  health. 

ARMY  NURSE  CORPS.  The  peak  strength 
of  the  Army  Nurse  Corps  during  World  War 
II  was  57,000.  Approximately  55,000  nurses 
have  been  separated  since  May  1945,  and  as 
of  April  1,  1948,  the  Army  Nurse  Corps  was 
composed  of  4,796  nurses  actually  on  duty 
caring  for  patients  in  approximately  167  fixed 
installations  in  the  Zone  of  the  Interior  and 
in  foreign  theaters.  Approximately  1,000 
vacancies  exist  in  the  Army  Nurse  Corps  at 
this  date.  Existing  and  future  vacancies  in 
the  Army  Nurse  Corps  must  be  filled  by 


qualified  nurses  who  are  members  of  the 
Reserve  Corps.  Pharmacists  are  urged  to  call 
this  to  the  attention  of  the  nursing  profession. 

COMMISSIONED  OFFICERS  OF  THE 
REGULAR  CORPS  of  the  Public  Health 
Service  in  the  pharmacist  and  sanitarian 
categories  shall  be  permanently  promoted  to 
the  senior  grade  only  if  vacancies  exist  in 
such  grade. 

H.  R.  6401,  SELECTIVE  SERVICE  BILL, 
sets  the  Army  at  837,000,  the  Navy  at  666,882 
and  the  Air  Force  at  502,000.  Pharmacy  is 
mentioned  among  the  other  medical  pro- 
fessions for  special  calls  for  service.  The 
figure  in  the  bill  calls  for  draft  of  pharmacists 
not  to  exceed  one  for  each  3,000  men.  The 
medical  figure  arrived  at  is  5 doctors  of 
medicine  per  1,000  men;  dentists  2 per  1,000. 
Under  this  bill  the  President  may  draft 
pharmacists  up  to  the  age  of  45  years. 

ENCOURAGING  PROGRESS.  Dr.  George 
W.  Lyon,  Chief  of  V.A.’s  Radio-isotope  Sec- 
tion revealed  that  new  methods  of  diagnosis 
is  encouraging  in  first  reports  from  doctors 
in  their  radio-isotope  research  program.  Also, 
that  leukemia  patients  are  now  being  treated 
with  radio-phosphorous  in  most  of  the  seven 
V.A.  hospitals  having  radio-isotope  units  and 
that  another  atomic  pile  byproduct,  radio- 
iodine, is  being  employed  to  treat  some  thy- 
roid diseases.  He  pointed  out  that  it  may  be 
too  much  to  expect  this  new  form  of  treat- 
ment to  prolong  life  or  cure  the  leukamia 
patient  but  that  it  certainly  does  reduce  the 
suffering  and  makes  their  days  more  bear- 
able. V.A.  radio-isotope  units  also  are  mak- 
ing studies  on  metabolic  diseases,  on  circula- 
tion of  the  blood,  and  on  the  patency  of 
blood  vessels  of  the  peripheral  circulation. 

‘SINGLE-SHOT’  PENICILLIN  PRODUCT 
TESTED  AS  SYPHILIS  CURE.  Possibility 
of  curing  syphilis  with  a ‘single-shot’  of  peni- 
cillin was  held  out  by  Public  Health  Service 
workers  before  the  Fourth  International  Con- 
gresses of  Tropical  Medicine  and  Malaria  at 
a meeting  in  Washington,  D.  C.  The  accepted 
treatment  now  is  an  injection  of  the  drug 
mixed  in  peanut  oil  and  beeswax  every  24 
hours  for  10  days.  Previously,  it  was  neces- 
sary to  keep  the  patient  in  a hospital  and  give 
a shot  every  two  hours  for  eight  days.  Either 
of  these  treatments  it  was  stressed  by  Dr. 
J.  R.  Heller,  Jr.,  chief  of  the  venereal  disease 
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division  of  the  Public  Health  Service,  can 
be  expected  to  produce  cures  with  a relapse 
rate  of  less  than  10  per  cent,  if  cases  are 
caught  early  enough.  While  it  was  explained 
the  Public  Health  Service  was  working  with 
a new  penicillin  product  to  establish  its 
possible  efficacy  as  a single  treatment  in  the 
cure  of  syphilis,  it  was  pointed  out  that  even 
at  the  best  it  would  take  years  before  any 
single  treatment  will  be  successful. 

THOUGHT  FOR  THE  DAY 
“Protect  the  Birds:  The  dove  brings  peace 
and  the  stork  brings  tax  exemptions.” 


THESIS  CONTEST 

Charles  D.  McNicol,  a senior  student  at  the 
Montana  State  University  School  of  Phar- 
macy, won  the  thesis  contest  sponsored  by 
The  National  Association  of  Retail  Druggists, 
with  a study  on  “Scientific  Stock  Control.” 

John  B.  Tripeny,  N.A.R.D.  president,  pre- 
sented a check  for  $500  to  McNicol  and  an- 
other check  in  the  same  amount  to  the  Mon- 
tana University  School  of  Pharmacy,  at  the 
convention  of  the  Montana  Pharmaceutical 
Association  at  Great  Falls  on  June  18  and  19. 

The  judges  of  the  contest  were  Prof.  J.  R. 
Hawkinson,  of  the  Northwestern  University 
College  of  Business;  B.  R.  Mull  of  Eli  Lilly  & 
Company,  and  Keith  K.  Keller,  Minneapolis 
retail  druggist  and  chairman  of  the  N.A.R.D. 
Merchandising  Committee. 

There  were  18  thesis,  from  16  colleges  of 
pharmacy,  entered  in  the  finals  of  the  con- 
test. 

“The  officers  and  executive  committee  of 
the  N.A.R.D.  are  much  pleased  over  the  re- 
sults of  the  contest,”  Executive  Secretary 
John  W.  Dargavel  said  in  announcing  the 
national  winner  on  May  18.  “They  join  in 
an  expression  of  appreciation  for  the  ex- 
cellent cooperation  the  colleges  of  pharmacy 
gave  to  make  the  contest  a success.” 

The  purpose  of  the  contest  was  to  stimulate 
greater  interest  in  the  business  side  of  drug 
store  operation  among  students  in  the  colleges 
of  pharmacy  and  their  teachers. 

The  contest  was  open  to  any  senior  stu- 
dent of  an  accredited  pharmacy  school.  Every 
thesis  entered  in  the  contest  had  to  be  de- 
voted to  a subject  related  to  the  economics 
of  the  drug  store  in  order  to  receive  con- 
sideration. 


GROSS 

(Continued  from  Page  55) 

Merperidine  is  indicated  for  the  alleviation 
of  pain  particularly  of  spastic  origin,  and  in 
most  conditions  in  which  morphine  or  the 
opium  alkaloids  are  employed.  In  conjunc- 
tion with  barbiturates,  it  may  be  used  for  ob- 
stetric amnesia. 

Merperidine  is  effective  when  given  orally 
or  intramuscularly.  It  is  not  given  intraven- 
ously. 

Methadon  Hydrochloride  (Amindone,  Dolo- 
phine,  Adanon)*** 

Methadon  was  first  synthesized  in  Ger- 
many by  the  I.  G.  Farbenindustrie  and  was 
brought  to  the  United  States  following  the 
occupation  in  1945.  Chemically,  it  is  6-di- 
methylamino-4,  4-diphenyl-3-heptanone.  De- 
spite its  chemical  dissimilarity  to  morphine, 
it  has  a morphine-like  action. 

Actions  and  Uses:  Methadon  has  a greater 
analgesic  power  than  demerol  and  is  also 
more  toxic.  Its  analgesic  action  is  at  least 
equal  to  that  of  morphine,  but  its  narcotic 
action  is  less.  In  the  same  conditions  its  effec- 
tive clinical  dosage  is  about  two  thirds  that 
of  morphine.  Tolerance  is  acquired  after 
long  periods  and  addiction  occurs. 

Methadon  is  indicated  for  the  relief  of  pain, 
particularly  that  of  malignancy,  renal  colic, 
fractures,  and  for  the  suppression  of  the 
cough  reflex.  It  is  believed  to  be  particularly 
valuable  when  an  analgesic  must  be  given 
over  long  periods  of  time.  It  is  not  indicated 
as  a preanesthetic  medicament,  nor  is  it  in- 
dicated for  use  in  labor. 

Methadon  Hydrochloride  may  be  given 
orally,  intramuscularly  or  intravenously. 

***  Methadon  Hydrochloride,  Abott  Laboratories 
Dolophine,  Eli  Lilly  and  Company 
Adanon  Hydrochloride,  Winthrop  Chemical  Co. 
(Am.  Prof.  Pharm.  13:556  (June,  1947);  Ibid  13:909 
(October  1947);  Ibid  14:252  (March  1948);  NNR 
1947). 
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Pelvic  Cellulitis* 

by  Clyde  D.  Blake.  M.D.  and  A.  W.  Diddle,  M.D. 
from  The  Departments  of  Obstetrics  and  Gynecology  of  the  Southwestern 
Medical  College  and  Parkland  Hospital,  Dallas,  Texas 


It  is  desirable  to  differentiate  between  pri- 
mary pelvic  cellilitus  and  primary  intra- 
peritoneal  pelvic  infection.  The  former 
usually  follows  trauma  to  the  cervix,  uterus 
or  vaginal  vault,  occurring  in  criminal  abor- 
tion, operative  delivery,  or  uterine  instru- 
mentation. It  frequently  results  from  strep- 
tococcic or  stiaphyloccic  infection,  and  is  sub- 
ject to  a wide  range  in  its  severity.  There 
may  be  little  trouble  or  there  may  be  a pro- 
longed illness  with  generalized  sepsis  leading 
to  death.  The  cellulitus  may  cause  disabling 
complications  as  a result  of  scar  formation. 
In  contradistinction  sterility  and  menstrual 
aberrations  are  uncommon  after  this  disease. 

Intraperitoneal  infections  are  usually  due 
to  the  gonococcus.  These  infections  are 
limited  chiefly  to  the  genitalia.  They  tend  to 
become  quiescent  rather  quickly  unless  there 
is  reinfection.  Repeated  infection  increases 
the  probability  for  sterility,  menstrual  aberra- 
tions, and  chronic  pelvic  discomfort.  Resolu- 
tion after  repeated  attacks  of  the  disease  is 
seldom,  if  ever,  complete. 

Many  clinicians  neither  understand  the 
pathology  of  pelvic  cellulitus  nor  the  signi- 
ficance of  differentiating  it  from  intra- 
peritoneal infections.  For  this  reason,  the 
discussion  is  concerned  with  the  clinical  ex- 
perience of  treating  pelvic  cellulitus  in  88 
consecutive  obstetric  and  gynecologic  patients 
at  Parkland  Hospital  from  January  1,  1944 
through  1947. 

ANATOMY  AND  PATHOLOGY 

The  term  “pelvic  cellulitis”  refers  to  an  in- 
flammatory reaction  in  the  extraperitoneal, 
pelvic,  cellular  tissues.  These  tissues  lie  sub- 
peritoneal  and  are  synonymous  with  the 
parametrial  and  paravaginal  tissues.  They 
constitute  the  matrix  of  the  space  of  Retzius 
and  the  broad  ligaments.3-5  It  may  be  said 
that  within  the  subserous  cellular  tissue  lie 
embedded  the  pelvic  organs,  their  larger 
vessels  and  the  ligamentous  stays  that  hold 
the  organs  in  position.  See  Figure  I. 


As  previously  stated,  the  usual  cause  of 
primary  intraperitoneal  infection  is  the 
gonococcus.  Since  it  does  not  produce  a fib- 
rinolytic enzyme  it  must  spread  by  way  of 
normal  body  channels.  To  the  contrary,  ex- 
traperitoneal infections  are  generally  due  to 
bacteria  that  produce  a fibrinolytic  substance 
permitting  them  to  penetrate  the  uterine  wall 
to  invade  the  cellular  tissues.  Initially,  there 
is  a lymphangitis.  Later  there  is  local  hy- 
peremia and  effusion  of  exudate.  Eventually, 
the  lymph  vessels  may  become  thickened, 
nodular  and  tortuous  and  the  blood  vessels 
thrombosed.  These  thrombi  may  give  rise  to 


TABLE  I 

DEATHS 

TREATMENT 

DEATH 

Patient 

Blood 

cc. 

Pen  ici  1 1 in 
Oxford 
Units 

Sul- 

fona- 

mide 

Strep- 

tomy- 

cin 

lays  of 

lliness 

Cause 

gms. 

gms. 

u - 

1 

2500 

900,000 

4 

0 

7 

Peritonitis 

2 

1500 

1,600.000 

7 

13.5 

8 

Peritonitis 

3 

6500 

9,320,000 

66 

0 

66 

Extraperi- 
toneal Abscess 

4 

2000 

1,040,000 

25.5 

0 

24 

Necrotizing 
Myometritis; 
Intraperi- 
toneal Abscess 
and  bilateral 
hvdrothorax 

5 

5000 

5,480,000 

14 

0 

60 

Massive 
hemorrhage 
from  infected 
placental  site 

6 

3250 

5.750,000 

23 

5.4 

59 

Peritonitis 

7 

1000 

1.640,000 

10 

0 

13 

Extra  and  in- 
tra-peritoneal 
infection 

infected  emboli.  Ordinarily,  the  inflam- 
matory reaction  begins  in  the  base  of  the 
broad  ligament  and  spreads  along  the  fascial 
planes  in  the  line  of  least  resistance.  It  may 
continue  laterally  to  the  pelvic  wall,  pararec- 
tally,  paravaginally,  or  paravertebrally.  The 
fallopian  tubes  may  be  involved  as  a perisal- 
pingitis but  rarely  as  an  endosalpingitis.  This 
probably  explains  why  sterility  is  an  uncom- 
mon sequel  even  after  a severe  attack  of  pel- 
vic cellulitus.  Healing  usually  occurs  by  reso- 
lution. The  blood  vessels  may  become  kinked 
* Presented  at  the  Sixty-Seventh  Annual  Meeting 
of  the  South  Dakota  State  Medical  Association, 
Sioux  Falls,  June,  1948. 
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and  dilated  to  form  varices  and  the  ganglia 
and  nerves  are  pinched  as  the  tissues  shrink 
to  produce  a cicatrix.  If  the  invading  micro- 
organisma  are  virulent,  or  the  protective 
tissue  reaction  inadequate,  the  infection  may 
spread  intraperitoneally  or  into  the  blood 
stream.  If  pus  forms,  abscesses  may  point 
above  Poupart’s  ligament.  Rarely  are  there 
extensions  into  the  space  of  Retzius,  through 
the  sacrosciatic  foramen  posterior  to  the 
greater  trochanter,  along  the  infundibulo- 
pelvic  ligament  to  the  psoas  muscle  or  to  the 
region  of  the  kidney. 

PATIENTS 

Only  women  with  fever  and  palpable,  para- 
metrial  or  other  extraperitoneal  pelvic  thick- 
enings were  regarded  as  having  pelvic  cell- 
ulitus.  Those  with  genital  carcinoma  were  ex- 
cluded from  the  study  for  the  reason  it  was 
usually  impossible  to  differentiate  between 
extraperitoneal  thickening  due  to  extension 
of  tumor  and  thickening  due  to  an  inflam- 
matory process.  An  equal  number  of  patients 
developed  infection  following  criminal  abor- 
tion and  delivery.  A few  acquired  the  disease 
after  hysterectomy  or  plastic  operation,  or 
the  cause  was  undetermined. 

CLINICAL  DATA 

The  usual  symptoms  of  pelvic  cellulitis 
were  fever  and  chills  and  cramp-like  or  dull 
aching  lower  abdominal  pain  appearing  a 
week  of  more  after  delivery  operation.  There 
was  generally  an  antecedent  endometritis 
among  the  puerperal  patients.  Patients  with 
fever  over  104  degrees  Fahrenheit  usually 
had  some  complication;  e.g.  abscess  or  sep- 
ticemia. All  had  thickening  or  shortening  of 
one  or  both  parametria.  Occasionally,  the 
cellulitis  involved  the  rectum,  vagina,  urinary 
bladder,  urethra,  or  extended  along  the  pelvic 

walL  BACTERIOLOGY 

The  micro-organisms  found  most  commonly 
in  the  cervical  culture  were  nonhemolytic 
streptococci.  Staphylococci,  E.  Coli  and 
diphtheroids,  respectively,  were  next  most 
common.  In  a few  instances  one  or  more 
other  bacteria  were  recovered  from  the 
genital  tract,  including  Clostridium  welchii, 
paracolon  bacillus,  Proteus  ammoniae,  Strep- 
tococcus fecalis,  Proteus  mirabiles  and  Pseu- 
domonas aeroginosa. 

TREATMENT 

For  purposes  of  discussion,  treatment  was 


considered  under  two  categories  (1)  suppor- 
tive, and  (2)  specific.  The  supportive  treat- 
ment consisted  of  rest,  local  heat,  usually  in 
the  form  of  douches,  and  repeated  blood 
transfusions.  Intravenous  proteins  and  vit- 
amins were  given  to  those  patients  unable  to 
take  food  by  mouth.  Fowler’s  position  was 
seldom  used  because  of  the  belief  it  pre- 
disposed to  thrombosis  in  the  lower  ex- 
tremities. 


Diagram  showing  the  relationship  of  the  fascia 
propria  to  the  pelvic  organs  and  kidneys.  Blue 
lines  indicate  fascia  propria,  red  lines  peritoneum. 
The  inset  shows  in  cross  section  the  relation  of  the 
cellular  tissues  to  rectum,  cervix,  bladder  and 
ureters.  The  dome  of  the  bladder  and  the  lower 
end  of  the  ureters  are  exposed  by  a reflection  of 
the  fascia  propria. 

Specific  therapy  included  the  use  of  peni- 
cillin, sulfonamides,  streptomycin  and  opera- 
tive measures.  One  third  of  the  women  re- 
ceived either  penicillin  or  a sulfonamide. 
The  dose  of  penicillin  ranged  from  30,000  to 
100,000  Oxford  units  administered  intra- 
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muscular ly  every  three  hours  for  2 to  18  days. 
Sulfadiazine  or  sulfathiazole  was  given  orally, 
grams  2 initially,  and  thereafter  grams  1, 
every  four  hours  for  11  to  14  days.  Another 
third  of  the  women  received  both  penicillin 
and  sulfenamide  for  2 to  21  days.  Two  of 
those  given  the  combination  also  received  5.4 
and  13.5  grams  of  streptomycin  intramuscu- 
larly, respectively,  within  a 3 and  8 day 
period.  Still  another  third  of  the  patients  re- 
ceived none  of  the  drugs  mentioned. 

Incision  and  drainage  of  pelvic  or  broad 
ligament  abscesses  were  made  as  soon  as  they 
were  diagnosed.  Cervical  dilatation  and  re- 
moval of  embryonic  remnants  from  the  uterus 
were  done  occasionally,  but  never  until  after 
a three  day  afebrile  period. 

RESULTS 

Eighty-one  patients  survived  and  7,  or  7.9 
per  cent,  died.  Treatment,  the  length  of  ill- 
ness, and  causes  of  death  are  listed  in  Table 
I.  Six  of  the  deaths  were  puerperal,  the 
seventh  was  postoperative.  All  were  due  to 
either  a nonhemolytic  streptococci,  sta- 
phylococci, or  E.  Coli  infection. 

Each  woman  remained  in  the  hospital  for 
an  average  of  18.2  days.  The  number  of  days 
known  febrile  averaged  10.4  days.  Those 
criminally  aborted  were  usually  febrile 
longer  than  any  of  the  other  patients. 

The  pulse  rate  was  the  most  valuable  prog- 
nostic sign.  If  the  rate  exceeded  100  per 
minute,  and  if  it  rose  out  of  proportion  to  the 
temperature  rise,  it  indicated  a prolonged 
illness.  A persistent  fever  above  103  degrees 
Fahrenheit,  a pulse  rate  about  130,  frequent 
rigors  and  intractable  diarrhea  were  indica- 
tive of  a fatal  outcome.  The  appearance  of 
diarrhea  was  usually  evidence  that  an  abscess 
was  forming  somewhere,  intra-or  extra- 
peritoneally.  Subjective  improvement  during 
the  acute  phase  of  the  disease  was  ordinarily 
rapid  after  it  began,  particularly  following 
drainage  of  an  abscess.  Early,  persistent, 
symptomatic  improvement  was  generally  a 
good  sign  even  though  the  pelvic  findings 
showed  no  tendency  toward  resolution. 

Lowering  of  the  temperature  and  decrease 
in  the  pulse  rate  to  normal  limits  within  36 
hours  after  medication  was  begun  was  taken 
to  indicate  a favorable  response  to  treatment 
with  antibiotics  or  sulfonamides.  To  the  con- 
trary, improvement  after  48  hours  was  re- 


garded as  probably  unrelated  to  the  drug. 

One  patient  in  six  given  either  antibiotics 
or  sulfonamides,  or  both,  showed  a favorable 
response.  Most  of  these  had  a staphylococcic 
infection.  However,  the  fact  that  favorable 
results  usually  occurred  in  those  with  com- 
paratively mild  infections  throws  some  doubt 
on  the  efficacy  of  the  drugs.  There  was  no 
indication  one  drug  was  better  than  another. 
It  was  apparent  that  if  any  beneficial  effect 
was  to  be  obtained,  medication  had  to  be 
given  early  in  the  course  of  the  disease. 

Table  II  contains  the  various  sequelae 
noted.  The  most  common  were  abscess  and 
residual  phlegmon.  Most  of  the  women 
suffering  with  peritonitis  died. 


TABLE  II 
SEQUELAE 


Sequelae  Number 

Abscess  23 

Pelvic  12 

Broad  ligament 8 

Space  of  Retzius  1 

Intraperitoneal  within  an 

intact  amniotic  sac  1 

Along  descending  colon 1 

Residual  phlegmon  12 

Peritonitis  9 

Septicemia  4 

Thrombophlebitis  of  leg  — 3 

Hydronephrosis  — 2 

Ureteral  obstruction  1 

Small  bowel  obstruction  — - 1 


55 


COMMENT 

An  important  reason  for  differentiating 
primary  extraperitoneal  infection  from  pri- 
mary intraperitoneal  infection  is  that  sub- 
sequent operative  treatment  may  be  governed 
by  the  location  of  the  original  process.12 
Pelvic  cellulitis  is  frequently  due  to  non- 
hemolytic streptococci.7  These  microoragn- 
isms  are  quite  resistant  and  may  remain 
potentially  dangerous  within  an  inflamma- 
tory mass  for  long  periods  of  time.  On  the 
contrary,  the  gonococcus,  the  usual  cause  of 
intraperitoneal  infection,  becomes  attenuated 
in  a few  weeks  or  months.  Following  an 
attack  of  pelvic  cellulitis,  elective  pelvic 
operations  should  be  delayed  for  a minimum 
of  six  months  and,  better  still,  for  1 or  2 years. 

According  to  Fluhmann4,  pelvic  cellulitis 
usually  ends  in  spontaneous  resolution. 
Polak6  found  6 to  7 per  cent  of  his  cases 
showed  suppuration.  Contrast  this  figure  to 
33  per  cent  in  the  Parkland  series.  Use  of 
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dissimilar  criteria  in  the  diagnosis  of  pelvic 
cellulitis  may  account  for  the  difference  in 
the  incidence  of  suppuration.  Results  in- 
dicated pelvic  cellulitis  may  give  rise  to 
severe  complications,  such  as  intestinal  ob- 
struction or  perforation,  pyelonephritis,  hy- 
droureter, or  intraperitoneal  infection  that 
account  for  persistent  and  resistant  infection. 
Convalescence  may  be  prolonged  over  a 
period  of  weeks  or  months.  Fluhmann4  also 
noted  that  these  people  may  suffer  from 
dyspareunia,  pelvic  neuralgia,  or  neuras- 
thenia. 

Treatment  of  extraperitoneal  infections  is 
primarily  supportive,  using  rest,  blood  trans- 
fusions, sedation,  and  heat  in  some  form.  The 
value  of  antibiotics  and  sulfonamides  remains 
equivocal.  This  is  as  sexpected,  since  the  in- 
vading bacteria  are  commonly  of  a variety 
seldom  affected  by  these  drugs.  Cathartics 
should  be  avoided.  Vigorous  pelvic  examina- 
tions are  inadvisable  since  they  may  cause 
an  exacerbation  of  the  infection.  Instead, 
gentle  examinations  are  indicated  to  ascer- 
tain the  presence  or  absence  of  abscesses. 
Williams8  recommended  examination  once  a 
week  and  observation  of  the  pulse  and  tem- 
perature the  next  day.  An  elevation  of  the 
two,  particularly  the  temperature,  usually 
means  the  infection  is  still  active.  In  the 
acute  phase,  surgical  attack  is  limited  to  in- 
cision and  drainage  of  abscesses  or  other 
surgical  emergency.  Indications  for  surgical 
intervention  include  definite  fluctuation  of  a 
parametrial  mass  or  a solid  large  exudate 
accompanied  by  high  fever  and  a high 
sedimentation  rate.  Some  of  the  abscesses 
may  be  drained  vaginally,  while  others  must 
be  approached  extraperitoneally  above  Pou- 
part’s  ligament.  Probing  and  irrigation  of  the 
abscess  cavity  are  unwarranted.  Failure  to 
continue  free  drainage  until  the  cavity  is 
practically  obliterated  often  leads  to  pro- 
longed healing. 

SUMMARY 

A study  of  88  obstetric  and  gynecologic 
patients  with  pelvic  cellulitis  conforms  the 
opinion  that  disabling  sequelae  may  follow 
the  disease,  or  the  infection  may  be  so  severe 
in  itself  so  to  cause  death.  Many  of  these  in- 
fections were  due  to  the  nonhemolytic  strep- 
tococcus and,  as  would  be  expected,  did  not 
respond  to  treatment  with  penicillin,  strep- 


tomycin, sulfadiazine,  or  sulfathiazole  alone, 
or  in  combination.  Since  the  streptococci  may 
remain  potentially  active  in  an  old  inflam- 
matory mass  for  long  periods,  elective  pelvic 
operation  in  the  presence  of  chronic  extra- 
peritoneal  infection  should  be  undertaken 
with  caution. 
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Recent  Developments  in  Active  Immunization* 

C.  E.  ROACH,  M.D.  FAAP 
Lilly  Research  Laboratories,  Indianapolis,  Ind. 


Among  the  several  new  developments  in 
immunization  procedures  is  administration 
of  whooping  cough  vaccine  and  diphtheria 
toxoid  to  infants  soon  after  birth.  Prenatal 
immunization  has  also  been  studied  by 
several  investigators. 

With  the  exception  of  smallpox  vaccination, 
which  may  be  performed  any  time  after  the 
umbilicus  has  healed,  optimal  ages  for  carry- 
ing out  the  various  immunizations  have  not 
been  established.  Many  authorities  subscribe 
to  the  long-held  belief  that  young  animals 
respond  poorly  to  antigens  and,  therefore, 
advise  delaying  active  immunization  until 
sometime  in  the  second  half-year  of  life.  Re- 
cent contributions  indicate  that  it  may  be 
necessary  to  revise  present  concepts. 

More  information  is  needed  regarding  the 
question  of  when  and  how  often  revaccination 
is  necessary.  It  is  well  known  that  the  dura- 
tion of  artifically  induced  active  immunity 
against  the  several  infectious  diseases  is  not 
the  same.  This  accounts  for  variations  in  the 
recommendations  for  revaccination  against 
such  diseases  as  typhoid  fever,  smallpox, 
tetanus,  diphtheria,  and  the  rickettsial  fevers. 
Protection  against  smallpox  can  usually  be 
depended  upon  to  last  for  five  years  and  may 
persist  for  as  long  as  twenty.  The  opposite 
extreme  is  exemplified  by  influenza  virus 
immunity  which  appears  to  remain  effective 
for  only  a few  months  in  some  cases. 

Diphtheria 

Active  immunization  against  diphtheria  has 
been  routinely  employed  for  many  years.  It 
is  generally  recognized  that  when  children 
have  been  successfully  immunized  at  eight 
or  nine  months  of  age,  a variable  proportion 
will  have  very  little  protection  at  the  age  of 
four  or  five  years.  However,  a single  injec- 
tion of  diphtheria  toxoid  rapidly  renews  im- 
munity.1 A stimulating  dose  of  diphtheria 
toxoid  should  be  given  to  all  previously  im- 
munized children  before  entering  school. 
Many  recommend  that  an  injection  be  given 
at  the  age  of  two  years  or  one  year  after  basic 


immunization.  Revaccination  should  be 
carried  out  in  the  presence  of  an  epidemic; 
but,  owing  to  the  short  incubation  time  of  the 
disease,  this  procedure  cannot  be  used  to  pre- 
vent diphtheria  following  exposure. 

The  doses  used  for  stimulation  correspond 
to  the  amount  of  toxoid  used  for  a single  in- 
jection when  producing  primary  immunity. 
One-half  to  1 cc.  of  fluid  toxid  or  V4  to  1 cc. 
(depending  upon  the  concentration)  of  alum- 
precipitated  toxoid  is  ample.  Intracutaneous 
injection  of  0.1  cc.  of  fluid  toxid  has  also  been 
used. 

In  the  United  States  since  1935  there  has 
been  a 70  percent  decrease  in  the  incidence 
of  diphtheria  and  a 60  percent  decrease  in  the 
mortality  rate.2  No  doubt  active  immuniza- 
tion has  been  one  of  the  important  factors  in 
bringing  this  about.  This  achievement, 
desirable  as  it  is,  creates  a hazard  which  may 
be  as  great  as  that  which  existed  a generation 
or  two  ago.  Then  diphtheria  attacked  the 
young,  non-immune  children  and  was  quite 
rare  in  adults.  Now,  because  of  widely  prac- 
ticed immunization,  we  have  an  immune 
young  population.  With  the  decline  in 
incidence  or  clinical  infection  there  has 
occurred  a similar  decline  in  the  number  of 
healthy  diphtheria  carriers.  As  a result,  older 
children  and  adults  who  have  developed  im- 
munity in  one  way  or  another  are  not  fre- 
quently exposed  to  small,  non-infective  doses 
of  virulent  organisms  and  therefore  gradually 
become  susceptible  to  infection.  The  danger 
of  the  situation  has  already  become  apparent 
in  certain  European  countries  where  epi- 
demics of  diphtheria  have  developed  among 
older  aged  groups. 

The  decline  of  immunity  among  adults  has 
created  a new  problem  in  active  immuniza- 
tion of  infants.  Heretofore,  the  newborn  in- 
herited diphtheria  antitoxin  from  his  mother, 
which  protected  him  against  infection  for 

* Presented  at  the  Sixty-Seventh  Annual  Meeting 
of  the  South  Dakota  State  Medical  Association, 
Sioux  Falls,  South  Dakota. 
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several  months.  Being  a passive  type  of 
immunity,  it  gradually  is  lost  about  the  age 
of  six  to  eight  months.  Active  immunization 
with  diphtheria  toxoid  before  this  time  is 
ineffective  since  the  inherited  antitoxin  has 
some  unidentified  blocking  action.  Because 
of  this,  it  has  been  customary  to  postpone  im- 
munization until  sometime  after  the  sixth 
month.  As  more  and  more  infants  are  born 
of  non-immune  mothers,  it  is  evident  that  pro- 
tection will  be  needed  at  an  earlier  age  than 
was  required  a generation  or  two  ago. 

Routine  administration  of  diphtheria  toxoid 
to  adults  is  one  possible  remedy,  but  this  is 
not  a safe  procedure.  Many  have  acquired 
sensitivity  to  proteins  of  the  diphtheria 
bacillus  and  will  develop  serious  allergic 
reactions  when  the  toxoid  is  given.  If  im- 
munization is  to  be  carried  out,  it  should  be 
reserved  only  for  those  who  are  susceptible 
as  determined  by  the  Schick  test,  and  then 
not  until  a Moloney  test  for  sensitivity  is 
known  to  be  negative.  If  the  latter  is  positive, 
it  may  be  possible  to  immunize  by  observing 
the  proper  precautions. 

Cohen  and  Scardron3  have  shown  that 
newborn  infants  whose  mothers  react  posi- 
tively to  the  Schick  test  have  no  protection 
against  diphtheria.  To  remedy  this  un- 
desirable situation,  they  recommend  adminis- 
tration of  diphtheria  toxoid  to  all  Schick- 
positive women  in  the  seventh  or  eighth 
month  of  pregnancy.  Thus  the  infant  is 
passively  immunized  for  about  the  first  six 
months  of  life,  after  which  time  diphtheria 
toxoid  may  be  given  in  the  usual  manner. 

The  method  has  some  disadvantages.  It 
does  assure  protection  for  the  first  few 
months  of  life.  However,  this  is  a passive 
form  of  immunity  and,  therefore,  cannot  be 
renewed  by  booster  doses  of  toxoid.  Active 
immunization  of  the  infant  must  be  postponed 
until  there  is  practically  no  circulating  anti- 
toxin. Consequently,  just  before  and  during 
the  course  of  toxoid  injections  the  infant  has 
little  or  no  resistance  to  infection.  Then,  too, 
the  last  trimester  of  pregnancy  is  often  a 
rather  trying  time.  There  might  be  some 
question  as  to  the  value  of  providing  passive 
immunity  for  the  infant  at  the  expense  to  the 
mother  of  a Schick  test,  a Moloney  test,  two 
or  three  injections  of  diphtheria  toxoid,  and 
the  not  infrequent  local  and  systemic  reac- 
tions. 


If  active  immunization  could  be  started 
shortly  after  birth  instead  of  at  three  months, 
the  period  of  susceptibility  would  be  short- 
ened. It  is  more  difficult  to  obtain  a satis- 
factory immune  response  at  this  age,  pre- 
sumably because  the  immune  mechanism  is 
still  immature.  However,  this  disadvantage 
has  been  largely  overcome  in  protecting 
against  pertussis  by  using  alum-precipitated 
vaccine.  This  has  been  observed  by  Sako,4 
who  found  that  fluid  vaccine  failed  to  produce 
satisfactory  results  in  a large  percentage  of 
cases.  Evidence  is  needed,  but  it  is  reasonable 
to  assume  that  alum-precipitated  diphtheria 
toxoid,  being  more  antigenic,  would  act 
similarly.  It  has  the  added  advantage  of  re- 
quiring but  two  injections,  which  could  be 
completed  by  two  or  three  months  of  age. 
Young  infants  appear  to  tolerate  alum-pre- 
cipitated preparations  very  well  if  the  in- 
jections are  given  deep  in  the  subcutaneous 
tissue  or  intramuscularly. 

Tetanus 

Although  tetanus  is  not  a common  disease 
in  civilian  practice,  it  respects  no  age,  race, 
sex,  economic  group,  or  occupation,  and  no 
person  is  naturally  immune.  Since  a high  per- 
centage of  infections  develop  from  minor  in- 
juries for  which  prophylactic  antitoxin  would 
not  ordinarily  be  used  and  since  the  results 
obtained  with  antitoxin  are  admittedly  un- 
reliable, it  is  apparent  that  active  immuniza- 
tion of  adults  and  children  is  highly  desirable. 

The  effectiveness  of  active  immunization 
against  tetanus  has  been  confirmed  repeatedly 
since  Ramon  and  Zoeller5  first  reported  the 
formation  of  antitoxin  in  human  beings.  In 
World  War  II,  tetanus  was  practically  elim- 
inated even  though  many  battles  were  fought 
in  areas  known  to  have  a high  incidence  of 
the  disease. 67-8-9 

Tetanus  infection  in  the  newborn  is  so  rare 
in  this  country  that  early  immunization  is  not 
an  important  consideration.  Many  im- 
munologists believe  that  young  infants  can  be 
immunized  successfully  against  tetanus  and, 
therefore,  use  combinations  of  diphtheria  and 
tetanus  toxoid  with  pertussis  vaccine. 

At  the  present  time  the  possibility  that  in- 
herited antitoxin  will  block  the  development 
of  active  immunity  is  remote.  Naturally 
acquired  immunity,  either  from  recovery 
from  the  disease  or  from  repeated  exposure 
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to  non-infecting  doses  of  the  tetanus  bacillus, 
does  not  occur;  but  as  more  and  more  of  the 
population  are  immunized  and  then  receive 
boosting  doses  of  toxoid  at  regular  intervals, 
it  is  quite  possible  that  infants  will  inherit 
sufficient  antitoxin  to  interfere  with  active 
immunization.  Definite  information  on  this 
point  is  needed,  particularly  because  there  is 
no  practical  clinical  test  for  measuring 
tetanus  immunity.  Consequently,  if  im- 
munization of  the  young  infant  is  attempted, 
it  would  be  advisable  to  omit  administration 
of  tetanus  toxoid  whenever  the  mother  gives 
a history  of  immunization  followed  by  one  or 
more  stimulating  doses  of  toxoid. 

The  duration  of  basic  immunity  produced 
by  the  usual  two  doses  of  alum-precipitated 
tetanus  toxoid  or  by  the  three  of  the  fluid 
t}qoe  is  not  exactly  known,  but  it  is  generally 
believed  to  remain  effective  for  one  or  two 
years.  It  has  been  suggested  that  relatively 
permanent  immunity  can  be  obtained  against 
tetanus  following  administration  of  one  or 
more  boosting  doses  of  toxoid.10  It  is  known 
that  the  ability  to  respond  to  a booster  dose 
is  retained  for  several  years  and  perhaps 
indefinitely,  even  though  circulating  anti- 
toxin has  declined  to  very  low  levels.1 1 

Basic  immunity  may  decline  at  a relatively 
rapid  rate,  but  following  renewal  by  a stimu- 
lating dose  of  toxoid  the  levels  of  circulating 
antitoxin  are  maintained  longer.  Evans12 
found  that  a single  stimulating  dose  of  toxoid 
given  ten  months  after  primary  immunization 
not  only  raised  antitoxin  in  the  blood  to  con- 
siderably higher  levels  than  those  following 
basic  immunization,  but  that  these  levels  per- 
sisted for  at  least  eighteen  months.  Jones 
and  Moss  1 3 likewise  noted  prolongation. 

There  is  no  doubt  that  annual  revaccination 
will  maintain  high  levels  of  antitoxin  and 
consequently  will  prevent  the  many  cases  of 
tetanus  which  develop  in  children  without  a 
history  of  significant  injury.  However,  it  is 
unlikely  that  civilian  patients  will  voluntarily 
submit  to  annual  injections.  On  the  basis  that 
immunity  is  prolonged  after  revaccination,  it 
seems  advisable  to  administer  a stimulating 
dose  of  toxoid  within  one  year  after  primary 
immunization  and  again  before  entrance  into 
school  at  five  or  six  years  of  age.  Adults 
whose  occupation  may  frequently  expose 
them  to  tetanus  infection  should  also  be  given 


a boosting  dose  within  a year.  If  accidents 
are  reported  efficiently,  injury  doses  of  toxoid 
will  be  adequate  thereafter;  otherwise,  re- 
vaccination at  one  or  two-year  intervals 
would  be  safer. 

The  dose  of  tetanus  toxoid  used  by  most 
investigators  for  revaccination  has  been  the 
same  amount  that  is  ordinarily  given  for  a 
single  injection  when  establishing  basic  im- 
munity. With  fluid  toxoid  this  is  1 cc.;  with 
alum-precipitated  toxoid  it  is  0.5  to  1 cc.,  de- 
pending upon  the  material  chosen.  These 
amounts  are  usually  given  subcutaneously. 
Intracutaneous  revaccination  with  a single 
small  dose  of  fluid  tetanus  toxoid  has  been 
recommended  by  Spaeth14  and  by  Fraser 

Whooping  Cough 

Except  for  the  fact  that  whooping  cough 
can  be  prevented  by  vaccination,  relatively 
little  is  known  about  other  phases  of  pertussis 
immunity.  As  with  immunity  against  most 
infections,  it  is  likely  that  many  individuals 
gradually  acquire  protection  from  repeated 
casual  exposure  to  subinfective  doses  of 
H.  pertussis.  This  would  account  for  the  high 
morbidity  of  approximately  50  percent  in  un- 
vaccinated children  under  five  years  and  the 
progressive  decline  in  cases  after  this  age. 
Perhaps  this  same  mechanism  tends  to  main- 
tain protection  in  the  vaccinated.  In  the  ab- 
sence of  such  stimulation,  and  possibly  in 
spite  of  its  occurrence,  it  is  believed  that  im- 
munity gradually  wanes  so  that  eventually 
the  disease  may  develop  in  the  vaccinated 
following  exposure. 

Revaccination  with  a single  dose  of  whoop- 
ing cough  vaccine  has  been  adopted  as  a 
routine  measure  by  several  investigators. 

16,17.18 

The  effectiveness  of  single  stimulating 
doses  of  20  billion  organisms  given  two  years 
after  vaccination,  was  determined  by  Rambar 
and  co-workers.1 9 A considerable  drop  in  the 
opsonizing  power  was  noted  eighteen  to 
twenty-four  months  after  vaccination.  A 
single  subcutaneous  injection  of  20  billion 
bacilli  in  a fluid  vaccine  was  given  to  forty- 
two  children.  Those  who  had  maintained 
antibody  levels  gave  little  or  no  response,  but 
others  with  low  levels  had  an  abrupt  rise. 
When  retested  two  and  one-half  to  three 
years  later,20  all  but  three  of  twenty-six 
children  available  for  examination  had  the 
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same  levels  of  opsonins  or  higher  levels  than 
they  had  had  before  the  stimulating  dose  of 
vaccine.  On  this  basis  it  was  belived  that 
annual  revaccination  was  not  necessary  once 
a stimulating  dose  had  been  given  two  years 
after  primary  immunization.  Miller  et  al.21 
obtained  similar  results  with  fifty-one  chil- 
dren and  concluded  that  a single  stimulating 
dose  given  one  or  two  years  after  vaccination 
is  sufficient  to  maintain  immunity. 

Lapin22  treated  a group  of  twelve  children 
who  had  been  vaccinated  three  to  six  years 
before  with  a single  dose  of  10  or  20  billion 
bacilli  given  subcutaneously  shortly  after 
intimate  exposure  to  whooping  cough.  None 
developed  the  disease,  and  titrations  for 
complement,  agglutinin,  and  mouse-protec- 
tive antibodies  showed  general  increases.  No 
significant  variation  in  effect  between  the 
two  doses  was  apparent  in  the  small  series. 
Sauer23  also  recommends  vaccine  adminis- 
tration immediately  following  exposure  and 
routine  re-immunization  of  all  previously  im- 
munized children  before  starting  school  with 
a subcutaneous  injection  of  30  billion  per- 
tussis bacilli. 

The  results  of  revaccination  against  whoop- 
ing cough  appear  to  parallel  those  of  other 
infectious  diseases.  Absolute  proof  of  its 
effectiveness  as  determined  by  clinical  ob- 
servation is  not  yet  available,  but  antibody 
response  is  known  to  be  an  accurate  measure 
of  basic  immunity  and,  therefore,  should  be 
a reliable  index  of  protection  obtained  by  re- 
immunization. 

If  fluid  vaccines  are  employed,  a dose  of  10 
to  20  billion  organisms  given  subcutaneously 
should  be  ample.  Since  alum  precipitation 
more  than  doubles  antigenicity,  doses  of  5 to 
10  billion  will  give  results  at  least  as  good. 
Intracutaneous  administration  may  event- 
ually be  shown  to  be  effective,  but  it  cannot 
be  recommended  on  the  basis  of  existing 
evidence. 

The  decline  in  immunity  following  initial 
immunization  noted  by  several  investigators 
is  indication  for  revaccination  in  about  one 
year.  Another  injection  before  entrance  into 
school  seems  advisable;  and  since  immunity 
is  relative  and  may  be  overcome  by  large 
doses  of  infective  organisms,  a stimulating 
dose  should  be  given  as  soon  as  possible  after 
intimate  exposure. 


Most  infants  are  susceptible  to  whooping 
cough  and,  as  is  the  case  with  diphtheria,  fre- 
quently succumb  to  the  disease.  Prenatal 
immunization  has  been  tried  and  has  pro- 
duced demonstrable  circulating  antibodies  in 
the  newborn.3-24-25  Like  that  of  diphtheria, 
this  immunity  is  passive  in  type  and,  there- 
fore, is  gradually  lost  over  varying  periods  of 
time.  Some  infants  have  had  significant  titers 
of  circulating  antibodies  at  one  year  of  age 
while  in  others  these  disappear  much  earlier. 

It  is  not  known  whether  the  presence  of 
these  passively  acquired  antibodies  interferes 
with  the  production  of  active  immunity  as 
with  diphtheria  and  tetanus;  nor  is  it  known 
whether  the  rate  of  their  disappearance  is 
uniform  enough  to  permit  designation  of  an 
average  age  at  which  active  immunization 
may  be  accomplished  without  difficulty  in 
most  cases.  There  is  no  reason  to  believe  that 
the  blocking  phenomenon  would  not  operate, 
in  which  case  it  would  be  necessary  to  post- 
pone active  immunization  until  the  acquired 
immunity  has  decreased  to  low  and  probably 
ineffective  levels.  Thus  there  would  be  a 
period  of  at  least  three  months  sometime 
during  the  second  half  of  the  first  year  in 
which  little  or  no  protection  against  whoop- 
ing cough  would  be  present. 

Immunization  of  the  young  infant  has  been 
accomplished. 4-26-27-28  Sako  found  that 
when  infants  of  from  one  to  three  months  of 
age  were  immunized  with  alum-precipitated 
pertussis  vaccine,  they  developed  agglutinins 
just  as  well  as  did  older  groups,  and  that  the 
incidence  and  severity  of  pertussis  after 
intimate  exposure  were  far  less  than  in  non- 
immunized  controls.  Without  exception,  those 
with  strongly  positive  titers  were  completely 
protected.  He  emphasizes  the  importance  of 
using  alum-precipitated  vaccine  since  other 
types  do  not  stimulate  so  well  the  infant’s 
immature  immune  mechanism. 
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EXECUTIVE  SECRETARIES  HOLD 

MEETINGS  DURING  AMA  SESSIONS 

The  national  Conference  of  Medical  Society 
Executives  was  held  in  Chicago  on  Wednes- 
day, June  23,  during  the  Annual  Meeting  of 
the  American  Medical  Association.  Over  one- 
hundred  executives  secretaries  belong  to  the 
year  old  organization  which  meets  annually 
to  discuss  problems  of  an  administrative 
nature. 

Highlights  of  this  year’s  meeting  were  two 
round  table  discussions,  one  lead  by  Charles 
Crownheart  of  Wisconsin,  the  other  by  Wil- 
liam Burns  of  Michigan.  The  first  session 
took  up  the  problems  of  Administrative  Pro- 
cedures. Many  questions  from  the  floor  were 
answered  by  members  of  a panel  of  experts 
Discusants  were  E.  L.  Loveland,  American 
College  of  Physicians,  William  Bartleson, 
Jackson  County  Medical  Society,  Mary  Mc- 
Cord, Iowa  State  Medical  Society,  and 
Dwight  Anderson,  Medical  Society  of  the 
State  of  New  York. 

After  the  round  table,  a business  session 
was  held  during  which  Charles  Nelson  of 
Ohio  was  named  new  Chairman,  and  James 
Bryan,  New  Jersey,  Chairman  Elect. 

The  afternoon  session  consisted  of  talks  by 
Harvey  Sethman  of  Colorado  on  public  rela- 
tions, Kenneth  D.  Hance,  Northwestern  U., 
on  parliamentary  procedure,  Willard  Ped- 
rick,  Northwestern  U.  on  Taxation  of  medical 
associations,  and  Harry  J.  Owens,  Lakeside 
Press,  on  designing  and  producing  promo- 
tional literature. 

The  meeting  ended  with  the  second  round 
table  discussion  on  convention  management. 
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Adenomas  of  the  Colon  and  Rectum 

by 

Walter  A.  Fansler,  M.D. 

Clinical  Professor  of  Surgery,  University  of  Minnesota,  Minneapolis,  Minn. 


During  the  past  few  years  there  has  been 
definite  evidence  that  adenomatous  polyps  of 
the  rectum  and  colon  frequently  undergo 
malignant  degeneration.  The  exact  percent- 
age in  which  this  occurs  is  not  known  since 
polyps  are  usually  eradicated  upon  discovery, 
so  prolonged  observation  has  been  possible  in 
relatively  few  instances.  Some  observers  have 
placed  the  incidence  of  malignant  change  as 
high  as  twenty  percent.  We  do  know  that 
seven  percent  of  all  polyps  removed  and  sub- 
jected to  microscopic  examination  show 
malignant  change.  Their  incidence  is  in- 
dicated by  one  large  series  of  autopsies  which 
revealed  them  to  be  present  in  seven  percent 
of  all  cases.  At  the  cancer  detection  center 
recently  established  at  the  University  of 
Minnesota,  thirty-eight  polyps  were  found  in 
the  first  two  hundred  fifty-six  cases  ex- 
amined. This  is  fourteen  and  nine-tenths  per- 
cent, and  in  a group  of  supposedly  normal 
individuals.  In  addition  there  were  four 
carcinomas.  Polyps  occur  more  frequently  in 
males,  the  ratio  being  three  to  two.  The 
average  age  incidence  is  46,  which  is  approx- 
imately ten  years  younger  than  the  average 
age  for  bowel  carcinoma.  The  condition  is 
not  uncommon  in  children,  but  the  lesion  is 
almost  invariably  single  and  malignant 
change  is  unusual.  In  only  one  instance  have 
I seen  two  polyps  in  a child.  In  this  case,  one 
was  situated  in  the  sigmoid  and  the  other  at 
the  splenic  flexure. 

The  etiology  of  adenomatous  polyps  is  still 
unproven.  It  has  been  suggested  that  they 
may  begin  with  the  anaplasia  of  the  bowl 
mucosa  overlying  an  inflamed  lymph  follicle, 
though  this  has  been  denied  by  Helwig  and 
others.  There  is  no  question  but  that  they 
not  infrequently  occur  in  severe  and  pro- 
longed cases  of  ulcerative  colitis.  While  the 
etiological  factor  may  be  in  doubt,  their 
clinical  development  is  quite  clear.  The  polyp 
first  appears  as  a small  raised  area  in  the 
bowel  mucosa  one  or  two  millimeters  in 


diameter.  There  may  be  no  difference  in  the 
appearance  of  this  raised  area  of  mucosa  from 
that  surrounding  it  though  it  may  be  red- 
dened. Whatever  the  original  appearance, 
the  mucosa  eventually  appears  reddened  as 
the  polyp  develops  in  size  and  eventually  it 
assumes  the  dusky  red,  lobulated,  raspberry 
appearance  of  the  typical  adenomatous  polyp,  i 
These  changes  occur  at  different  stages  of 
development  but  most  pedunculated  polyps 
one-half  centimeter  in  diameter  have  this 
characteristic  appearance  though  sessile 
polyps  may  not  show  change  so  early.  Most 
polyps  are  flat  or  sessile  in  their  early  stage 
of  development  though  all  will  eventually  be- 
come pedunculated.  Pedunculation  is  the  < 
natural  consequence  of  the  enlarging  tumor 
mass  dragging  on  its  mucosal  attachment  and 
the  pull  attendant  upon  the  peristaltic  action 
of  the  bowel  and  the  passage  of  the  intestinal 
content.  At  the  time  of  discovery  and  re- 
moval, the  average  polyp  is  approximately 
one  centimeter  in  diameter  though  those  three 
and  four  centimeters  are  seen  and  rarely  a 
much  larger  one  is  reported.  We  believe  the 
characteristic  one  centimeter  size  is  due  to 
the  fact  that  unless  the  patient  is  unusually 
careless  or  unobservant  enough  bleeding  has 
accurred  at  this  stage  of  development  to 
cause  the  patient  to  seek  medical  advice. 

In  the  majority  of  instances  a single  polyp 
is  present,  but  a careful  search  should  be 
made  before  this  is  assumed  to  be  true.  An 
additional  polyp  or  polyps  may  be  situated 
adjacent  to  the  one  first  discovered,  or  they 
may  be  in  some  distant  part  of  the  bowel. 
Occasionally  a considerable  group  of  polyps 
will  be  found  in  one  location  — segmental 
polyposis.  In  some  instances  hundreds  may 
be  found  throughout  the  large  bowel.  These 
are  the  cases  of  so-called  familial  multiple 
polyposis.  This  condition  is  quite  different 
from  that  of  a single  polyp  and  will  not  be 
considered  other  than  its  relationship  to  the 
simpler  condition. 
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The  microscopic  appearance  of  a mature 
polyp  usually  shows  a central  stalk,  arising 
at  the  base  or  pedicle,  with  numerous  lateral 
branches  which  are  covered  with  atypical 
bowel  mucosa.  The  tumors  are  not  uniform, 
and  different  histological  and  cytological  pic- 
tures may  occur  even  in  the  same  tumor. 
There  is  no  known  way  of  determining,  either 
by  gross  appearance  or  microscopic  examina- 
tion, which  polyps  will  remain  benign  or 
which  may  later  undergo  malignant  change. 
Neither  is  early  malignant  change  discernable 
macroscopically.  Malignant  degeneration 
may  begin  in  any  part  of  the  tumor  — the 
periphery,  the  base,  or  the  center.  The  site  of 
change  may  be  important,  since  if  it  occurs 
near  the  base  of  the  tumor,  early  invasion  of 
the  bowel  wall  may  be  expected  and  local 
treatment  less  likely  of  success.  Size  is  not 
a definite  criterion  as  to  when  malignancy 
may  occur.  We  recently  removed  a polyp 
five  millimeters  in  diameter  which  showed  a 
microscopic  area  of  adenocarcinoma  in  an 
otherwise  benign  adenoma. 

Bleeding  is  the  outstanding  symptom  of  a 
polyp  or  polyps.  In  fact  in  most  instances  it 
is  the  only  symptom  noted  by  the  patient.  In 
the  case  of  very  large  polyps,  abdominal 
cramps  or  intussusception  may  occur  but  this 
is  extremely  rare.  There  is  no  way  to  dif- 
ferentiate between  polyp  or  cancer  by  the 
character  or  amount  of  blood  passed  per  rec- 
tum. Profuse  bleeding,  however,  is  rare  and 
can  only  occur  with  the  traumatization  of  a 
large  vascular  polyp  or  the  body  of  the  polyp 
being  torn  from  its  pedicle.  Usually  the  bleed- 
ing from  a polyp  is  rather  small  in  amount. 
It  consists  of  fresh  blood  and/or  dark  clots, 
but  more  characteristically,  small  dark  strings 
of  coagulated  blood.  Considerable  amounts  of 
black  tarry  digested  blood  are  not  usual.  With 
a formed  stool  the  blood  is  more  likely  to  be 
on  the  outside  of  the  stool  rather  than  mixed 
through  it. 

The  location  of  a small  polyp  in  the  colon 
by  X-ray  examination  is  often  difficult  and 
occasionally  impossible.  Since  a small  par- 
ticle of  stool  may  simulate  a polyp,  the  bowel 
must  be  thoroughly  cleared  before  examina- 
tion is  attempted.  This  is  usually  done  by 
the  ingestion  of  two  ounces  of  castor  oil.  If 
stool  is  noted  in  the  bowel,  examination 
should  be  discontinued  until  further  prepara- 


tion is  given.  The  examination  should  be  done 
by  a competent  roentgenologist,  well  trained 
and  preferably  especially  interested  in  this 
particular  field.  Even  then  repeated  ex- 
aminations may  be  necessary  before  a satis- 
factory conclusion  can  be  reached.  In  some 
instances,  a polyp  may  be  demonstrated  by 
fluoroscopy  which  subsequent  plates  will  not 
show,  and  vice  versa.  For  that  reason,  the 
roentgenologist  should  carefully  fluoroscope 
the  patient  before  plates  are  taken.  Plates 
should  be  made  with  the  colon  filled  with 
barium  and  subsequently  after  the  barium 
has  been  evacuated  and  the  colon  inflated 
with  air.  If  a polyp  is  thought  to  be  visual- 
ized, the  entire  procedure  should  be  repeated. 
If  on  second  examination  the  same  defect  is 
found  in  the  same  position,  it  can  be  assumed 
that  a fixed  lesion  in  the  bowel  wall  is 
present,  and  that  the  former  shadow  was  not 
due  to  some  artifact.  Should  the  second  ex- 
amination be  negative,  a third  examination 
should  be  made.  In  cases  where  the  first  ex- 
amination is  negative  but  blood  is  seen 
originating  from  above  the  proctoscope,  a 
second  examination  should  be  made  immed- 
iately. If  this  is  also  negative,  the  patient 
should  be  advised  to  have  the  examination 
repeated  at  intervals  of  three  months  for  at 
least  one  year.  On  several  occasions  these 
subsequent  examinations  have  shown  lesions 
which  presumably  were  too  insignificant  to 
show  on  first  examination  but  later  developed 
to  a point  where  the  X-ray  could  reveal  it. 
This  may  seem  like  a rather  exhausting  pro- 
gram, and  I can  assure  you  it  is  to  patient, 
roentgenologist,  and  physician  alike.  How- 
ever, it  is  disconcerting  to  open  an  abdomen 
and  be  unable  to  find  a suspected  polyp.  On 
the  other  hand,  it  is  also  a serious  matter  to 
miss  a lesion  which  may  be  malignant  or  at 
least  is  potentially  so.  For  this  reason  I have 
never  been  satisfied  to  have  a patient  pass 
from  my  observation  as  long  as  he  has  an 
unexplained  source  of  bleeding. 

Since  it  is  impossible  to  determine  the 
nature  of  a polypoid  lesion  by  X-ray  study, 
the  only  safe  course  is  to  remove  them  as 
soon  as  possible. 

Pedunculated  polyps  lying  below  the 
peritoneal  reflection  may  be  removed  either 
by  ligation  or  fulguration.  In  either  case  the 
tumor  should  be  preserved  for  microscopic 
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examination.  Flat  or  sessile  tumors  may  be 
destroyed  by  fulguration  after  sufficient 
tissue  has  been  removed  with  biopsy  forceps 
for  study.  These  tumors  should  be  thoroughly 
eradicated,  usually  with  the  underlying 
bowel  wall.  This  ensures  thorough  destruc- 
tion of  all  the  tumor,  and  charring  of  the 
bowel  wall  below  the  peritoneal  reflection  is 
not  hazardous.  For  tumors  located  above  the 
peritoneal  reflection  but  visible  through  the 
proctoscope,  the  choice  of  procedure  lies  be- 
tween fulguration  or  transabdominal  re- 
moval. The  danger  is  fulguration  is  that  of 
bowel  wall  perforation  which  will  result  in 
peritonitis,  or  in  attempting  to  avoid  this, 
inadequate  destruction  of  the  tumor.  If  the 
polyp  has  a well  developed  pedicle  it  can 
usually  be  removed  safely.  This  may  be 
done  by  fulgurating  the  polyp  from  the 
periphery  inward  gradually  destroying  the 
tumor  until  only  the  stump  of  the  pedicle  is 
left.  Some  operators  prefer  to  engage  the 
pedicle  in  an  electric  snare  and  divide  it  with 
the  electric  current.  Sessile  or  flat  polyps, 
unless  they  have  a most  superficial  attach- 
ment, are  best  removed  by  the  abdominal 
route.  Attempting  adequate  fulguration  of  a 
tumor  flush  with  the  bowel  wall  is  very  risky. 
The  bowel  wall  is  thin  at  best  and  often  trac- 
tion with  the  proctoscope  reduces  it  to  the 
thickness  of  paper.  The  slightest  misjudg- 
ment  as  to  the  strength  or  amount  of  ful- 
guration used  will  cause  perforation.  In  all 
cases  where  fulguration  is  to  be  used  it  is 
inadvisable  to  employ  either  spinal  or  general 
anesthesia.  Sedation  with  morphine  and 
barbiturates  is  sufficient.  And  if  the  insertion 
of  the  proctoscope  is  painful,  the  anal  region 
may  be  infiltrated  with  1%  Procaine.  If  the 
patient  is  awake  he  is  immediately  aware  of 
perforation  should  it  occur,  and  a laparotomy 
can  be  done  at  once.  Under  anesthesia  the 
condition  may  go  unnoticed  for  some  hours — 
often  a fatal  loss  of  time.  All  polyps  which 
lie  above  the  reach  of  the  proctoscope  must 
be  dealt  with  by  laparotomy.  The  patient 
may  be  loath  to  accept  an  abdominal  opera- 
tion for  a condition  which  is  painless  and 
seems  so  simple.  The  surgeon,  however, 
should  be  prepared  to  make  this  recommenda- 
tion unhesitatingly  and  without  equivocation 
so  the  patient  will  be  convinced  of  its  neces- 
sity. 


Proper  preparation  of  these  patients  sub- 
jected to  laparotomy  has  reduced  operative 
mortality  to  almost  zero.  One  is  never  cer- 
tain just  what  surgical  procedure  may  be 
necessary  and  it  is  a great  satisfaction  to  the 
surgeon  to  know  that  whatever  intestinal 
operation  is  necessary  he  can  feel  relatively 
safe  from  the  danger  of  peritonitis.  Our 
patients  are  usually  given  five  days  of  in- 
testinal preparation  which  may  be  started  at 
home  if  necessary.  The  patient  is  given  two 
ounces  of  castor  oil  and  then  an  initial  dose  of 
sulfasuxidine  based  on  .25  gram  per  kilogram 
of  body  weight.  This  amount  is  repeated 
every  24  hours  in  four  evenly  divided  doses. 
The  diet  used  is  high-protein  low-residue  in 
type.  This  is  continued  three  days  and  he 
then  enters  the  hospital  if  he  has  not  already 
done  so.  This  medication  is  continued  and  in 
addition  the  patient  is  given  2 grams  of 
streptomycin  orally  in  divided  doses  each  24 
hours  during  the  48  hours  preceding  surgery. 

One  of  two  procedures  is  indicated  in  single 
polyps  of  the  colon.  In  the  case  of  peduncu- 
lated lesions,  colotomy  with  ligation  of  the 
pedicle  and  removal  of  the  polyp  is  a satis- 
factory and  simple  procedure.  With  the  X- 
ray  plates  available  location  of  the  polyp  is 
usually  easy  except  in  fat  individuals.  Soft 
rubber-shod  clamps  are  placed  across  the 
bowel  two  or  three  inches  proximal  and  distal 
to  the  tumor.  The  bowel  is  then  incised  over 
the  polyp  either  longitudinally  in  a tenia  on 
the  antimesenteric  side  of  the  bowel  or 
transversely  as  desired.  The  polyp  is  drawn 
through  the  intestinal  incision,  the  base 
ligated,  and  the  polyp  removed.  At  this  point, 
if  there  is  any  question  of  other  adjacent 
polyps,  a proctoscope  may  be  inserted  through 
the  colotomy  incision  and  the  bowel  examined 
in  either  direction.  The  bowel  wall  is  closed 
with  a layer  of  00  chronic  catgut  and  then 
with  a second  layer  of  fine  interrupted  silk 
sutures.  In  the  case  of  a flat  senile  polyp  or 
bowel  wall  involvement  regmental-resection 
is  the  procedure  I chose.  Just  before  the  ab- 
dominal wound  is  completely  closed,  500,000 
units  of  penicillin  and  one  gram  of  strep- 
tomycin in  20  c.c.  of  distilled  water  is  injected 
into  the  abdominal  cavity  through  a soft 
rubber  catheter. 

Nasal  suction  is  used  routinely  following 
these  operative  procedures  and  is  maintained 
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until  patient  begins  passing  flatus  or  stool. 
Intravenous  fluids  usually  consist  of  1500  c.c. 
of  10%  glucose  in  distilled  water,  500  c.c.  of 
10%  glucose  in  normal  saline,  and  1000  c.c.  of 
5%  amigen  and  5%  glucose  solution.  Fluid 
requirements,  of  course,  vary  with  the  in- 
dividual patient,  and  must  of  necessity  be 
altered  to  meet  the  conditions  at  hand.  As 
soon  as  the  nasal  suction  tube  has  been  re- 
moved, the  patient  is  again  given  oral  sul- 
fasuxidine  in  average  doses  of  3.5  grams  four 
times  daily.  This  is  continued  four  or  five 
days.  During  the  early  post-operative  phase, 
the  patient  is  given  adequate  doses  of  paren- 
teral vitamins.  These  include  adequate  13- 
complex  and  ascorbic  acid  in  doses  of  from 
800  to  1000  mg.  daily.  After  the  patient  has 
begun  to  take  food,  these  vitamins  are  con- 
tinued orally.  Adequate  doses  of  Vitamin  C 
have  been  shown  to  be  very  essential  for 
proper  wound  healing.  For  the  first  three  or 
four  post-operative  days,  penicillin  is  given 
intramuscularly  in  doses  of  300,000  units 
twice  daily  in  an  oil  medium.  Early  ambu- 
lation is  practiced  routinely  following  a 
colotomy  or  segmental  resection  of  the  colon. 
Patients  are  urged  to  get  out  of  bed  on  the 
day  following  surgery,  and  thereafter  are 
allowed  to  be  up  and  about  as  much  as 
possible.  After  the  nasal  suction  tube  has 
been  removed,  the  patients  are  given  clear 
liquids  orally  for  24  hours,  after  which  they 
receive  a soft  diet  followed  by  a high-protein 
low-residue  diet  after  two  days  have  elapsed. 
Usually  at  the  end  of  six  or  seven  days  these 
patients  are  ready  to  leave  the  hospital,  and 
we  frequently  have  them  come  in  to  our  office 
for  removal  of  the  skin  sutures  on  the  tenth 
day. 

Where  more  than  one  polyp  is  present  in 
different  parts  of  the  colon,  there  is  some 
difference  of  opinion  as  to  what  should  be 
done.  This  hinges  on  the  question  of  whether 
the  presence  of  more  than  one  polyp  is  an 
indication  that  other  polyps  are  likely  to 
develop  later.  In  other  words,  just  how  many 
polyps  must  be  present  before  the  condition 
may  clinically  be  termed  multiple  polyposis, 
or  at  least  indicate  a likelihood  of  further 
polyp  formation.  This  at  present  is  a matter 
of  opinion.  If  two  polyps  are  present  in 
widely  different  parts  of  the  colon,  some 
surgeons  advise  colectomy  with  anastomosis 


of  the  ileum  to  the  lower  sigmoid  or  rectum. 
We  do  not  feel  that  the  mere  presence  of  a 
second  polyp  should  arbitrarily  indicate  such 
a procedure.  These  cases  should  be  dealt  with 
by  colotomy.  If,  however,  in  addition  to  the 
presence  of  two  widely  separate  polyps,  there 
is  a family  history  of  polyposis  or  carcinoma 
of  the  bowel,  we  feel  the  safest  plan  is  to  do  a 
colectomy.  If  there  are  three  widely  separate 
polyps,  colectomy  is  advisable  regardless  of 
family  history.  In  all  cases  of  colotomy  or 
colectomy  for  one  or  more  polyps,  the  patient 
should  be  informed  of  the  possibility  of  other 
polyps  forming.  He  should  be  advised  to 
watch  for  any  signs  of  bleeding,  and  with  or 
without  bleeding  it  is  better  if  he  has  an 
examination  at  six  or  twelve  month  intervals. 
In  conclusion: 

(1) .  Polyp  formation  of  the  large  bowel  is 
much  more  common  than  has  been  generally 
supposed.  One  large  autopsy  report  revealed 
polyps  present  in  seven  percent.  Two 
hundred  fifty-six  patients  examined  recently 
at  the  Cancer  Detection  center  at  theUniver- 
sity  of  Minnesota  revealed  the  presence  of 
colon  and  rectal  polyps  in  fourteen  and  nine- 
tenths  percent. 

(2) .  The  number  of  polyps  undergoing  mal- 
ignant degeneration  is  quite  high  as  is  in- 
dicated by  the  fact  that  seven  percent  of  those 
removed  showed  malignant  change. 

(3) .  It  is  impossible  by  visualization  of  the 
polyp  or  X-ray  examination  to  tell  which  are 
likely  to  undergo  malignant  change  or  those 
which  will  remain  benign. 

(4) .  All  polyps  should  be  eradicated  as  soon 
as  discovered. 

(5) .  In  polyps  beyond  the  reach  of  the  proc- 
toscope, the  patient  should  unhesitatingly  be 
advised  to  submit  to  a laparatomy. 

(6) .  Patients  having  had  one  or  more  polyps 
removed  should  be  examined  periodically 
for  recurrence  or  the  formation  of  more 
polyps. 

(7) .  The  presence  of  two  or  more  polyps  may 
indicate  congenital  tendency  to  polyp  forma- 
tion. The  presence  of  three  widely  separated 
polyps  is  sufficient  grounds  for  considering 
colectomy  as  the  best  form  of  treatment. 
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RADIOACTIVE  COBALT 

I.  DISCOVERY  OF  RADIOACTIVE  CO- 
BALT 

On  April  21,  1948,  David  E.  Lilienthal, 
Chairman  of  the  U.  S.  Atomic  Energy 
Commission,  announced  the  discovery 
and  production  of  inexpensive  radioactive 
cobalt  which  might  eventually  become  a 
substitute  for  radium  in  the  treatment  of 
cancer.  This  announcement  will  prompt 
numerous  queries  from  the  lay  and  pro- 
fessional public  as  to  the  availability  of 
radioactive  cobalt,  the  therapeutic  ef- 
ficiency, the  cost,  etc.  For  this  reason  it 
seems  advisable  to  place  emphasis  on 
certain  important  points  of  information 
based  on  the  Lilienthal  Report  and  urge 
a conservative  attitude  in  replying  to 
these  questions. 

II.  AVAILABILITY 

A.  Radioactive  cobalt  is  being  prepared 
in  the  atomic  pile  at  Oak  Ridge, 
Tennessee,  and  at  the  present  time,  is 
available  to  four  research  institutions, 
namely,  Ohio  State  University  Hos- 
pital, Columbus;  University  of  Cali- 
fornia Hospital;  San  Francisco;  Wash- 
ington University  Hospital,  St.  Louis; 
and  Memorial  Hospital,  Ney  York. 

B.  The  current  price  is  $33.00  per  gram, 
but  is  subject  to  considerable  change. 
The  half  life  of  radioactive  cobalt  is 


said  to  be  5.3  years  and  the  penetra- 
ting power  is  believed  to  be  greater 
than  that  of  radium.  It  is  noi  presently 
available  for  clinical  use,  except  as 
above  noted. 

C.  It  is  expected  that  a considerable 
amount  of  experimental  investigation 
must  be  undertaken  before  radioactive 
cobalt  will  be  distributed  on  a wide 
scale  for  general  use.  Past  experience 
with  other  new  therapeutic  aids  would 
indicate  a period  of  from  one  to  three 
years  before  such  clinical  investiga- 
tion is  complete  and  the  material  suit- 
able for  distribution. 

III.  USAGE  IN  COMPARISON  WITH  RA- 
DIUM 

The  fundamental  principles  motivating 
the  usage  of  radium  or  radioactive  cobalt 
in  the  treatment  of  cancer  would  appear 
to  be  similar.  Where  radium  is  ineffec- 
tive, it  should  not  be  expected,  at  the 
present  time,  that  radioactive  cobalt  will 
provide  more  adequate  therapy. 


NEWS  NOTES 

About  thirty  new  physicians  are  taking  the 
State  examinations  this  month  in  Pierre.  A 
full  list  with  their  locations  will  appear  in 

the  August  issue  of  the  Journal. 

^ ^ $ 

Dr.  Floyd  Sebring  has  opened  an  office  at 
Martin  where  there  is  also  a new  hospital. 
One  of  the  Catholic  Orders  has  taken  over 
the  hospital,  the  doors  opening  around  the 
end  of  June.  * * * * 

Dr.  Dagfin  Lie,  just  out  of  military  service, 
has  joined  the  staff  of  the  Peabody  Clinic  in 
Webster.  * * * * 

A number  of  South  Dakota  doctors  at- 
tended the  Annual  Meeting  of  the  American 
Medical  Association  in  Chicago  last  month. 
Among  those  were  Drs.  Brown  and  Mayer, 
Association  Officers,  and  Billion  Sr.  and  Jr. 
and  Shreves,  Sioux  Falls;  Skogmo,  Mitchell; 
and  Steele,  Deadwood.  There  were  others. 

Dr.  James  Carroll  has  opened  an  office  at 
Tyndall.  * * * * 

Dr.  Robert  Quinn,  formerly  of  Sioux  Falls 
and  Yankton,  is  taking  his  residency  in  Ob- 
stetrics at  the  Lutheran  Deaconess  Hospital 
in  Chicago. 
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Public  Health  and  the  Practicing  Physician* 

Walter  L.  Bierring,  M.D. 

State  Commissioner  of  Health 
Des  Moines,  Iowa 


Before  coming  to  my  part  on  the  program, 
I want  to  express  my  sincere  appreciation  for 
the  invitation  to  speak  before  the  South 
Dakota  Medical  Association.  In  a state  where 
I have  so  many  choice  friends  my  visits  have 
been  all  too  few.  I feel  that  this  invitation  is 
a great  honor,  and  the  acceptance  a real 
pleasure  to  me. 

In  prefacing  my  subject,  the  following  is 
applicable: 

The  prolongation  and  amelioration  of  life 
must  ever  be  the  great  purpose  of  the  clinician 
and  practicing  physician,  while  the  responsi- 
bility of  the  health  physician  is  largely  con- 
cerned with  community  protection  against 
environmental  hazards,  the  control  of  pre- 
ventable diseases,  and  the  maintenance  of 
healthful  standards  of  living.  The  importance 
of  a closer  relationship  between  these  two 
fields  of  practice  is  becoming  generally 
recognized. 

Public  health  and  preventive  medicine  are 
the  newest  branches  in  medicine,  and  in  spite 
of  much  misunderstanding  are  rapidly  reach- 
ing the  front  line  of  social  progress.  In  fact, 
public  health,  formerly  termed  State  med- 
icine, has  made  its  first  great  inroads  upon 
the  domain  of  medical  practice. 

Preventive  medicine  and  curative  medicine 
can  not  be  separated  on  any  sound  principle, 
and  in  any  scheme  of  medical  service  must 
be  brought  together  in  close  co-ordination. 
An  eminent  American  surgeon  a generation 
ago  used  these  words  — “prevention  runs  as  a 
thread  of  gold  through  the  entire  fabric  of 
medicine.” 

The  medical  profession  has  often  misunder- 
stood the  purposes  and  objectives  of  public 
health,  largely  because  fundamentally  its 
basis  seems  different  from  that  of  medical 
practice.  The  latter  has  focused  its  eyes  upon 
disease  as  it  occurs  in  the  individual  patient, 
while  the  public  health  physician  is  more  con- 
cerned with  the  health  of  communities  and 
the  broader  aspects  of  disease,  the  morbidity 


and  mortality  rates,  environmental  protective 
measures,  and  the  economic  loss  incident  to 
disease.  The  latter  field  requires  the  co- 
operation of  the  sanitary  engineer,  the  public 
health  nurse,  the  statistician,  the  epidemiolo- 
gist, and  above  all  the  spirt  of  the  missionary. 

The  modern  public  health  movement  was 
founded  upon  the  discoveries  of  the  last  six 
decades  in  the  field  of  bacteriology.  With  the 
discovery  of  the  etiological  agents  of  many 
of  the  infectious  diseases  and  their  mode  of 
spread,  it  became  possible  to  institute  pre- 
ventive measures,  such  as  water  purification, 
sanitation,  and  food  protection.  It  ushered  in 
a new  era  in  preventive  medicine  as  well  as 
in  curative  medicine. 

As  far  back  as  1873,  Pasteur,  the  father  of 
the  new  science,  made  the  prophetic  reflec- 
tion: “May  we  not  by  analogy  be  justified  in 
the  belief  that  one  day,  simple  and  easily 
applied  measures  of  prevention  will  arrest 
these  scourges  which  at  one  blow  desolate 
whole  populations;  as  the  terrible  disease 
yellow  fever,  which  has  recently  invaded  the 
Valley  of  the  Mississippi,  or  that  other, 
bubonic  plague,  now  raging  on  the  banks  of 
the  Volga.” 

Some  twenty  years  later,  when  Pasteur 
was  still  living,  one  of  his  prophesies  came 
true.  While  a worker  at  the  Pasteur  Institute 
in  Paris,  there  came  one  day  in  the  early  sum- 
mer of  1894,  the  pathological  material  and 
pure  cultures  of  the  bubonic  pest  bacillus 
from  Yersin  in  China.  The  mode  of  infection 
was  made  clear,  and  means  provided  for  its 
prophylactic  control.  Six  years  later  the 
Walter  Reed  Commission  in  Cuba  demonstra- 
ted the  transmission  of  yellow  fever  by  means 
of  the  stegomyia  mosguito,  marking  the  way 
for  preventive  measures  to  control  this 
disease,  making  the  construction  of  the 
Panama  Canal  possible  and  the  tropics 
habitable  for  the  white  man. 

* Presented  at  the  67th  annual  meeting  of  South 

Dakota  Medical  Association,  Sioux  Falls,  June  1, 

1948. 
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The  effective  control  of  malaria,  typhus, 
and  other  tropical  diseases  during  World  War 
II  will  form  an  epic  story  in  preventive  med- 
icine throughout  the  years  to  come. 

With  each  new  discovery  in  this  virgin  field 
of  scientific  endeavor,  the  interdependence 
of  the  public  health  worker  and  the  practicing 
physician  has  become  more  marked.  This  was 
specially  evident  with  the  advent  of  the 
public  health  laboratory,  particularly  in  the 
facilities  offered  for  diagnostic  cultures  in 
diphtheria,  typhoid,  pneumonia  and  bru- 
cellosis, animal  inoculation  in  tuberculosis, 
early  recognition  of  the  different  species  of 
malaria  parasites,  specific  agglutination  tests 
in  typhoid,  undulant  fever,  Rocky  Mountain 
spotted  fever,  the  recognition  of  rabies,  the 
significance  of  the  Rh  factor,  serological  tests 
for  syphilis,  and  the  preparation  of  vaccines, 
antitoxins,  specific  therapeutic  sera,  con- 
valescent serum  for  measles,  whooping  cough 
and  scarlet  fever,  and  more  recently  blood 
plasma  and  other  blood  derivatives. 

The  practicing  physician  would  feel  help- 
less without  these  diagnostic  facilities,  and  the 
further  aid  in  the  control  and  treatment  of 
many  infectious  diseases.  Again,  without  the 
active  co-operation  of  the  practicing  phys- 
ician, the  epidemiologist  would  be  likewise 
hindered  in  accomplishing  the  best  results. 

With  the  organization  of  full-time  local 
health  services  under  the  direction  of  ade- 
quately trained  public  health  personnel,  the 
gospel  of  modern  public  health  service  has 
been  further  extended  on  a community  basis. 
The  practicing  physician  is  beginning  to 
recognize  the  purpose  of  full-time  services  to 
improve  community  health  and  is  lending  his 
support  in  every  way. 

The  introduction  of  penicillin,  a product  of 
the  bacteriological  laboratory,  has  revolu- 
tionized the  treatment  of  syphilis,  gonorrhea, 
and  many  of  the  pyogenic  infectious.  Another 
antibiotic,  streptomycin  offers  considerable 
promise  in  the  treatment  of  tuberculosis, 
brucellosis  and  several  other  infectious 
diseases. 

We  are  aware  that  many  scientific  achieve- 
ments in  the  last  few  years  have  not  yet  had 
their  full  impact  on  medical  practice,  but  with 
the  increasing  use  of  antibiotics  in  infections, 
it  is  possible  to  foretell  that  in  the  next  ten 
years  many  infectious  conditions  now  requir- 


ing surgical  treatment  will  be  successfully 
controlled  by  non-surgical  means.  It  is  fur- 
ther probable  that  surgical  treatment  of  thy- 
roid may  also  be  less  frequent. 

With  the  conquest  of  the  communicable 
diseases  of  the  early  years  of  life,  and  more 
recently  of  bacterial  infections  at  all  ages,  the 
problems  of  our  progressively  aging  popula- 
tion, the  so-called  degenerative  processes  — 
cancer  in  all  its  forms  and  the  deficiency 
diseases  — are  assuming  increasing  im-  i 
portance  in  the  field  of  general  practice,  and 
generally  accepted  as  definite  health  prob- 
lems. As  the  life  span  has  been  lengthened 
some  thirty-five  years,  we  are  gradually  be- 
coming a population  of  elderly  people. 

These  newer  problems  of  public  health  are 
definitely  changing  the  pattern  of  medical 
practice  and  at  the  same  time  distinctly 
modifying  the  functions  of  the  public  health 
administrator,  as  well  as  the  character  of  ap- 
proach to  bring  these  diseases  under  control. 

The  conquest  of  infectious  diseases  was 
most  successfully  accomplished  through  mass 
attack,  which,  however,  can  not  prevail  in 
applying  the  principles  of  preventive  med- 
icine in  this  new  field  of  public  health  activ- 
ity. 

The  early  recognition,  possible  arrest  or 
cure  of  the  degenerative  and  deficiency 
diseases  comes  properly  within  the  field  of 
the  practicing  physician.  He  holds  the  key 
position  in  this  new  frontier  of  medical  in- 
vestigation, and  is  better  able  to  recognize 
early  signs  through  intensive  study  of  thfe  in- 
dividual patients,  particularly  as  regards 
reactions  to  life  and  environment  and  various 
social  influences. 

The  practicing  physician,  however  lofty  his 
ideals,  has  not  realized  the  changes  in  his 
environment  which  medical  science  and  social 
re-orientation  has  brought  about  in  this  in- 
dustrial age.  It  is  further  evident  that  the 
practicing  physician  is  losing  prestige  and 
authority  in  that  broader  field  — the  social 
aspects  of  disease.  He  is  being  taken  from 
the  home  of  the  sick  to  the  hospital  ward  and 
his  professional  office,  where  he  is  losing 
touch  with  the  hereditary,  family,  home  per- 
sonal and  economic  environments  of  his 
patients,  and  where  he  was  formerly  better 
qualified  to  judge  of  their  importance  in 
disease  than  he  is  today.  As  a result,  social 
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agencies  are  taking  over  where  he  left  off  — 
the  social  worker,  the  nurse,  and  the  various 
public  health  services,  who  must  now  be 
specially  concerned  with  the  environmental 
factors  and  the  social  implications  of  health. 

Within  the  coming  decade  medical  practice 
will  center  more  and  more  around  the  modern 
hospital.  The  extensive  hospital  construction 
program  now  coming  under  way  in  the  United 
States,  with  its  proposed  integrated  system 
and  close  functional  affiliation  between 
health  centers,  diagnostic  clinics,  community 
and  regional  hospitals,  will  distinctly  in- 
fluence the  pattern  of  medical  practice  as 
well  as  the  distribution  of  qualified  phys- 
icians. The  modern  hospital  will  likewise  be- 
come the  centre  of  extending  health  educa- 
tion, and  preventive  medicine  will  be  one  of 
its  important  services. 

An  important  factor  to  be  considered  is  the 
increasing  trend  of  medical  graduates  to  limit 
their  practice  to  a specialty.  When  the  late 
Lord  Horder  of  England  was  visiting  this 
country  in  1896,  he  expressed  deep  concern 
that  the  spread  of  specialism  would  submerge 
the  general  practitioner. 

An  extensive  study  of  Weiskotten  in  1932, 
indicated  that  34  to  40  per  cent  of  the  med- 
ical graduates  of  1915,  1920  and  1925,  were 
limiting  their  practice  to  a specialty,  the  more 
recent  graduates  showing  the  higher  percent- 
age. As  a result  of  this  study,  Weiskotten 
made  a startling  statement  that  70  per  cent  of 
the  medical  graduates  each  year  will  event- 
ually limit  their  practice  to  a specialty. 

According  to  the  last  directory  of  special- 
ists, there  are  at  present  approximately  26,- 
000  physicians  certified  in  one  or  other  of  the 
fifteen  medical  and  surgical  specialties.  To 
this  may  be  added  nearly  an  equal  number  of 
physicians  who  are  part-time  specialists, 
giving  attention  to  some  form  of  specialized 
practice,  in  connection  with  general  practice. 

In  each  of  the  specialty  boards  there  is  now 
a tendency  to  increase  the  requirements  for 
certification,  and  limit  the  diplomate  more 
and  more  strictly  to  the  specialized  type  of 
practice  concerned.  This  procedure,  com- 
mendable as  it  is,  is  removing  each  year  an 
increasing  number  of  highly  qualified  phys- 
icians from  the  field  of  general  practice.  As 
the  qualified  physician  is  withdrawn  from 
general  practice,  there  is  great  danger  that 


this  service  will  be  taken  over  by  less  com- 
petent and  less  adequately  prepared  prac- 
titioners. 

This  limitation  of  medical  practice  within 
restricted  fields  has  exaggerated  the  need  for 
the  adequately  trained  and  experienced 
general  physician.  This  is  one  of  the  most  im- 
portant problems  facing  the  medical  pro- 
fession and  all  those  agencies  concerned  with 
public  health.  There  is  definitely  a need  for 
a re-education  of  the  public  regarding  the  im- 
portant role  of  the  general  physician  in  meet- 
ing the  demands  of  modern  society  for  the 
highest  type  of  general  medical  service. 

It  is  timely  to  recognize  the  importance  of 
treating  the  patient  as  a whole,  and  we  may 
with  propriety  recall  the  words  of  Dr.  G. 
Canby  Robinson,  spoken  nearly  a decade  ago: 
“There  is  need  of  placing  greater  emphasis  on 
the  study  and  treatment  of  the  patient  as  a 
whole  in  these  days  of  advancing  specializa- 
tion. The  task  of  resurrecting  the  family 
physicians  in  a modern  form  should  be  a 
recognized  obligation  of  medical  education. 
The  study  of  the  patient  as  a total  individual 
in  relation  to  his  surroundings  at  home  and  at 
work  is  essential  for  the  education  of  the 
general  physician.” 

A significant  trend  in  medical  education  is 
indicated  by  a statement  in  the  1948-49  an- 
nouncement of  the  School  of  Medicine,  Uni- 
versity of  Colorado.  “Specialism  is  largely 
oriented  to  the  seriously  ill  patient  or  to  the 
patient  with  a complicated  diagnostic  prob- 
lem. There  should  always  be  a place  in 
medicine  for  the  physician  who  is  primarily 
concerned  with  the  maintenance  of  health 
and  the  prevention  of  disease  and  disability. 
Such  a physician  should  be  active  as  health 
counsellor  from  birth  to  death;  his  interests 
in  the  field  of  personal  preventive  and  of 
psychomatic  medicine  should  be  most  keen; 
his  knowledge  of  diagnosis  and  of  situations 
that  require  specialist  consultation  care  or 
referral  should  be  well  developed;  he  should 
be  interested  in  the  continuing  medical  care 
of  his  patient  so  that  sequelae,  relapses, 
chronicity  and  disability  are  reduced  to  a 
minimum;  and  finally  his  constant  concern 
should  be  rehabilitation  to  the  highest  pos- 
sible level  of  activity.  If  this  is  the  picture 
of  the  general  practitioner  of  tommorrow,  and 
we  believe  it  is,  it  means  that  this  physician 
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will  require  training  that  is  just  as  skilled,  as 
prolonged,  and  as  expensive  as  is  that  of  the 
medical  or  the  surgical  specialist.  Further- 
more, it  should  be  the  obligation  of  a medical 
school  to  explore  methods  and  means  where- 
by such  training  would  become  available  to 
any  student.” 

It  is  significant  that  medical  schools  are 
recognizing  the  responsibility  of  more  ade- 
quately training  with  “basic  doctor,”  or  the 
general  physician,  as  well  as  including  in  the 
undergraduate  curriculum  courses  on  medi- 
cal sociology,  public  health  and  industrial 
hygiene. 

The  public  health  physician  will  always  be 
more  closely  associated  with  the  general  prac- 
titioner than  the  medical  or  surgical  special- 
ist. 

It  is  likewise  encouraging  to  note  that  with- 
in the  past  two  years,  scientific  sections  on 
general  practice  have  been  formed  by  the 
American  Medical  Association  and  several 
of  the  State  medical  societies;  residencies  in 
general  practice  have  been  approved  by  the 
Council  on  Medical  Education  and  Hospitals, 
American  Medical  Association;  services  on 
general  practice  established  in  hospitals,  and 
the  organization  of  the  American  Academy 
of  General  Practice,  at  Atlantic  City,  N.  J., 
in  June  1947.  Likewise  for  the  public  health 
physician  special  opportunities  for  advanced 
training  are  now  available  at  nine  approved 
University  Public  Health  Schools  in  the 
United  States  and  two  in  Canada. 

In  the  field  of  industrial  hygiene,  in  pre- 
venting the  hazards  of  industry,  as  well  as 
the  control  of  occupational  diseases,  the 
practicing  physician  has  the  further  oppor- 
tunity of  applying  the  principles  of  pre- 
ventive medicine. 

Nutrition  is  definitely  becoming  a public 
health  problem.  It  is  well  established  that 
poor  nutrition  is  associated  with  high  death 
rates  and  low  expectation  of  life,  high  mor- 
tality in  infancy  and  early  childhood,  and 
during  the  child  bearing  period,  with  in- 
creased susceptibility  to  many  diseases  as 
tuberculosis  and  particularly  as  to  impaired 
working  capacity.  Here  again  in  the  new 


field  of  public  health  activity,  the  practicing 
physician  will  have  an  important  role. 


N.  J.  NESSA,  M.D. 

Dr.  N.  J.  Nessa,  68,  one  of  the  founders  of 
the  Sioux  Falls  Clinic  in  1919,  died  at  a 
Rochester,  Minnesota  hospital  July  1st.  He 
had  gone  to  the  Mayo  clinic  earlier  in  the 
week  for  a periodic  checkup  and  treatment. 

Dr.  Nessa  was  one  of  the  pioneer  radio- 
logist in  the  middle  west,  and  was  the  first 
radiologist  in  South  Dakota.  He  was  a spec- 
ialist in  the  use  of  X-ray  and  radium  in 
diagnosis  and  treatment  of  disease.  Dr. 
Nessa  had  been  in  failing  health  for  several 
years,  and  had  continued  his  practice  until 
forced  to  restrict  his  activities. 

Dr.  Nessa  was  graduated  from  the  Uni- 
versity of  Minnesota  in  1905.  He  practiced  in 
Brewster,  Minnesota,  for  four  years  before 
coming  to  South  Dakota.  He  was  licensed  in 
this  state  in  1909.  In  addition  to  being  one  of 
the  founders  of  the  clinic,  he  was  on  the  staff 
of  both  Sioux  Falls  hospitals  and  was  a mem- 
ber of  all  state  and  local  medical  associations. 
He  was  also  certified  by  the  American  Board 
of  Radiology,  and  was  councilor  for  South 
Dakota  for  the  American  College  of  Radio- 
logy. He  was  president  of  the  South  Dakota 
Medical  association  in  1943. 

Dr.  Nessa  was  a veteran  of  World  War  I, 
having  served  as  a radiologist.  In  addition 
to  local  medical  associations,  he  was  a mem- 
ber of  the  American  Roentgen  Ray  society, 
Radiology  Society  of  North  America,  the 
American  Board  of  Radiology,  the  American 
College  of  Radiology,  the  American  Medical 
Association,  and  the  Minnesota  Radiological 
society. 

Funeral  services  were  held  at  the  First 
Congregational  church  in  Sioux  Falls  July 
6th  with  the  Rev.  Charles  Gerlinger  officiat- 
ing. Burial  was  at  Woodlawn  cemetery  in 
Sioux  Falls. 

Dr.  Nessa  is  survived  by  his  widow,  one 
daughter,  Virginia,  in  Pennsylvania,  and  two 
sons,  Neal,  a pilot  for  the  Pan  American  Air- 
ways, and  Donald,  Chicago. 
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Psychosomatic  Aspects  of  the 
Gastro-Intestinal  Tract 

By  Donald  Hastings,  M.D.,  U.  of  Minnesota 


When  Doctor  Brown  wrote  to  me  suggest- 
ing a topic  in  the  field  of  psychosomatic  dis- 
turbance which  would  be  of  interest  to  the 
general  physician,  it  seemed  appropriate  to 
spend  the  time  in  reviewing  with  you  some 
of  the  psychological  features  of  the  gut.  It 
was  really  within  this  organ  system  that 
physicians  first  became  clearly  aware  that 
emotional  clouds  and  storms  within  the  per- 
son produced  physical  (or  perhaps  better, 
physiological)  symptons  which  made  a patient 
out  of  this  person  and  brought  him  to  the 
doctor.  It  was  in  the  gastro-intestinal  clinics 
in  Departments  of  Medicine  that  the  follow- 
ing situation  became  so  apparent  that  it 
served  as  an  incentive  to  investigate  the  emo- 
tional welfare  of  the  patient.  The  common 
situation  was  about  as  follows:  given  a pa- 
tient with  gastro-intestinal  complaints,  for 
example,  complaints  of  colitis  wherein  after 
complete  and  thorough  physical  examination 
and  laboratory  examination  nothing  was 
found  to  explain  the  complaints.  In  addition 
the  observation  was  frequently  made  that  the 
patient  was  “tense”  or  “nervous”  or  “high 
strung.”  It  was  quite  natural  that  after  con- 
siderable experience  with  this  type  of  situa- 
tion, doctors  began  to  wonder  if  there  were 
not  more  than  a coincidental  relationship  be- 
tween the  colitis,  to  pick  one  syndrome,  and 
the  “nervousness”  or  the  “tension.”  As  long 
ago  as  1879  Leube  described  a disease  entity 
known  as  “nervous  dyspepsia.”  In  1884 
Stiller  (quoted  by  Dunbar1)  wrote  “that 
people  develop  gastric  disturbances  after 
financial  losses  and  suffer  from  them  until 
their  financial  conditions  turn  to  the  better, 
is  an  everyday  experience.”  The  literature 
starting  75-80  years  ago  abounds  with  such 
references  to  emotional  conditions  as  being 
a frequent  source  of  gastro-intestinal  troubles. 

Today,  while  our  ignorance  is  still  quite 
wide  on  these  subjects,  we  do  have  a little 
better  idea  of  the  mechanics  by  which  these 
symptons  come  about  and  it  is  mainly  in  this 


general  area  that  I would  like  to  talk  with 
you. 

First  of  all,  the  word  “psychosomatic”  is 
used  in  two  general  ways  today  in  the  litera- 
ture. The  first  and  most  common  usage  of 
the  word  denotes  the  physiological  results  of 
emotion,  for  example,  in  the  face  of  anxiety, 
the  increased  heart  rate,  the  hypoperistalsis 
of  the  stomach,  the  sweating  of  extremities, 
etc.  These  are  common,  fairly  well  under- 
stood and  demonstrable  effects  of  anxiety. 
The  patient  may  complain  of  these  physio- 
logical results,  for  example,  in  the  face  of 
hypoperistalsis  in  the  stomach  he  may  com- 
plain that  his  food  does  not  digest  and  that 
he  vomits  up  food  he  ate  the  day  before. 
This  physiological  result  may  often  be  seen 
under  the  fluorscope  by  giving  this  patient 
a barium  meal  and  by  actually  observing  the 
weak  or  almost  absent  peristaltic  movements. 
The  second  usage  of  the  word  “psychoso- 
matic” while  related  to  the  first,  is  more 
theoretical,  but  implies  that  long  continued 
physiological  assaults  of  this  kind  may  event- 
ually terminate  in  organic  disease.  For  ex- 
ample, in  relation  to  the  theme  we  are  dis- 
cussing, this  usage  of  the  word  psychosomatic 
would  ask  the  question,  “Is  it  posible  that 
long  contiued  phyiological  diturbance  of  the 
stomach  and  duodenum  due  to  emotion  might 
eventually  result  in  the  disease  entity  we 
know  as  peptic  ulcer?”  You  will  recognize 
that  such  usage  of  the  word  puts  us  on  more 
theoretical,  albeit  most  interesting,  ground. 
In  the  light  of  present  knowledge,  most  of  it 
in  the  realm  of  clinical  observation,  we  can 
only  guess  and  admit  that  it  is  an  interest- 
ing hypothesis  which  remains  to  be  more 
accurately  determined. 

At  this  point  I would  like  to  digress  for  a 
moment  and  review  with  you  some  of  the 
general  concepts  we  have  about  psychoso- 
matic symptons.  One  usually  regards  these 

* Presented  at  the  67th  Annual  Meeting  of  the 

South  Dakota  Medical  Association,  June,  1948. 
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symptons,  regardless  of  the  organ  system  they 
strike  predominantly,  as  being  due  to  tension 
or  anxiety,  that  is,  that  all  these  symptons 
have  at  their  foundation  the  emotion  of  anx- 
iety (or  tension).  If  this  be  true,  and  I be- 
lieve it  is,  then  we  must  ask  what  produces 
the  tension  or  anxiety.  Here  again  there  is 
fairly  common  agreement,  namely,  that  con- 
flicts of  one  sort  or  another  in  the  patient’s 
emotional  life  lead  to  anxiety  which  in  turn 
produces  these  physiological  results,  or  from 
the  patient’s  point  of  view,  the  symptons 
which  bring  him  to  the  doctor.  This  simple 
formula  of  conflicts  anxiety  symptons  is  a 
helpful  one  to  keep  in  mind  as  one  meets 
these  psychosomatic  problems  of  whatever 
type,  and  attempts  to  gain  some  understand- 
ing of  these  patients  and  their  difficulties. 
Perhaps  at  this  point  it  might  be  useful  to 
briefly  abstract  an  actual  case  to  illustrate 
some  of  these  points.  Recently  I treated  a 
girl  of  22  who  had  frequent  nausea  and 
vomiting  which  had  not  responded  to  medical 
management.  The  history  went  back  to  age 
12  and  had  persisted  with  increasing  fre- 
quency through  the  years.  She  had  had  a 
number  of  excellent  medical  work-ups  in- 
cluding eight  gastro-intestinal  X-ray  series 
in  the  ten-year  period  but  nothing  positive 
was  ever  found  and  she  was  diagnosed 
“nervous  stomach.”  In  taking  a detailed  his- 
tory it  was  found  that  the  first  episode  had 
ocurred  in  church  one  Sunday  and  that  for 
the  first  year  or  so,  the  attacks  were  limited 
to  church.  Gradually  they  spread  to  involve 
almost  any  activity  that  this  youngster  un- 
dertook and  by  the  time  we  saw  her  first,  it 
appeared  that  she  would  have  these  attacks 
almost  anywhere  and  anytime  without  par- 
ticular reference  to  any  special  set  of  events. 
The  history  showed  that  after  the  church, 
vomiting  had  occurred  in  relation  to  crowds, 
then  in  relation  to  school,  then  in  relation  to 
going  on  dates,  etc.  One  historical  fact  that 
seemed  consistent  was  that  an  attack  of 
vomiting  could  always  be  terminated  by  the 
ministrations  of  her  mother.  With  this  his- 
torical data  on  hand  (and  it  only  took  two 
interviews  of  about  50  minutes  each  to  deter- 
mine these  factors)  the  case  took  on  an  as- 
pect which  more  or  less  clearly  related  it  to 
some  sort  of  psychological  problm  or  prob- 


lems. In  addition  this  girl  had  a good  deal  of 
tension  and  nervousness  which  she  talked 
about  freely.  Typical  of  the  psychosomatic 
problem,  when  asked  what  in  her  opinion 
was  causing  all  this  trouble,  the  girl  gave  an 
honest  answer,  “I  don’t  know.  I always 
thought  I had  stomach  trouble.”  That  she 
had  stomach  trouble  is  quite  apparent,  but 
the  cause  lay  in  the  emotional  sphere  and 
not  in  the  realm  of  organic  disease. 

To  make  a long  story  short  and  condensed, 
this  only  child  had  a mother  who  created  an 
almost  constant  picture  of  conflict  with  her 
and  a father  who,  due  to  business  reasons, 
was  seldom  home  during  her  formative 
years.  The  child  felt  unloved  and  unwanted 
and  never  seemed  able  to  feel  secure  or  loved 
by  the  mother.  This  situation  produced 
marked  feelings  of  frustration  and  anger,  at 
one  stage  producing  such  anger  toward  the 
mother  that  the  girl  had  conscious  fantasies 
of  her  mother’s  death.  The  intensity  of  these 
hostile  feelings  produced,  as  it  almost  always 
does,  feelings  of  guilt  and  need  for  punish- 
ment. The  patient  in  later  interviews  re- 
called the  first  attack  at  age  12  occurred  in 
church  during  the  sermon.  She  believes  the 
minister  was  talking  of  the  duty  children 
have  to  love  their  parents  but  is  not  too  sure 
on  this  point.  She  does  recall,  however, 
feeling  extremely  guilty  because  of  the  hatred 
of  the  mother  in  this  period  when  the  vomit- 
ing began.  It  is  interesting  to  recall  that  the 
attacks  could  be  rather  quickly  alleviated  at 
the  hands  of  the  mother.  Why  the  gastro- 
intestinal tract  served  as  the  avenue  by  which 
this  girl’s  conflicts  sought  expression,  I can 
only  guess  at  but  in  any  event  the  gastro- 
intestinal symptons  down  through  the  years 
had  served  three  important,  although  uncon- 
scious, purposes  for  this  patient: 

(1)  They  obtained  a measure  of  love  ard 
affection  from  the  mother  which  seem- 
ingly could  not  be  gained  when  the 
was  well. 

(2)  They  served  as  an  admirable  method 
of  punishing  the  mother  for  her  faults. 

(3)  They  produced  rather  intense  and  dis- 
agreeable suffering  which  in  a genral 
sense  served  as  a method  of  self 
punishment  for  the  guilty  feelings 
generated  by  the  strong  feelings  of 
hostility  to  the  mother. 


— 278  — 


JULY  1948 


Herein  you  see  how  this  psychoneurosis 
(and  this  is  true  of  all  psychoneuroses)  acted 
as  a compromise  solution  for  this  child’s  con- 
flicts and  problems. 

I would  like  to  say  a word  or  two  about 
the  selection  of  the  organs  which  a psycho- 
neurosis may  pick  wherein  to  give  expres- 
sion to  conflicts  and  anxiety.  This  is  a topic 
that  we  know  practically  nothing  about  and 
it  represents  a wide  gap  in  our  knowledge. 
For  example,  why  might  not  this  girl’s  con- 
flicts have  been  expressed  by  colitis,  or  by 
cardiovascular  symptons  such  as  palpitation 
and  dyspnoea,  or  by  headache,  or  by  undue 
fatigue  or  by  any  number  of  symptons  other 
than  the  ones  she  had.  With  regard  to  the 
gastro-intestinal  system  one  can  make  a few 
generalizations,  realizing  that  we  are  not  sure 
of  their  relation  to  localization  of  symptons. 
First  of  all,  as  one  considers  normal  growth 
and  development,  the  gastro-intestinal  sys- 
tem is  the  means  whereby  contact  is  first 
made  with  the  mother,  with  all  of  the  emo- 
tional implications  involved.  It  is  quite  ap- 
parent that  nursing  must  be  associated  in  the 
baby’s  mind  with  strong  feelings  of  love  and 
affection,  really  the  avenue  of  emotional  ties 
between  himself  and  the  mother.  Without 
stopping  to  develop  this  theme  at  any  length, 
one  might  ask  if  it  is  not  possible  that  the  gut 
thusly  might  be  an  organ  system,  which  be- 
cause of  these  old  associations  in  infancy,  is 
unusually  sensitive  to  emotion  and  conflicts, 
particularly  those  having  to  do  with  love  or 
the  lack  of  it,  as  we  have  seen  in  this  case. 
While  this  seems  to  be  a fairly  sensible 
hypothesis,  it  still  does  not  begin  to  answer 
the  problem,  however.  For  example,  many 
pychoneuroses  based  on  feelings  of  rejection 
or  lack  of  affection  do  not  express  themselves 
primarily  in  the  gastro-intestinal  system. 

Probably  the  most  common  psychosomatic 
symptons  related  to  the  GI  tract  that  one 
sees  in  practice  are  these: 

a)  Generalized  stomach  distress,  with  com- 
plaints of  bloating,  belching,  discom- 
fort, and  loss  of  appetite.  Nausea  and 
vomiting  are  common  enough  also.  For 
want  of  a better  term  we  might  call  this 
set  of  symptons  “nervous  dyspepsia”  as 
Leube  did  in  1879.  In  this  condition  one 
may  frequently  see  by  fluorescope  that 
there  is  rather  marked  hypoperistalsis 


with  retention,  and  at  times  reverse 
peristaltic  waves  may  be  observed. 
Gastric  secretion  is  reduced  and  the 
combination  of  retention  without  ade- 
quate secretion  may  actually  set  up  an 
inflammation  of  the  gastric  mucosa. 
Perhaps  the  most  severe  form  of  this 
hype  of  illness  is  seen  in  anorexia 
nervosa  which  creates  severe  nutritional 
problems  and  may  actually  terminate 
in  death. 

In  passing  it  is  interesting  to  note 
the  high  incidence  of  “nervous  stomach” 
which  occurred  among  military  person- 
nel in  World  War  II  under  conditions  of 
stress.  Someone,  I cannot  recall  who, 
said  that  “nervous  stomach”  was  to  the 
second  war  what  “neurocirculatory 
asthenia”  was  to  the  first.  It  is  as  if 
the  gastro-intestinal  symptoms  changed 
places  with  the  cardio-vascular  symp- 
toms which  were  so  common  in  World 
War  I and  so  unusual  in  World  War  II. 
Why  this  happened,  I do  not  know. 

b)  The  second  most  common  GI  complaint 
which  rests  largely  on  an  emotional 
basis  is  probably  that  which  we  can 
call  “non-specific  colitis”  of  one  sort  or 
another.  Psychiatric  investigators  of 
this  syndrome  have  described  a fairly 
specific  personality  pattern,  but  time 
does  not  permit  a discussion  of  it. 
Again  by  fluorescope  and  X-ray  film 
one  usually  sees  spasm  of  the  bowel,  or 
alternate  spasm  and  dilatation.  Alter- 
nate constipation  and  diarrhea  is  com- 
mon in  this  setting.  Rather  than  men- 
tion constipation  as  a symptom  complex 
standing  alone,  I am  including  it  under 
this  general  heading  of  colitis.  Stand- 
ing by  itself,  I imagine  it  is  the  most 
frequent  gastro-intestinal  symptom 
there  is  in  our  society. 

c)  Thirdly,  difficulties  in  swallowing  are 
frequently  seen  in  states  of  anxiety.  The 
patient  describes  this  by  saying  it  feels 
as  if  there  is  a ball  stuck  in  his  throat 
which  he  cannot  swallow.  He  is  quite 
correct  except  that  the  ball  is  a spasm 
of  the  esophagus  which  makes  it  difficult 
to  push  a peristaltic  wave  by.  Fluids  go 
down  fairly  easily,  but  solids  don’t. 
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The  treatment  of  psychosomatic  symptoms 
in  the  gut  does  not  differ  from  that  utilized 
in  the  treatment  of  any  psychosomatic  dis- 
turbance, whatever  its  bodily  location.  I do 
not  intend  to  enter  into  the  discussion  of 
psychotherapy  except  to  point  out  that  the 
physician,  if  he  is  to  effectively  treat  these 
patients,  or  any  patient  with  any  psychoso- 
matic disturbance,  must  keep  in  mind  that 
the  gastro-intestinal  system  is  simply  ex- 
pressing emotional  conflicts  and  that  in  order 
to  get  at  these,  the  psysician  must  view  his 
patient  as  a whole  person  (not  as  a stomach 
alone)  as  he  functions  or  tries  to  function  in 
his  enviroment.  I strongly  feel  that  the  gen- 
eral physician,  seeing  these  patients  early  in 
the  trouble,  can  usually  do  more  than  the 
specialist  can,  a year  or  more  later  when  the 
symptoms  are  more  congealed,  as  it  were, 
and  the  conflicts  more  buried  and  protected. 
There  are  several  good  books  dealing  with 
the  techniques  of  psychotherapy.  One  small 
one,  easy  to  read,  that  I can  wholeheartedly 
recommend  to  you  is  the  one  by  Levine 
“Psychotherapy  in  Medical  Practice.”2  I 
like  to  think  that  in  the  future,  the  adequate 
handling  of  these  psychosomatic  problems, 
which  account  for  such  a large  slice  of  any 
medical  practice,  will  be  the  specialty  of  the 
general  physician.  It  will  certainly  be  a 
specialty  which  will  be  a most  gratifying  one 
if  one  judges  his  results  by  the  amount  of 
goods  he  can  do  for  suffering  people. 
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DR.  G.  STEVENS.  SIOUX  FALLS, 
RETIRES 

A 39-year  career  in  internal  medicine  was 
brought  to  a close  in  Sioux  Falls  when  Dr. 
George  A.  Stevens  closed  his  office  in  the 
Sioux  Falls  Clinic  July  1st. 

Dr.  Stevens  doesn’t  plan  a complete  sever- 
ance from  the  medical  profession.  He  plans 
to  attend  most  of  the  outstanding  medical 
meetings  in  the  country  in  future  years. 

Dr.  Stevens  started  his  medical  practice  in 
1909.  He  practiced  nine  years  in  Omaha  be- 
fore coming  to  Sioux  Falls  in  1915. 


The  Sixteenth  Annual  Meeting  of  the 
Central  Association  of  Obstetricians  and 
Gynecologists  is  to  take  place  in  Denver, 
Colorado,  September  23,  24  and  25,  1948. 

The  Shirley-Savoy  Hotel  is  the  Con- 
vention Headquarters  and  the  Executive 
Committee  will  meet  there  on  Wednes- 
day, September  22  just  preceding  the 
Annual  Meeting. 


FAR  EAST  INTERNS  AT 
McKENNAN  HOSPITAL 

Dr.  Fernando  Lim,  a young  Chinese,  and 
Dr.  Cecelia  Pompeia  Dimanlig,  young  Filipino 
doctor  of  Manila,  are  taking  their  internship 
at  McKennan  hospital  in  Sioux  Falls. 

This  is  a result  of  the  rotating  interneship 
system  which  was  extended  to  both  Mc- 
Kennan and  Sioux  Valley  hospitals,  where 
each  hospital  may  have  eight  internes  on  the 
rotation  basis. 

Dr.  Dimanlig  comes  from  a family  of  eight 
children,  four  of  them  being  doctors,  while 
her  father  is  a pharmacist.  She  was  gradu- 
ated from  preparatory  medicine  in  March 
1938,  and  the  college  of  medicine  in  1943,  at 
the  University  of  Santa  Tomas. 

Wishing  to  gain  all  the  experience  possible 
before  coming  to  the  west,  the  young  doctor 
spent  a period  of  nine  months  with  the 
Manila  health  department  as  physician  in 
charge  of  the  Sases  Day  Nursery.  She  hopes 
to  engage  in  private  practice  after  her  year’s 
interneship  in  her  home  city  of  Manila. 

Dr.  Lim,  born  in  China,  lived  with  his 
widowed  mother  and  brothers  and  sister  in 
Manila,  P.  I.,  where  he  received  his  educa- 
tion. He  is  26  years  old  and  studied  both 
Chinese  and  English  in  his  early  school  days 
finishing  high  school  in  Far  Eastern  Uni- 
versity boys’  high  school.  He  took  the  liberal 
arts  course  in  the  University  of  the  Philip- 
pines, as  he  did  his  college  of  medicine  for 
five  years.  He  was  graduated  in  1947.  Dr. 
Lim  intends  to  practice  in  China  when  he  is 
through  with  his  interneship  in  this  country. 
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LET'S  REVIEW  THE  DUES 

Two  years  ago  the  South  Dakota  State 
Medical  Association  voted  to  raise  its  dues 
to  the  current  fifty  dollar  figure.  Working 
on  the  assumption  that  this  was  necessary 
in  view  of  the  proposed  Veteran’s  Administra- 
tion’s Home  Town  Care  Plan,  the  Association, 
with  the  exception  of  a few  who  would  not 
benefit  by  virtue  of  their  specialties,  whole- 
heartedly endorsed  the  move. 

Little  was  said  about  benefits  to  be  derived 
from  the  operation  of  a full-time  executive 
office.  Increased  legislative  activity  on  both 
a state  and  national  scale  has  begun.  Accurate 
records  of  membership  and  potentials  are 
kept  in  the  office.  Public  relations  have  been 
improved  and  dramatically  presented  to  the 
people.  A daily  fight  is  waged  against  those 
who  would  control  or  deteriorate  the  practice 
of  medicine.  This  Journal  is  published  as  an 
informational  house  organ  and  as  an  outlet 
for  scientific  work  done  by  members  of  the 
Association.  The  executive  office  has  oper- 
ated as  an  information  center  for  the  profes- 
sion and  for  the  laity  and  as  a clearing  house 
for  the  previously  mentioned  Home  Town 
Care  Plan.  The  executive  secretary  has  been 
a voice  in  medical  economic  affairs  in  the 
State  and  at  national  meetings. 

These  things,  Doctor  are  the  results  of  the 
dues  you  pay  to  your  association.  Some  mem- 
bers have  been  heard  to  say  that  our  dues  are 
too  high,  and  they  quote  the  dues  of  other 
State  societies  with  much  larger  member- 
ships or  with  much  less  effective  organiza- 
tions. There  are  other  States  with  lower  dues 
who  frequently  find  it  necessary  to  resort  to 
the  much  less  popular  assessment  practice  to 
carry  on  special  programs.  The  amount  South 
Dakota  doctors  pay  to  support  their  Associa- 
tion is  but  a small  percent  of  their  incomes 
compared  with  what  labor  union  members 
pay  for  the  slight  services  that  most  of  them 
receive. 

For  instance,  one  of  the  electrical  unions 
charges  a fee  of  one-hundred  dollars  as  an 


initiation  and  then  continues  with  dues  of 
sixty  dollars  a year.  Their  members  get  only 
a fraction  of  the  services  that  you  do  from 
your  Association.  What  is  more  important, 
the  average  electrician  has  an  income  of 
around  eighty  dollars  a week  which  is  con- 
siderably less  than  the  averaged  declared  in- 
come of  the  practicing  physician. 

The  benefits  that  your  Association  accrues 
to  you  in  services  and  good  will  are  cheap  at 
twice  the  price. 

It  might  be  a revelation  to  secure  the  May 
issue  of  Life  Magazine  and  scan  the  average 
incomes  and  the  dues  paid  to  protective  or- 
ganizations by  skilled  and  semi-skilled 
laborers. 

This  is  your  Association.  It  functions  as 
you  will  it  to  function. 


MEDICAL 

We  don’t  particularly  relish  the  idea  of 
sitting  down  at  the  typewriter  just  to  blow 
our  own  horn,  but  some  of  this  is  too  good 
to  hold.  This  concerns  our  Annual  Meeting 
which  was  held  in  Sioux  Falls  at  the  end 
of  May.  Many  of  our  members  have  not  had 
the  opportunity  to  attend  other  small  state 
medical  meetings  but  depend  on  their  com- 
parisons with  meetings  held  in  Illinois,  Minn- 
esota, or  some  of  the  other  more  populous 
states.  This  writer,  too,  has  never  had  an 
opportunity  to  view  other  than  the  Michigan 
and  the  AMA  meetings,  so  we  took  it  upon 
ourselves  to  have  some  of  the  visiting  digni- 
taries comment  on  the  situation.  Several  of 
our  speakers,  including  Dr.  Fishbein,  have 
attended  medical  conventions  of  every  size, 
shape,  and  form.  The  comment  of  all  was  the 
same.  Ours  was  the  finest  small  state  meet- 
ing that  any  had  attended.  (This  came  un- 
solicited from  one  speaker  who  added  that 
ours  was  a much  better  show  than  many  of 
the  large  Southern  states  put  on.) 

As  we  said,  we  don’t  like  to  toot  our  own 
horn  (much)  but  our  members  should  know 
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what  outsiders  think  about  our  activities. 

At  the  same  time,  we  know  that  there  is 
plenty  of  room  for  improvement  and  that  we 
can  always  benefit  by  our  mistakes  from 
year  to  year.  You  can  help  in  that  regard  by 
telling  us  what  you  didn’t  like  about  the 
Annual  Meeting  in  Sioux  Falls  and  we’ll  try 
to  better  conditions  in  Yankton  next  year. 


NAVY'S  NEW  MEDCAL  TRAINING 
PROGRAM 

The  Surgeon  General  of  the  Navy  has  an- 
nounced the  expansion  of  the  Bureau’s  pro- 
fessional training  program  for  reserve  and 
regular  medical  officers,  which  is  similar  to 
the  recently  expanded  Army  medical  train- 
ing program.  The  object  is  to  permit  more 
Navy  doctors  to  meet  the  requirements  for 
certification  by  the  various  American  Spec- 
ialty boards,  and  to  encourage  the  young  doc- 
tor to  intern  under  the  auspices  of  the  Navy. 
The  following  are  the  important  points  in 
this  program: 

Graduates  of  Class  A medical  schools  who 
have  been  accepted  for  internship  by  a hos- 
pital approved  for  such  training  by  the  Coun- 
cil on  Medical  Education  and  Hospitals  of 
the  AMA  may  be  commissioned  as  lieutenants 
(junior  grade),  MC,  USNR,  and  permitted  to 
continue  their  intern  training.  They  will  re- 
ceive all  the  pay  and  allowance  of  the  rank 
while  so  serving.  After  completing  their  in- 
ternships, the  medical  officers  must  remain 
on  active  duty  for  a period  of  one  year.  If 
they  meet  the  professional,  physical  and 
moral  requirements,  they  will  be  given  every 
encouragement  to  transfer  to  the  regular 
Navy. 

Interns  who  have  completed  the  one  year 
of  obligated  service,  and  who  have  trans- 
ferred to  the  regular  Navy,  may  be  considered 
for  residency  training  on  a competitive  basis 
with  other  officer  personnel  of  the  regular 
Medical  Corps. 

Resident  physicians  now  in  civilian  hos- 
pitals, or  those  accepted  for  approved  resi- 
dency training,  are  eligible  for  commissions 
in  the  regular  Navy.  Those  so  commissioned 
will  be  assigned  to  duty,  with  full  pay  and 
allowances,  in  the  hospital  in  which  they  are 
already  a resident,  or  to  which  they  have 
been  accepted  for  residency  training.  Every 
attempt  will  be  made  to  permit  residents 


holding  commissions  in  the  regular  Navy  to 
complete  their  training  in  event  of  an  emer- 
gency. 

The  Navy  has  at  the  present  time  400  ap- 
proved residencies  and  fellowships  in  the  var- 
ious specialties  recognized  by  the  American 
Specialty  Boards  in  Naval  and  civilian  hos- 
pitals. This  educational  training  involving 
the  400  residencies  is  divided  into  2 programs. 

Program  A:  One  hundred  of  the  above- 
mentioned  residencies,  courses,  and  fellow- 
ships will  be  made  available  for  civilian  phys- 
icians accepting  a commission  in  the  U.  S. 
Navy.  An  additional  100  civilian  physicians 
will  be  commissioned  in  the  U.  S.  Navy  and 
permitted  to  pursue  their  own  course,  fellow- 
ship or  residency,  provided  it  is  approved  by 
the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association 
with  concurrence  of  the  Specialty  Board. 
Upon  acceptance  of  the  designated  training, 
they  will  be  required  to  agree  to  remain  in 
the  Navy  for  a certain  obligated  time. 

If  on  original  appointment  a candidate  has 
not  been  approved  for  more  than  one  year 
of  training,  during  his  first  year  of  residency 
training  (Program  A)  he  may  compete  for  one 
of  the  300  residencies  (Program  B)  available 
to  the  Regular  Naval  medical  officers,  and  if 
he  obtains  such  training  he  will  obligate  him- 
self to  remain  on  active  duty  for  an  additional 
period  depending  upon  the  amount  of  time 
spent  in  training. 

Program  B:  Three  hundred  residencies, 
fellowships  or  courses,  will  be  reserved  for 
continuing  the  Training  Program  as  presently 
organized  for  regular  medical  officers. 

The  obligated  service  following  graduate 
medical  training  (courses,  fellowships  and 
residencies)  in  Naval  hospitals  is  one  year 
for  each  year  of  training  received. 

Information  concerning  any  part  of  the 
program  may  be  obtained  by  writing  to  the 
Chief  of  the  Bureau  of  Medicine  and  Surgery, 
Navy  Department,  Washington  25,  D.  C. 


HAVE  YOU  PAID 
YOUR  1948  DUES? 
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Proposed  School  for  Crippled  Children 

by 

Lisle  Reese,  Sioux  Falls,  S.  D. 


A newly-formed  philanthropic  organization 
has  undertaken  the  project  of  building  a 
special  school  in  South  Dakota  for  physically 
handicapped  children.  It  is  incorporated 
under  the  title  of  Crippled  Children’s  Hos- 
pital and  School  of  Sioux  Falls,  having  as 
its  board  of  directors  several  persons  active 
in  state  Easter  Seal  and  child  welfare  affairs. 

The  new  organization  has  no  political,  sec- 
tarian, nor  fraternal  affiliation,  but  seeks  in- 
stead to  coordinate  the  efforts  of  all  groups, 
agencies,  and  individuals.  With  schools  for 
the  blind,  the  deaf,  the  feeble-minded,  and 
the  delinquent,  this  independent  charitable 
group  is  spearheading  the  raising  of  funds 
for  a school  in  which  many  of  the  crippled 
children  in  South  Dakota  can  be  trained  to 
become  useful  citizens  of  their  respective 
communities  rather  than  a permanent  drain 
upon  them. 

The  function  of  the  school  will  be  two-fold: 
(1)  to  provide  academic  and  vocational  train- 
ing for  those  who  are  teachable  but  unable  to 
attend  regular  schools,  and  (2)  provide  phys- 
ical care  while  in  attendance.  Thus,  in  ad- 
dition to  an  education,  the  children  simultan- 
eously will  receive  the  benefits,  as  needed,  of 
physical  and  occupational  therapy,  corrective 
gymnastic  exercises,  and  speech  correction 
training. 

By  providing  proper  treatment  and  train- 
ing, under  medical  supervision,  many  hand- 
icapped children  may  be  developed  beyond 
the  limits  of  their  motor  experience.  Accord- 
ing to  the  State  Board  of  Health  register, 
there  are  2,424  crippled  children  in  South 
Dakota  under  the  age  of  21.  Facilities  for 
pre-school,  kindergarten,  and  the  first  eight 
grades  will  be  the  first  objective,  with  high 
school  training  later.  It  is  quite  generally 
agreed  that  to  postpone  schooling  may  allow 
a child  to  develop  serious  emotional  mal- 
adjustments because  he  is  not  subjected  to 
the  same  educational  and  disciplinary  in- 
fluences as  other  children.  It  seems  reason- 
able that  the  sound  mind  behind  the  crippled 
body  will  also  become  crippled  unless  given 
mental  stimulation.  As  in  special  schools  and 


institutes  in  other  states,  a great  deal  of  at- 
tention will  be  given  to  job-training. 

The  demand  for  schooling,  convalescent 
care,  and  special  treatment  for  spastics  has 
far  outgrown  the  space  limitations  of  the 
crippled  children’s  ward  at  the  Sioux  Valley 
hospital.  There  is  a long  waiting  list  for  the 
school  from  throughout  the  state,  and  only 
about  18  can  be  accommodated.  Likewise,  the 
facilities  at  Hot  Springs  are  overcrowded 
and  a larger  school  is  needed  there  to  take 
care  of  children  in  the  western  portion  of 
the  state. 

The  immediate  problems  are  fact-finding 
and  fund-raising.  Studies  into  the  unmet 
needs,  the  requirements,  and  the  costs  are 
going  forward.  The  project  is  being  de- 
veloped in  conjunction  and  cooperation  with 
the  South  Dakota  Society  for  Crippled  Chil- 
dren, which  is  affiliated  with  the  National 
Society  for  Crippled  Children  and  Adults. 

The  Crippled  Children’s  Hospital  and 
School  of  Sioux  Falls  is  legally  empowered 
to  accept  memorials,  bequests,  gifts,  and  en- 
dowments up  to  $500,000.  To  date  a half-block 
of  property  has  been  donated  as  a building 
site  in  Sioux  Falls,  and  every  effort  will  be 
made  to  raise  the  necessary  funds  for  con- 
struction and  equipment  without  resorting  to 
a personal  solicitation  campaign.  Officers  of 
the  Crippled  Children’s  Hospital  and  School 
organization  are:  A.  C.  “Tony”  Halls,  Garret- 
son,  president;  J.  H.  Lammers,  Madison,  vice- 
president;  Mrs.  Lucelle  Dindot,  Lennox,  sec- 
retary; and  Carl  W.  Pfeifer,  Sioux  Falls, 
treasurer.  The  directors  are  A.  L.  Coleman, 
Redfield;  Mrs.  Florence  Lee,  Brookings; 
E.  H.  Noteboom,  Selby;  J.  H.  Shanard,  Bridge- 
water;  and  Edwin  R.  Smith,  Sioux  Falls.  A 
business  office  has  been  established  at  228 
Paulton  Building,  Sioux  Falls. 

The  officers  and  directors  of  the  school 
organization  respectfully  request  the  advice 
and  cooperation  of  the  South  Dakota  State 
Medical  Asociation  in  planning  and  setting 
up  the  standards  for  the  school  and  its  opera- 
tion. 
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JOURNAL  ISSUE  HAS 

NO  NOSE  FOR  NEWS 

This  issue  of  the  Journal 
is  quite  devoid  of  current 
news  due  to  a ten  day  vaca- 
tion of  the  entire  staff  of  the 
plant  that  prints  the  publica- 
tion. This  meant  that  we 
went  to  press  a week  earlier 
than  usual  and  are  out  a 
couple  of  days  later. 

The  next  issue  should 
bring  you  the  proceedings  of 
the  Annual  Meeting  and  the 
roster  of  paid  and  honorary 
members.  It  should  also 
bring  you  a report  of  the 
Great  Plains  Health  Con- 
ference and  perhaps  a report 
of  some  of  the  doings  of  the 
AMA  convention  in  Chicago. 
Beyond  that,  who  knows 


MIDWEST  AREA 
CENTRAL  WAREHOUSE 

The  Midwestern  Area  of 
the  American  Red  Cross  is 
the  central  warehouse  for  the 
United  States  handling  all 
surplus  blood  plasma.  More 
than  500,000  units,  occupying 
20,000  square  feet  of  ware- 
house space,  are  located  in 
an  East  St.  Louis  warehouse. 
At  a commercial  evaluation 
of  $25.00  per  unit  it  is  worth 
$12,500,000.  It  would  fill  60 
box  cars.  This  is  the  largest 
concentration  of  blood  plas- 
ma in  the  world. 


SEVENTH  DISTRICT 
HOLDS  MEETING 

The  Seventh  District  Med- 
ical Society  met  at  the  Cot- 
tage Tuesday  evening,  June 
22. 

Dr.  L.  Pankow,  councilor 
for  the  Seventh  District 
made  his  report  to  the  mem- 
bers present. 

The  state  meeting  was  dis- 
cussed and  the  entertainment 
committee  made  its  report 
where  it  was  decided  that  the 
expenses  should  be  appor- 
tioned among  the  members. 

Dr.  F.  Kohlmeyer  was  ad- 
mitted to  the  Seventh  Dis- 
trict while  Drs.  Rosemary 
Pekelis,  Warren  Opheim  and 
V.  Volin  applications  were 
received  and  turned  over  to 
the  board  of  censors. 

The  regular  meetings  were 
adjourned  for  the  summer  to 
be  resumed  at  the  discretion 
of  the  board. 


ASSISTANT  EDITOR 
ATTENDS  CONFERENCE 

Dale  C.  Whitcomb,  Assist- 
ant Editor  of  the  South  Da- 
kota Journal  of  Medicine  and 
Pharmacy  attended  the  Great 
Plains  Health  Conference 
held  in  the  Black  Hills  July 
5th  to  the  10th.  This  con- 
ference is  the  same  one 
which  was  to  take  place  last 
year  but  was  cancelled  be- 


cause Derryberry  and  others 
in  the  USPHS  were  unavail- 
able. 

This  conference,  according 
to  Vivian  McFawn,  Acting 
Extension  Director  at  State 
College,  will  have  discuss- 
ants representing  both  the 
medical  profession  and  lay 
groups. 

Whitcomb  will  report  the 
activities  as  he  sees  them  in 
the  August  issue  of  the  Jour- 
nal.   

FEE  SCHEDULE 
ACCEPTED 

The  fee  schedule  which 
was  proposed  by  the  South 
Dakota  State  Medical  Asso- 
ciation has  been  accepted  by 
the  Veteran’s  administration 
and  went  into  effect  July  1, 
1948. 

Some  changes  were  made 
in  the  schedule,  most  of 
them  in  the  routine  exam- 
inations where  the  prices 
were  altered.  The  fee  sched- 
ule was  published  in  the 
March  1948  issue  of  the 
South  Dakota  Journal  of 
Medicine  and  Pharmacy. 
Copies  can  be  obtained  by 
writing  the  South  Dakota 
Journal  of  Medicine,  300 
First  National  Bank  Build- 
ing, Sioux  Falls,  South  Da- 
kota if  you  have  missplaced 
the  March  issue  of  the 
Journal. 
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Above  is  a view  of  a portion  of  the  head  table  at  the  Annual  Dinner  of  the  South  Dakota  State 
Medical  Association  held  in  the  Cataract  Hotel  Ballroom,  Monday,  May  31.  From  left  to  right  at  the 
head  table  are  R.  G.  Mayer,  M.D.,  Secretary;  J.  L.  Calene,  M.D.,  Incoming  President;  H.  Russell  Brown, 
President;  Morris  Fishbein,  M.D.,  Speaker;  Mrs.  H.  Russell  Brown,  Auxiliary  President;  Walter  Bierring, 
M.D.,  Iowa  Health  Commissioner;  Mrs.  Eustace  Allen,  National  Auxiliary  President;  Mrs.  William  Sercl, 
Seventh  District  Auxiliary  President;  and  J.  A.  Nelson,  M.D.,  Seventh  District  President.  (Photo  by 
Lynn’s.) 


Above  is  another  view  of  the  crowd  at  the  Annual  Banquet  May  31.  The  Cataract  Hotel  Ballroom 
capacity  is  two  hundred  fifty  persons  but  ticket  sales  showed  two  hundred  sixty-five  members  and 
guests  in  attendance.  One  table  was  set  up  in  the  hall  outside  the  Ballroom  entrance  to  accommodate 
the  overflow. 

Plans  for  next  year’s  meeting  are  now  being  made  for  the  City  of  Yankton.  (Photo  by  Lynn’s) 
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COUNCILLOR'S  REPORT  TO 
SIOUX  FALLS  DISTRICT 

1.  The  Council  extends  to  the  Sioux  Falls 
district  Medical  Society,  its  thanks  and  ap- 
preciation for  an,  all-in-all  successful  and  en- 
joyable session.  The  quarters  were  adequate, 
the  reservations  excellent,  and  the  Stag  Party 
an  event  to  be  remembered.  It  was  stated  by 
several  visitors  that  the  entertainment  was 
such  as  one  could  wish  for,  but  too  seldom 
received. 

2.  The  Council  after  due  deliberation  and 
discussion  of  the  matter  with  the  State 
Executive  Secretary,  increased  his  salary  to 
$7200.00  per  year.  The  finances  of  the  State 
association  warrant  this  sum.  A substantial 
part  of  this  salary  is  met  by  increased  income 
from  exhibitors  fees,  Veteran’s  Administra- 
tion fees. 

3.  The  South  Dakota  Medical  Journal  has 
been  well  received  by  various  sources,  not- 
ably the  AMA,  the  Advertisers,  and  other 
individual  physcians,  societies  with  whom  we 
exchange,  and  the  membership.  While  this 
year’s  report  showed  a deficit,  it  is  obvious 
that  in  a very  short  time,  expected  to  be  be- 
fore the  next  annual  meeting  it  will  show  a 
profit  and  assist  in  carrying  some  of  the  ex- 
penses of  the  State  Secretary  and  his  office. 
All  agreed  that  the  Journal  was  an  improve- 
ment over  the  Lancet. 

4.  The  Newly  elected  Vice  President  of 
the  State  Association  was  reelected  Chairman 
of  the  Council.  He  wished  to  resign,  but  was 
over-ruled,  and  unanimously  elected.  That 
is,  as  you  know,  Dr.  C.  E.  Robbins  of  Pierre. 

5.  The  Council  urges  that  all  doctors  urge 
their  patients  to  purchase  policies  in  the 
South  Dakota  Prepayment  plan  of  Health 
Insurance.  The  commission  paid  to  the 
agents  is  so  small  that  they  are  not  enthused 
in  selling.  It  is  a good  plan,  and  protects 
both  the  doctor  and  hospital,  and  the  patient 
also. 

6.  The  Council  urges  and  admonishes  all 
Members  of  the  State  Association  to  make 
cash  contributions  to  the  National  Physicians 
Committee  for  Medical  Defense.  There  has 
been  many  attacks,  both  open  and  sub-rosa, 
on  the  practice  of  medicine  as  we  know  it, 
and  the  NPC  is  doing  an  excellent  job  of 
protecting  his  interest  in  the  survival  of 


private  practice.  Dr.  C.  E.  Robbins  of  Pierre, 
is  chief  of  this  collection  service  for  this  state, 
and  Wiliam  Duncan  is  the  Cash  collector. 
Send  any  amount  you  feel  your  profession  is 
worth  to  you  a year,  to  maintain  it  as  it  is, 
but  send  a contribution. 

7.  This  is  a communication  received  since 
the  State  Meeting,  but  it  has  been  called  to 
our  attention  that  Gov.  Dewey  of  New  York, 
is  the  only  one  of  the  aspirants  for  the  presi- 
dency that  has  definitely  come  out  against 
any  form  of  State  Medicine,  up  to  this  time. 

I have  been  asked  to  pass  this  information  on 
to  you,  and  it  is  factual. 

8.  A full  report  of  the  finances  of  the  State 
Association  will  be  published  soon  in  the 
Journal,  and  details  of  money  income  and  ex- 
penditures, will  be  found  there. 

9.  The  outstanding  accomplishment  to  me, 
is  the  unanimous  agreement  of  the  Medical 
School  Affairs  Committee,  that  we  should 
and  as  a State  Association,  do,  urge  the  Legis- 
lature to  build  up  our  2 year  Medical  School 
so  as  to  be  second  to  none  and  to  build  a new 
medical  science  building  at  a probable  cost  of 
750,000.  The  place  for  location  this  building 
was  not  specified  as  it  was  believed  that  more 
would  be  accomplished  by  leaving  that  open.  r 
This  report  was  accepted  by  the  House  of 
Delegates  with  no  dissention,  and  is  the  will 
of  the  State  Association. 

L.  J.  Pankow,  M.D.,  Councillor 


PROCEDURE  FOR  ADMISSION 
TO  THE 

SOUTH  DAKOTA  STATE  SANATORIUM 

The  State  law  specifically  states  that  ap- 
plication and  physicians’  examining  blanks 
be  completed  in  duplicate,  the  original  being 
sent  to  the  county  judge  where  the  patient 
claims  residence  and  the  duplicate  to  the 
Sanatorium.  As  soon  as  the  papers  have  been 
received,  we  will  so  notify  the  county  judge. 
The  county  judge  will  then  hold  a hearing  to 
determine  whether  or  not  the  patient  is  a 
resident  of  that  county.  He  will  then  issue 
a court  order.  As  soon  as  we  receive  this 
court  order  we  will  notify  the  patient  that 
he  may  be  admitted  to  the  Sanatorium. 
Physicians’  examing  blanks  and  application 
blanks  can  be  secured  from  the  county  judge. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


THE  RESPONSIBILITY  OF  THE  PHAR- 
MACIST TO  THE  PUBLIC  HEALTH  (*) 

Today,  I wish  to  talk  to  you  on  the  responsi- 
bility of  the  pharmacist  to  the  public  health. 
In  order  to  fully  appreciate  the  role  of  the 
pharmacist  as  a practitioner  of  the  health 
professions,  one  should  consider  not  only  the 
scope  and  quality  of  his  professional  training, 
but  likewise  his  opportunity  for  direct  con- 
tact with  the  public.  Dr.  Fischelis,  Secretary 
of  the  American  Pharmaceutical  Association, 
has  pointed  out  that  approximately  ten  mil- 
lion people  visit  the  drug  stores  of  the  United 
States  each  day.  Their  continued  visits 
throughout  the  year  therefore  approaches 
the  staggering  figure  of  approximately  four 
billion  individual  contacts.  No  other  member 
of  the  Health  Profession  is  afforded  so  many 
opportunities  to  offer  advice  or  minister  to 
the  welfare  of  the  public. 

Added  to  this  opportunity  afforded  through 
direct  personal  relationship  by  the  medium 
of  the  spoken  word  are  the  thousands  of  pub- 
lished articles  which  reach  the  public  in  the 
form  of  scientific  articles,  author’s  textbooks, 
and  last  but  not  least,  the  radio. 

Still  another,  and  I think  one  of  the  more 
important  channels  of  approach  to  the  un- 
solved problems  of  public  health,  lies  within 
the  responsibility  of  local,  state,  and  national 
pharmaceutical  associations.  The  program 
which  we  are  presenting  here  this  afternoon 
is  an  example  of  our  opportunity  to  utilize 
our  knowledge  and  skill  to  the  best  advant- 
age. 

Sensing  this  responsibility,  the  American 
Pharmaceutical  Association,  through  its 
Council,  has  authorized  the  Secretary  to  enter 
into  direct  negotiation  with  such  organiza- 
tions as  the  American  Social  Hygiene  Associa- 
tion, the  United  States  Public  Health  Service, 
the  American  Cancer  Society,  and  the  Amer- 
ican Heart  Association,  to  say  nothing  of  our 
participation  through  active  committee  mem- 
bership in  such  organizations  as  the  Joint 


Committee  on  the  Coordination  of  Medical 
Activities,  the  National  Drug  Trade  Confer- 
ence, the  World  Health  Organization,  and  the 
newly  organized  committee  studying  the 
possibility  of  developing  a world-wide  medi- 
cal association. 

Turning  to  the  accomplishments  of  the 
American  Pharmaceutical  Association,  we 
may  point  with  pride  to  the  fact  that  more 
than  16,000  pharmacists  participated  in  the 
National  Pharmacy  Week  program  of  1947, 
which  was  conducted  jointly  by  our  Associa- 
tion and  the  American  Cancer  Society. 

The  American  Social  Hygiene  Association 
likewise  credits  the  pharmacist  with  the  ac- 
complishment of  reducing  almost  to  a min- 
imum “over-the-counter  sales”  of  question- 
able vereneal  disease  control  remedies.  The 
cooperation  of  the  American  pharmacist  in 
supplying  quinine  to  the  Armed  Forces  is 
still  another  instance  of  which  we  can  well 
be  proud. 

Individual  pharmacists  are  to  be  found  in 
every  community  serving  as  members  of  the 
local  school  board,  or  actively  engaged  in  the 
health  programs  of  the  service  clubs.  Still 
others  serve  as  members  of  the  state  boards 
of  pharmacy,  wherein  their  responsibility  is 
directly  related  to  the  health  and  welfare  of 
the  community.  In  a few  states  pharmacists 
are  officially  appointed  members  of  the  state 
boards  of  health.  Thus,  the  chain  of  phar- 
maceutical influence  remains  unbroken,  from 
the  smallest  single  unit  of  a retail  pharmacy 
to  the  highest  administrative  office  charged 
with  the  responsibility  of  safeguarding  the 
health  and  welfare  of  every  citizen. 

Organized  Pharmacy,  and  particularly  the 
American  Pharmaceutical  Association,  may 
well  be  proud  of  the  position  accorded  the 
pharmacist  in  the  Medical  Service  Division  of 
the  Armed  Forces.  An  equal  place  of  dis- 

(*)  Excerpt  from  address  to  S.  D.  Ph.A.  Conven- 
tion— by  Dr.  E.  R.  Series,  Dean  of  Pharmacy, 
University  of  Illinois. 
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tinction  has  likewise  been  created  in  the 
United  States  Department  of  Public  Health. 

Thus  far  I have  made  no  attempt  to  eval- 
uate the  economic  advantage  to  the  patient 
accomplished  through  the  coordinated  efforts 
of  education,  research,  and  industry.  I am 
sure  that  the  public  is  wholly  unaware  of  the 
vast  expenditures  of  money  required  in  the 
development  of  a single  therapeutic  agent, 
such  as  penicillin,  insulin,  or  a single  vitamin. 
It  is  a little-known  fact  that  three  of  the  large 
manufacturing  companies  spent  a million 
dollars  in  the  clinical  testing  of  streptomycin 
before  it  was  released  to  the  practitioner  of 
medicine.  For  the  first  time  in  my  exper- 
ience of  radio  listening,  I heard  the  name  of  a 
drug  company  mentioned  in  connection  with 
the  discovery  of  a new  remedial  agent.  Vit- 
amin B-I2  was  born  in  the  laboratories  of 
Merck  & Company,  without  the  announcer’s 
assistance  of  “Dr.  So-and-So  made  the  de- 
livery.” If  we  consider  for  a moment  the 
value  of  health  versus  the  loss  of  it  to  the 
individual,  then  the  combined  economic 
value  of  the  drugs  used  in  modern  therapy, 
which  are  prepared,  distributed,  and  dis- 
pensed by  pharmacists,  would  approach  a 
figure  exceeding  by  many  times  the  tax  in- 
come of  our  federal  government. 

You,  as  an  individual  pharmacist,  are  part 
and  parcel  of  the  health  of  your  community. 
Your  drug  store  serves  as  a repository  for 
the  health  needs  of  your  community.  Look 
well  to  its  physical  appointments;  be  certain 
that  it  is  clean,  attractive,  that  it  does  not 
present  advertising  extolling  the  merits  of 
nostrums.  Be  diligent  in  your  endeavors  to 
establish  and  maintain  policies  of  practice 
which  will  distinguish  you  from  the  mer- 
chants of  commerce. 


BOARD  OF  PHARMACY  CONDUCTS 
EXAMINATIONS  FOR  LICENSURE 

The  South  Dakota  Board  of  Pharmacy 
held  its  annual  examinations  meeting  at 
State  College  in  Brookings  on  June  8,  9,  10, 
1948.  Only  persons  who  are  graduates  from 
a four-year  course  in  a school  or  college  of 
Pharmacy  are  eligible  to  take  these  examina- 
tions. A class  of  twenty-two  seniors  students 
from  the  Division  of  Pharmacy  at  State  Col- 
lege were  graduated  with  the  Degree  of 


Bachelor  of  Science  in  Pharmacy  on  Monday 
evening  June  7th.  For  the  convenience  of 
these  graduates  the  Board  examinations  are 
offered  on  three  days  following  the  date  of 
graduation. 

A total  of  twenty-seven  candidates  par- 
ticipated in  the  Board  of  Pharmacy  examina- 
tions, this  year.  Board  regulations  provide 
that  graduates  of  recognized  colleges  of 
pharmacy  who  have  not  completed  one  year 
of  practical  experience  in  a pharmacy  where 
physician’s  prescriptions  are  compounded 
may  be  examined  only  in  the  written  subjects 
of  Pharmacy,  Materia  Medica,  Chemistry  and 
Pharmaceutical  Mathematics.  When  the 
practical  experience  requirement  has  been 
completed  they  are  permitted  to  reappear  at 
any  examinations  meeting  and  complete  the 
examination  requirements.  Former  graduates 
who  completed  their  Board  examinations  this 
year  were: 

Philip  E.  Case,  B.S.— S.D.S.C.— 1947, 

Wessington  Springs,  S.  Dak. 

Karl  Fromm,  Jr.,  B.S. — S.D.S.C. — 1947, 

Tripp,  S.  Dak. 

John  W.  Moriarty,  B.S. — S.D.S.C. — 1947, 
Brookings  ,S.  Dak. 

Jerald  A.  Streit,  B.S. — S.D.S.C.— 1947, 

Ipswich,  S.  Dak. 

Harvey  L.  Widmark,  B.S. — S.D.S.C. — 1944, 
Rapid  City,  S.  Dak. 

Fourteen  on  the  candidates  who  graduated 
from  the  Division  of  Pharmacy  on  June  7, 
1948  had  completed  the  practical  experience 
requirements  and  took  the  entire  Board  ex- 
aminations at  this  meeting.  They  were: 

Paul  D.  Anderson,  Aberdeen,  S.  Dak. 

Frank  L.  Base,  Chamberlain,  S.  Dak. 

Albert  F.  Bot,  Marshall,  Minnesota 

Mrs.  Dorothy  Ullyot  Crouse,  Clark,  S.  Dak. 

Gene  R.  Den  Beste,  Corsica,  S.  Dak. 

Calvin  R.  Estwick,  Webster,  S.  Dak. 

Priscilla  Heilman,  Eureka,  S.  Dak. 

June  E.  Lang,  Huron,  S.  Dak. 

John  F.  Nelson,  Watertown,  S.  Dak. 

Dellard  J.  Peltier,  Marshall,  Minnesota 

Leland  D.  Pratt,  Yuma,  Arizona 

Perry  E.  Rogers,  Watertown,  S.  Dak. 

Milton  R.  Ross,  Sioux  Falls,  S.  Dak. 

Willard  D.  Scott,  Stevensville,  Montana 
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Reports  from  the  Washington  Representative  of  N.  A.  R.  D. 

by 

George  H.  Frales 


WHAT  GOES  ON  HERE  — AT  RANDOM 

SLEEPY-EYED  CONGRESS  finally  ad- 
journed Sunday  morning  subject  to  a special 
session  should  the  President  or  the  leaders  of 
Congress  so  elect.  If  a special  session  is  not 
called  then  all  the  bills  left-over  from  the 
80th  Congress  will  be  dead  as  of  the  begin- 
ning of  the  81st  Congress.  Much  legislation 
was  enacted  in  the  last  few  days  before  Con- 
gress was  “let-out,”  and  much  was  pigeon- 
holed. 

ALCOHOL  TAX  BILL,  H.  R.  6800,  provid- 
ing for  a permit  and  bond  system  for  users 
of  non-beverage  alcohol,  passed  the  House  in 
the  final  hectic  hours  of  Congress.  The  bill 
does  not  make  any  change  in  the  net  rate  of 
tax  paid  by  the  users  of  Ethyl  Alcohol  with- 
drawn. Distilled  spirits  may  be  withdrawn 
under  regulations  and  upon  payment  of  tax 
at  the  rate  of  $3.00  a proof  gallon.  Permittees 
will  be  required  to  pay  special  tax  at  the 
same  graduated  rate  of  $25.00  for  withdrawals 
not  exceeding  25  proof  gallons  a year;  $50.00 
for  withdrawals  not  exceeding  50  proof  gal- 
lons a year;  and  $100.00  for  withdrawals  ex- 
ceeding 50  proof  gallons  a year. 

REVENUE  MEASURES.  The  most  signi- 
ficant and  far-reaching  revenue  legislation 
passed  by  Congress  was  the  Revenue  Act  of 
1948.  It  was  three  times  vetoed  by  the  Presi- 
dent but  finally  became  law  over  his  veto. 
The  law  reduced  the  extremely  high  rates  of 
individual  income  taxes  through  the  medium 
of  percentage  tax  reduction  and  increased  ex- 
emption amounts.  It  removed  an  estimated 
6,000,000  taxpayers  from  the  tax  rolls  by  in- 
creasing the  $500  exemptions  to  $600  and  it 
provided  an  additional  exemption  of  $600  for 
those  people  65  years  of  age  and  over.  This 
exemption  removed  approximately  1,400,000 
taxpayers  from  the  tax  rolls. 

FOOD  AND  DRUG  LEGISLATION.  The 
Miller  bill,  H.  R.  4071,  written  to  strengthen 
the  hand  of  the  F&DA  and  plug  up  a loop- 
hole caused  by  the  recent  U.  S.  Supreme 
Court  decision  in  the  Sullivan  case,  received 


the  blessing  of  Congress.  A Senate  amend- 
ment which  would  have  emasculated  the  bill 
was  withdrawn  at  the  last  moment. 

TOILETRIES’  TAX.  In  a poll  conducted 
by  The  Mandate,  official  publication  of  The 
National  Federation  of  Small  Business,  67  per 
cent  of  the  people  contacted  voted  for  the 
repeal  of  excise  taxes  on  toilet  goods  and 
luggage. 

NUTRITION  is  perhaps  the  most  important 
single  environmental  factor  influencing 
health.  The  discoveries  of  recent  decades 
show  that  inadequate  nutrition  plays  an  im- 
portant part  in  infant  mortality,  in  the  exces- 
sive proportion  of  under-developed  school 
children  and  adolescents,  and  in  the  poor 
health  and  low  productivity  of  a large  num- 
ber of  adults. 

CARSON  FRAILEY  ACCLAIMED.  At 
the  recent  meeting  of  the  American  Di’ug 
Manufacturers’  Association,  Dr.  Carson 
Frailey  was  commended  for  his  untiring  ef- 
forts in  behalf  of  the  association  during  the 
past  25  years.  As  executive  vice-president 
and  secretary,  he  has  conducted  the  affairs  of 
the  A.  D.  M.  A.  with  an  integrity  and  skill 
that  has  earned  the  confidence  of  topflight 
officials  in  Washington,  D.  C.,  as  well  as  in 
the  drug  industry.  His  latest  assignment  by 
government  came  when  the  announcement 
was  made  by  the  Surgeons  General  of  the 
Army  and  Navy  that  Dr.  Fraily  was  again 
called  upon  to  reactivate  the  Drug  Resources 
Advisory  Committee  which  sei'ved  so  ad- 
mirably during  World  War  II.  This  com- 
mittee will  survey  sources  of  supply  and  blue- 
print the  productive  capacity  of  drug  manu- 
facturing outlets.  Uncle  Sam  will  benefit 
from  the  array  of  facts  gathered  and  expertly 
analyzed  by  the  committee. 

RETAIL  DRUG  SALES  ESTABLISH 
NEW  RECORD  FOR  APRIL.  April  sales  of 
retail  drug  stores  amounted  to  $290  million, 
the  highest  of  any  April  on  record,  according 
to  estimates  prepared  by  the  Office  of  Busi- 
ness Economics  of  the  Department.  This  total 
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represents  an  increase  of  $3  million  or  1 per 
cent  over  April  a year  ago,  but  a seasonal 
decrease  of  $10  million  or  3 per  cent  from 
March  of  this  year.  April  sales  of  independ- 
ent retail  drug  stores  were  estimated  at  $224 
million,  or  77  per  cent  of  the  April  total  and 
chain  store  sales  were  estimated  at  $66  mil- 
lion, or  23  per  cent  of  the  total. 

PLAN  NOW  TO  ATTEND  THE  N.  A.  R.  D. 
GOLDEN  ANNIVERSARY  CONVENTION. 
ATLANTIC  CITY,  OCTOBER! 

NEW  TAX  FORMS.  The  Treasury  is  pre- 
paring plans  for  improving  income  tax  forms 
for  wage  earners.  A new  form  to  be  known 
as  1040-A  is  in  the  making. 

FEDERAL  GRANTS  - IN  - AID.  Federal 
funds  are  available  to  the  states  for  public 
health  services,  such  as  venereal  disease,  tu- 
berculosis, mental  health  and  general  health 
problems.  Federal  funds  paid  to  a state  must 
be  expended  solely  for  the  purpose  specified. 

WORLD  HEALTH  ORGANIZATION.  Now 
that  the  United  States  has  decided  to  join  the 
World  Health  Organization  (WHO)  we  may 
expect  an  international  Pharmacopoeia. 

TELL  YOUR  PHYSICIANS.  When  a med- 
cal  practitioner  tells  his  patients  to  go  down 
to  the  drug  store  to  get  so-and-so’s  product 
instead  of  prescribing  it  he  doesn’t  realize 
that  he  is  really  prescribing  for  the  entire 
neighborhood  around  the  patient.  If  the  pa- 
tient can  read  he  can  learn  as  much  about 
the  proprietary  from  its  label  as  he  can  from 
the  physician  and  he  can  also  advise  his 
friends  to  do  the  same  thing. 

FINANCIAL  STATEMENTS.  The  grow- 
ing need  of  small  business  proprietors  to  un- 
derstand more  fully  the  accounting  require- 
ments of  their  businesses  and  how  financial 
statements  are  made  up  and  how  they  may 
be  used  to  improve  the  quality  of  their  man- 
agement is  stressed  in  a new  booklet,  “The 
Small  Businessman  and  His  Financial  State- 
ments,” available  through  the  Department  of 
Commerce  at  15  cents  a copy. 

IMPULSE  BUYING.  Surveys  have  shown 
that  over  50  per  cent  of  a store’s  total  volume 
comes  from  the  extra  unplanned  “impulse- 
buying.” People  may  not  want  a great  many 
things  until  they  see  them.  Displays  should 
be  arranged  attractively,  conspicuously  and 
often. 


SEVENTEEN  BILLS  WERE  INTRO- 
DUCED Saturday,  June  19,  in  the  House  to 
amend  the  Public  Health  Service  Act  to  pro- 
vide for  research  and  investigation  with  re- 
spect to  the  cause,  prevention,  and  treatment 
of  multple  sclerosis,  and  for  other  purposes. 

DR.  JAMES  F.  COUCH  HONORED.  In 
recognition  of  his  “life-long  service  to  the 
cause  of  science  and  for  the  good  of  mankind,” 
Dr.  James  F.  Couch,  senior  chemist  at  the 
Eastern  Regional  Research  Laboratory,  was 
awarded  the  degree  of  Doctor  of  Science, 
Honoris  Causa,  by  the  Philadelphia  College 
of  Pharmacy  and  Science  at  its  commence- 
ment exercises  June  16  in  Phildelphia.  An 
outstanding  contribution  Dr.  Couch  has  made 
to  science  and  medicine  is  RUTIN,  a new  drug  j 
obtained  from  the  buckwheat  plant.  It  is 
eective  in  the  treatment  of  diseases  involving  j 
weakness  of  the  capillary  blood  vessels. 

CEASE  AND  DESIST  ORDER.  Sale  of 
candy  bars  to  large-volume  vending  machine  i 
operators  at  discriminatory  prices  is  pro- 
hibited in  a cease  and  desist  order  issued  by  I 
the  Federal  Trade  Commission  against  Walter  j 
H.  Johnson  Candy  Co.,  341  West  Superior  St.,  j 
Chicago.  Among  the  products  manufactured 
by  the  corporation  are  candy  bars  sold  under 
the  trade  names  “Power  House,”  “Heavy-  I 
weight  Champ”  and  “Big  Bonus.”  The  order  • 
requires  the  corporation  to  stop  discriminat- 
ing, directly  or  indirectly,  among  its  cus-  I 
tomers  in  the  price  of  candy  and  confection- 
ery products  of  like  grade  and  quality  when 
the  differences  in  price  are  not  justified  by  j 
differences  in  the  cost  of  manufacture,  sale,  J 
or  delivery  resulting  from  the  differing  I 
methods  or  quantities  in  which  they  are  sold  i 
or  delivered. 

The  PHARMACEUTICAL  SURVEY.  The 
Committee  on  the  Pharmaceutical  Survey 
met  in  Executive  session  in  Washington,  D.  C.,  j 
June  14th  and  15th.  According  to  Director  I 
Edward  C.  Elliott,  the  committee  engaged  in 
a critical  review  of  the  first  group  of  Find- 
ings and  Recommendations  of  the  Survey. 
These  dealt  with: 

Supply  of  and  Demand  for  Trained 
Pharmacists — 

Professional  Manpower  Records 
The  American  Council  on  Pharma- 
ceutical Education 
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The  Teaching  Staffs 

Student  Selection,  Guidance  and 

testing 

State  Boards  of  Pharmacy 
Organization,  Financial  Support, 
and  Functions 
Examinations  for  Licensure 
Practical  Experience  Requirement 
for  Licensure 

Financing  of  Pharmaceutical  Educa- 
tion 

Summary  of  the  Prescription  Study 
The  Pharmaceutical  Curriculum 
The  Committee  was  unable  to  complete  its 
work  in  the  two-day  session  and  consequently 
adjourned  until  September.  An  Editorial- 
Screening  Sub-committee  will  meet  in  July 
to  prepare  a report  for  consideration  of  the 
full  committee  at  the  September  meeting. 


THOUGHT  FOR  THE  DAY 

When  the  housewives  talk  of  economy,  it 
is  common  cents. 


NEWS  BITS 

Pharmacist  Harold  W.  Mills  has  opened  a 
new  pharmacy  at  1825  West  St.  Joe  Street, 
Rapid  City,  South  Dakota,  under  the  name 
“Mills  Super  Drug  Mart.”  Kendall  T.  Eer- 
nisse  is  the  Registered  Pharmacist  Manager 
of  the  new  store.  Miss  Jean  Lampe,  recent 
pharmacist  manager  of  McKennan  Hospital 
Pharmacy  in  Sioux  Falls,  is  also  employed  in 
the  new  Mills’  drug  store. 

L.  J.  Kadinger  is  the  new  Registered  Phar- 
macist Manager  of  the  Grange  Avenue  Di’ug 
Company,  Sioux  Falls. 

Richard  W.  Kendall  and  family  of  Brook- 
ings enjoyed  a vacation  trip  to  California 
during  the  month  of  June. 

Pharmacist  Willis  R.  Brewer  has  recently 
accepted  a position  with  the  College  of  Phar- 
macy at  the  University  in  Salt  Lake  City. 

Pharmacist  Frances  L.  Green  is  the  new 
manager  of  the  Western  Rexall  Drug  in  Lead. 

John  C.  Wilson,  son  of  Mr.  and  Mrs.  B.  C. 
Wilson  of  Pierre,  was  married  to  Laurel 
Paterson  at  Lake  Preston  on  June  20th,  1948. 
The  young  couple  will  live  in  Pierre  where 
John  C.  Wilson  will  be  employed  as  statis- 
tician with  the  State  Board  of  Health. 


Pharmacist  Robert  W.  Ochs  has  been 
granted  reciprocal  registration  in  Ohio  from 
South  Dakota.  He  will  work  for  the  Standard 
Drug  Company  in  Cleveland. 

Vere  E.  Farrar,  former  owner  of  the  Wood- 
ward Pharmacy,  Aberdeen,  was  recently  ac- 
cepted for  registration  in  Montana.  He  plans 
to  do  some  pharmacy  relief  work  in  White- 
fish,  Montana,  where  he  is  now  making  his 
home. 

Albert  G.  Horst  has  resigned  his  position 
with  the  Blue  Drug  & Jewelry  of  Spearfish 
and  moved  to  the  State  of  Alabama  where  he 
will  practice  as  a registered  pharmacist. 

Thomas  P.  Mills  has  been  working  as  phar- 
macist at  the  Wheeler  Drug  Store  in  Huron 
since  June  3rd.  He  was  formerly  employed 
at  the  Haggar  Drug  Store  in  Watertown. 

Recent  graduates  from  the  Division  of 
Pharmacy  at  State  College  who  lacked  prac- 
tical experience  for  licensure  are  employed 
in  South  Dakota  registered  pharmacies  as 
follows:  Russell  H.  Buhn  of  Brookings  with 
the  Shirley  Pharmacy  in  Brookings;  Glen  E. 
Dorn  of  Ivanhoe,  Minnesota  with  the  H.  Kress 
Drug  Co.  in  Mitchell;  Dick  Dykstra  of  Hull, 
Iowa  with  the  Detlie  Drug  Store  at  Hudson; 
Irene  Mogard  of  Watertown  with  the  Bartron 
Hospital  & Clinic  Pharmacy  in  Watertown; 
Milbert  E.  Mueller  of  Menno,  S.  Dak.  with 
Lehr  Drug  in  Rapid  City;  and  Edgar  E.  Parry 
of  Tracy,  Minnesota  with  the  State  College 
Dispensary  Pharmacy  at  Brookings.  Mr. 
Parry  will  also  be  an  instructor  in  the  Di- 
vision of  Pharmacy. 


DR.  ROBERT  DONAHOE 
JOINS  FATHER  AT  SIOUX  FALLS 

Dr.  Robert  R.  Donahoe  has  joined  his  father 
in  the  medical  office  of  Drs.  Donahoe  and 
Cottam  in  Sioux  Falls. 

Dr.  Donahoe  recently  completed  two  years 
service  with  the  navy.  He  was  assigned  to 
the  department  of  surgery  of  the  Veterans 
hospital  at  Lincoln,  Nebraska. 

Dr.  Donahoe  received  his  BS  degree  from 
Notre  Dame  university  in  1943  and  his  med- 
ical degree  from  Georgetown  university  in 
1945.  He  interned  at  Providence  General 
hospital  and  Children’s  hospital,  both  in 
Washington,  D.  C.,  before  entering  service. 
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Get  Away  from  That  Swinging  Door! 

by 

George  A.  Bender 
Parke,  Davis  & Company 
Detroit,  Michigan 


My  earliest  recollections  of  a drug  store 
include  as  a dominant  part  the  swinging  door 
through  which  the  pharmacist  disappeared 
into  the  mysterious  semi-darkness  of  the 
“back  room.”  Often  as  a youth  I used  to 
wonder  what  went  on  in  this  secret  place; 
and  the  spirit  of  adventure  tugged  at  me  to 
find  out.  It  was  not  so  many  years  later  that 
I did  find  out;  I passed  behind  that  portal 
and  began  my  own  initiation  into  the  arts 
and  mysteries  of  pharmacy — by  way  of  the 
bottle-washing  route;  and  it  was  no  incon- 
siderable part  of  the  business  in  those  days, 
before  screw-cap,  sterilized  containers  were 
heard  of. 

So  far  as  I know,  the  old  swinging  door 
still  is  there,  separating  the  front  of  the  store 
from  the  pharmacist’s  own  sanctum  sanc- 
torum, to  which  only  employees,  physicians 
and  one  or  two  of  the  owner’s  close  cronies 
were  admitted.  Times  have  changed,  and 
Main  Street  with  it;  but  many  a drug  store 
goes  on  much  the  same  as  it  did  back  in  those 
days  of  more  than  a quarter  century  ago. 

Many  of  those  of  us  who  have  been  in 
pharmacy  for  more  than  a decade  or  two 
have  a tendency  to  become  somewhat  nostal- 
gic over  the  “good  old  days”  and  the  “good 
old  drug  store  that  was  really  a drug  store.” 
But  memory  is  one  of  the  kindest  of  our 
mental  processes — unless  goaded  for  details, 
it  has  a happy  habit  of  obliterating  the  traces 
of  things  we  didn’t  like,  and  retaining  on  the 
mind’s  flash-back  screen  only  those  events 
and  happenings  that  furnish  pleasure  with 
their  recollection.  The  chances  are  that  if, 
like  an  old-time  movie,  we  could  run  back 
over  those  nostalgic  days  with  camera-sharp 
accuracy,  we  would  be  astounded  at  what  we 
saw,  and  at  how  our  tastes  have  changed  with 
the  passing  years. 

We  like  to  think  that  the  drug  store  of  by- 
gone days  was  a real  drug  store.  True,  it 
did  smell  like  one.  Better  packaging  took 
care  of  some  of  the  odors,  and  advancement 


in  therapeutic  practice  ostracized  into  obliv- 
ion not  a few  of  the  old  herbs  and  roots 
whose  greatest  contribution  to  pharmacy  . 
perhaps  was  their  collective  perfume.  An 
aroma  at  once  acrid,  pungent  and  sweet,  but 
which  withal  arouses  pleasant  memories  for 
many  of  us.  It  does  not  take  too  much  cud- 
geling of  memory,  however,  to  recall  some 
not  so  pleasant  aspects  of  the  old  store:  The 
formaldehyde  for  seed  treatment  that  had  to 
be  transferred  with  cracked  and  bleeding 
hands  from  bulk  barrels  to  empty  beer  bot- 
tles; the  mountain  of  wallpaper  rolls  that  had 
to  be  trimmed;  the  “hoss  medicine”  that  had 
to  be  pounded  up  in  a huge  iron  mortar  and 
the  accompanying  blisters.  All  these,  I re- 
member, in  that  good  old  drug  store  that, 
quote,  “truly  was  a drug  store.”  We  carried 
spices,  too:  and  our  brand  of  sodium  chloride 
was,  we  maintained,  far  superior  to  the  kind 
that  poured,  rain  or  shine,  down  at  the 
grocery  store.  Ah,  yes,  those  were  the  good 
old  days,  when  a drug  store  was  a drug  store. 

Back  in  those  days,  too,  the  swinging  door 
had  a further  significance.  It  hid  many  things 
from  the  public’s  curious  eye.  There  was 
one  particular  bottle,  back  on  the  shelf,  with 
a Latinized  abbreviation  on  it,  that  used  to 
be  of  considerable  interest  to  the  doctor  up- 
stairs, who  every  now  and  then  had  to  brush 
up  a bit  on  his  identification  by  taking  out 
the  stopper,  smelling  deeply;  and,  as  I recall 
it,  to  sample  its  contents  now  and  then.  That 
is,  when  he  could  get  to  it  over  the  pile  of  i 
boxwood,  excelsior  and  merchandise  from 
the  week’s  order  that  usually  was  strewn 
about  the  prescription  room.  And  well,  too, 
do  I remember  having  to  play  nursemaid  to 
the  temperamental  old  stove  that  stood  out 
front,  heaving  coal  up  from  the  basement  and 
tossing  ashes  out  to  the  alley,  and  polishing 
the  old  soda  fountain,  whose  German  silver 
tarnished  so  fast  the  first  dispenser  was  dark 

* Address  delivered  at  S.  D.  Ph.A.  Convention, 

Huron,  South  Dakota,  1948. 
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again  before  the  last  cottld  be  finished. 

That  era  of  the  drug  store  has  largely 
passed  into  the  limbo  of  memory,  thank  good- 
ness; we  find  only  vestiges  of  it  here  and 
there  about  the  country.  Today’s  young 
pharmacists,  whatever  their  pet  gripes  are, 
may  be  sure  that  they  have  far  better  work- 
ing conditions  on  the  average  than  had  pre- 
ceding generations  of  practitioners  of  their 
art. 

Pharmacy,  however,  is  a live  and  moving 
thing,  not  static,  but  evolutionary;  and  it  has 
lived  through  some  strange  periods.  With 
the  coming  of  prohibition  and  the  succeeding 
years  of  depressions  came  the  “new  look”  of 
the  Twenties — and  along  with  them  (if  I may 
use  the  word  with  mental  quotation  marks 
about  it)  the  “progressive”  drug  store  with 
the  “cut  rate’5’  sign  as  its  most  prominent 
identifying  feature.  Cut-rate  selling  became 
first  a game  to  see  who  could  be  the  biggest 
chump  at  giving  away  profits — and  then,  who 
could  be  the  smartest  gambler,  advertise  a 
few  “football”  items  at  ridiculously  low 
prices,  and  recover  the  losses  by  “switch” 
sales  and  by  selling  a large  proprotion  of 
long-profit  goods.  It  was  a game  begun  by 
a few  operators  who  deemed  themselves 
“smart”;  it  was  taken  up  by  some  chain 
stores,  and  in  turn  by  other  less  responsible 
dealers,  with  the  final  result  that  the  intelli- 
gent chain  operators  joined  with  the  “fed-up” 
independent  druggists  in  the  reform  move- 
ments that  resulted  in  Fair  Trade  Laws.  But, 
though  the  Fair  Trade  Laws  have  taken  most 
of  the  rectic  element  out  of  today’s  merchan- 
dising promotion,  the  stigma  upon  pharmacy 
in  the  cut-rate  signs  still  remains  in  evidence 
on  some  drug  stores  that  have  not  kept  up 
with  modern  trends;  and  in  those  drug  stores 
that  resemble  nothing  more  than  tired-out 
imitations  of  the  dime-store  merchandising 
techniques. 

There  are  few  things  more  saddening  to 
the  heart  of  those  truly  interested  in  the 
profession  of  pharmacy  than  the  messy  stacks 
of  soiled,  unattractive  and  perhaps  damaged 
goods  that  pass  for  open  display  in  some  drug 
stores  today.  This  is  no  reflection  on  the  use 
of  open  display  for  certain  types  of  merchan- 
dise; but  flagrant  abuse  and  misuse  of  this 
selling  device  affronts  the  public  in  many  an 
untidy  drug  store  today.  Conservative 


though  they  were,  many  of  the  older  genera- 
tion of  pharmacists  were  sticklers  for  clean- 
liness, a tradition  which  they  must  have  failed 
to  impress  sufficiently  upon  many  of  the 
apprentices  who  followed  them  into  the  busi- 
ness. In  those  drug  stores  of  the  dizzy  cut- 
rate  era,  prescription  departments  were 
shoved  further  and  further  back  into  the 
corner,  not  infreuently  stocked  with  shel- 
lacked empty  shelf  bottles  to  create  a bit  of 
illusion  that  pharmacy  still  found  sanctuary 
within  their  walls,  albeit  regarded  as  of  little 
importance  in  comparison  to  the  greater  goal 
of  selling  almost  everything  in  competition 
with  every  other  merchant  along  the  street. 

But  though  the  pendulum  seems  to  swing 
back  and  forth,  it  never  crosses  time’s  speed- 
ing ribbon-chart  in  just  the  same  grooves. 

A new  pattern  is  continually  formed.  The 
pattern  varies  with  many  things:  consumers’ 
tastes,  improved  general  knowledge,  new 
professional  developments;  improvements  in 
methods  of  storekeeping.  The  pharmacist 
who  is  sensitive  to  these  fluctuations  in  pub- 
lic and  professional  moods  and  keeps  abreast 
of  them  find  in  the  drug  bsiness  a pleasant, 
worthy  and  profitable  calling.  Others  still 
cling  to  old  ways  and  hide,  as  if  they  were 
afflicted  with  photophobia,  in  the  shadows 
behind  the  swinging  door;  or  tiredly  try  to 
scrabble  a living  competing  with  the  dime 
store  and  the  supermarket. 

The  public,  being  what  it  is,  likely  always 
will  expect  the  community  pharmacist  to 
perform  a myriad  of  services  and  carry  a 
variety  of  stock  that  may  be  associated  with 
the  practice  of  pharmacy  only  by  straining 
one’s  imagination;  but  first  of  all,  it  is  going 
to  expect  him  to  be  a pharmacist!  Further- 
more, in  the  light  of  the  education  which 
modern  people  have  received  in  matters  of 
hygiene  and  sanitation,  they  are  going  to  ex- 
pect that  he  will  perform  his  professional 
services  in  a place  and  in  an  atmosphere 
about  which  they  need  have  no  qualms. 
They  won’t  expect  every  pharmacy  to  be  an 
exclusive  prescription  store;  in  fact,  they 
wouldn’t  like  that;  but  they  still  will  like  to 
feel  that  they  can  look  up  to  the  professional 
men  who  serve  them.  When  they  lose  that 
feeling,  it  is  likely  the  professional  men  will 
lose  customers. 

Just  as  the  public’s  demands  have  changed, 
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so  have  the  demands  of  those  concerned  with 
the  public’s  health.  Grandfather  had  to  know 
his  botany  and  pharmacognosy  and  how  to 
extract  the  active  materials  from  their  hiding 
places  in  plant  structures.  Father  purchased, 
ready  made,  more  and  more  of  his  fluid  ex- 
tracts, tinctures  and  other  galenicals,  but 
still  he  had  to  know  how  to  combine  them  to 
fit  the  varying,  and  sometimes,  amazing, 
whims  of  the  prescribing  physicians.  Son  to- 
day has  little  manufacturing  to  do,  and  not  so 
much  compounding — but  he  has  need  for  a 
vastly  greater  training  in  things  pharmaceu- 
tical in  order  to  fit  himself  for  the  greater 
responsibilities  which  rest  on  his  shoulders. 
He  is  a profesional  man — charged  with  the 
procurement,  storage  and  intelligent  dispens- 
ing of  today’s  more  potent,  more  specific,  and 
more  potentially  dangerous  agents  of  mod- 
ern therapeutics.  Carbolic  acid,  corrosive 
sublimate  and  conium  were  poisons  in  the  old 
days,  as  they  are  now;  but  their  potential 
danger  and  the  likelihood  of  people  being 
poisoned  by  their  use  was  far  less  than  is  the 
insidious  harm  and  mass  miery  which  un- 
limited elf-medication  might  bring  upon  peo- 
ple were  they  denied  the  pharmacist’s  pro- 
tection and  allowed  to  dose  themselves  freely 
with  today’s  potent  preparations.  Not  only 
must  the  modern  pharmacist  know  these  pro- 
ducts intimately  in  their  many  forms,  he 
must  keep  abreast  of  the  rapidly  changing 
field  of  medical  care,  and  frequently  serve  as 
advisor  to  and  collaborator  with  the  over- 
worked physician  in  his  daily  efforts  to  raise 
the  standard  of  health  in  the  community. 

In  those  “good  old  days,”  there  was  one 
problem  in  prescription  practice  which  did 
not  exist — a problem  which,  today,  plagues 
every  well-stocked  prescription  room.  I re- 
fer to  the  repeated  assertion  of  retail  phar- 
macists that  manufacturers  flood  the  market 
with  products  which  are  practically  dupli- 
cates of  one  another;  and  that,  as  a result,  the 
pharmacist  must  stock  dozens  of  items  of 
very  similar  therapeutic  nature  simply  be- 
cause physicians  specify  brands  or  trade 
names.  Certainly  this  situation  increases  in- 
ventory, and  if  not  watched,  can  reduce  pre- 
scription room  profit  to  the  vanishing  point. 
But,  the  very  fact  that  there  is  this  wide  and 
overlapping  range  of  ethical  products  offers 
the  alert  retail  pharmacist  his  greatest  oppor- 


tunity to  prove  himself  to  be  a true  partner 
with  the  physician.  The  doctor,  constantly 
solicited  by  hundreds  of  detail  men,  is  just 
confused  as  you  are — yes,  even  more  so,  since 
he  cannot  hope  to  remember  all  the  details 
of  difference  among  the  products  competing 
for  this  preference.  You,  if  you  are  well  in- 
formed, can  rapidly  become  the  physician’s 
consultant  on  therapy.  You  can  advise  him 
in  such  a way  as  to  confine  his  specification  to 
fewer  lines.  This  will  reduce  your  required 
inventory  appreciably,  yet  at  the  same  time 
enhance  your  profit  and  your  status  as  an 
authority  on  therapeutic  agents.  In  this  way, 
the  evolution  from  the  “good  old  days”  can 
be  made  to  serve  you  personally,  just  as  it 
has  benefited  the  practice  of  medicine  and 
the  health  of  the  public. 

Yes,  the  pharmacist  who  keeps  abreast 
with  his  profession  and  the  associated  healing 
arts  has  come  a long  way  from  that  old 
swinging  door.  Besides  the  drugs,  chemicals 
and  compounds  which  have  been  a part  of 
pharmacy  since  time  immemorial,  he  has  to 
know  his  biologicals,  antibiotics,  complex  or- 
ganic chemicals,  narcotics,  hypnotics,  vita- 
mins, antihistaminics,  hormones  and  a multi- 
tude of  varieties  and  classes  of  medicinal 
agents  unheard  of  in  the  early  decades  of  this 
century.  And  with  all  of  this,  he  must  of 
necessity  be  a good  executive,  storekeeper 
and  manager.  Truly,  it  may  be  said,  he  is 
the  world’s  most  amazing  business  man,  for 
he  must  be  a specialist,  not  in  one  line,  but 
in  a score  or  more  of  highly-technical  and 
complex  fields. 

While  we  find  that  the  modern  pharmacist 
is  well  posted  in  these  professional  and  quasi- 
professional fields,  it  does  not  require  too 
close  scrutiny  of  drug  stores  across  the  nation 
to  make  one  realize  that  many  have  not  kept 
pace  with  our  great  professional  strides.  All 
too  many  stores  still  cling  to  the  vestiges  of 
the  swinging-door  era.  Our  modern  phar- 
macist, if  he  wishes  to  hold  his  public’s  con- 
fidence and  trade,  must  of  necessity  bring 
his  drug  store,  and  particularly  his  profes- 
sional department,  into  a line  in  service  and 
appearance,  in  keeping  with  his  new  responsi- 
bilities. 

How  shall  he  go  about  this?  There  are  al- 
most as  many  approaches  as  there  are  drug 
stores;  and  certainly  no  plan  can  be  drawn 
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up  and  mass-produced  to  fit  all  stores.  The 
pharmacist,  depending  upon  his  means  and 
the  potentials  of  his  business,  may  spend 
thousands  of  dollars  on  an  elaborate  remodel- 
ing program;  or  he  may  spend  tens  of  dollars 
and  a lot  of  ingenuity  and  elbow-grease  in 
cleaning  up,  painting  up  and  remodeling  with 
his  own  saw  and  hammer.  But  there  is  no 
store  that  has  been  built  for  over  five  years 
that  cannot  stand  some  improvement.  Some 
successful  pharmacists  whom  we  know  have 
repeatedly  torn  out  what  seemed  to  be  good, 
reasonably  modern,  serviceable  fixtures  and 
replaced  them  with  new  at  intervals  of  from 
six  to  ten  years — and  found  it  to  be  good  and 
profitable  business.  It  increased  the  effici- 
ency of  their  stores,  and  it  spoke  volumes  to 
the  public  to  the  effect  that  here  were  pro- 
gressive drug  stores. 

The  druggists  of  Birmingham,  Alabama, 
evolved  a plan  that  is  particularly  good,  and 
which  is  deserving  of  consideration  and  adop- 
tion on  a much  wider  scale.  In  fact,  it  could 
well  be  adopted  by  any  state  or  local  phar- 
maceutical association.  The  plan  includes  an- 
nual contests,  awarding  prizes  to  the  drug 
store  owner  or  manager  who  shows  the  most 
improvement  in  his  store  in  a given  period. 
A corps  of  judges  is  appointed  to  visit  stores 
wishing  to  enter  the  competition,  at  the  be- 
ginning of  the  contest  period.  Then,  some 
three  months  later,  the  judges  again  cover 
the  stores,  grading  them  upon  their  improve- 
ment. Sometimes  the  contests  center  about 
the  professional  department;  sometimes  the 
entire  store;  sometimes  the  fountain — but  the 
result  of  the  program,  which  receives  con- 
siderable attention  in  local  newspapers,  too, 
is  to  stimulate  all  druggists  to  improve  their 
stores  and  make  them  more  attractive  to  the 
public.  It  is  not  inconceivable  that  such  a 
plan  might  work  right  here  in  your  state. 

There  are  a number  of  things  to  be  con- 
sidered in  a program  for  modernization  of 
your  professional  department.  After  all,  its 
primary  purpose  is  to  provide  a place  for  you 
to  conveniently  and  efficiently  perform  your 
professional  services — at  a profit  to  your 
store.  You  do  not  just  put  in  a prescription 
department  for  looks,  any  more  than  you  put 
a display  in  your  window  just  to  have  some- 
thing between  the  glass  and  the  back.  You 


use  both  for  the  same  purpose — to  make 
sales.  And,  like  the  window  display,  the 
more  attractive  and  eye-appealing  you  make 
your  prescription  department,  the  more  pull- 
ing power  it  will  have.  But  do  not  sacrifice 
convenience  and  sound-working  principles. 
After  all,  if  you  have  or  expect  to  develop  a 
good  prescription  volume,  you  and  your  em- 
ployees are  going  to  spend  a lot  of  time  in 
this  department. 

What  constitutes  a modern  prescription 
department?  The  answer  to  that  is  again  as 
individual  as  the  personality  of  the  phar- 
macist and  the  tastes  of  his  community.  In 
one  store,  it  may  be  plain  wood  and  glass 
fixtures,  with  a copious  application  of  white 
or  light  colored  paint,  kept  scrupulously 
clean  and  orderly.  In  another  store,  it  may 
be  a much  more  elaborate  setup,  with  glass 
brick  and  walnut  panels  and  white  tiling  and 
the  latest  gadgets.  Suit  your  plans  to  your 
situation.  But  the  main  requisites  are: 

1.  An  externa]  appearance  that  is  pleasing 

to  the  customers’  eyes,  and  which 
radiates  cleanliness  and  orderliness. 

2.  At  least  a partial  open-view  arrange- 

ment. People  like  to  be  able  to  see 
something  of  the  inside  of  the  pres- 
cription room,  and  to  see  the  phar- 
macist at  work,  even  though  his 
actual  operations  may  be  shielded 
from  direct  view. 

3.  Conveniences  and  efficiency  of  ar- 

rangement. The  pharmacist  should 
be  able  to  fill  the  greater  number  of 
prescriptions  with  a minimum  of 
steps.  The  days  and  hours  are  too 
long  for  him  to  have  to  spend  them  on 
a walking  marathon. 

4.  There  should  be  ample  storage  space. 

He  will  need  sufficient  room  for  an 
adequate  stock,  and  for  new  items, 
without  having  to  run  to  the  base- 
ment or  stockroom  every  few  min- 
utes. 

4-A.  Set  aside  a shelf  or  section  for  new 
prescription  specialty  items.  Label  it 
the  New  Item  Section.  Place  every 
new  item  here  until  it  has  earned  the 
right  to  a place  in  the  regular  stock. 
In  this  way,  a lot  of  potential  “shelf- 
warmers”  can  be  spotted  and  kept 
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from  seriously  inflating  prescription- 
room  inventories.  It  will  also  serve 
to  keep  the  manufacturers’  represent- 
atives on  their  toes.  Combined  with 
an  adequate  file  of  reference  litera- 
ture, it  will  serve  still  another  pur- 
pose— use  it  to  call  the  attention  of 
visiting  physicians  to  your  alertness 
in  obtaining  new  item,  and  to  impress 
them  with  your  knowledge  of  latest 
medical  advances. 

5.  Ease  of  cleaning  is  important.  Stocks 

should  either  be  enclosed  in  drawers 
insofar  as  possible,  or  be  so  arranged 
that  they  may  be  kept  clean  at  all 
time.  There  is  no  way  of  avoiding 
dust;  but  shelves  and  ledges  should 
be  easy  to  get  at,  and  regularly 
wiped  off.  A series  of  paper  cups, 
inverted  over  the  necks  of  gallon 
bottles,  will  keep  off  the  trouble- 
some dust  that  invariably  accumu- 
lates on  the  cap  and  lip. 

6.  An  easily-cleaned  sink,  and  one  that  is 

kepi  clean,  plus  a source  of  heat,  are 
important,  too.  Provision  for  these 
should  be  made  at  a convenient  spot. 

7.  There  should  be  some  provision  for 

secluded  working  space.  While  it  is 
advantageous  to  conduct  some  phar- 
maceutical operations  wholly  or  par- 
tially in  the  public’s  view,  just  on  the 
principles  of  good  showmanship  — 
other  pharmaceutical  procedures  are 
of  necessity  somewhat  unsightly  in 
character.  The  pharmacist  should 
provide  himself  with  some  place 
where  such  procedures  may  be  car- 
ried on  without  embarrassment,  or 
without  adverse  effect  upon  the 
casual  observer. 

8.  Have  a separate  receiving  room.  It  is 

one  of  the  greatest  mistakes  in  the 
conduct  of  a drug  store  to  use  the  pre- 
scription room  for  the  purposes  of 
opening  packing  boxes  and  checking 
orders.  It  is  sunsightly,  unsanitary, 
and  unprofitable. 

9.  Your  packages  should  be  as  attractive 

as  your  department.  All  the  profes- 
sional and  technical  skill  that  you  put 
into  the  prescription  may  be  dis- 


counted in  the  eyes  of  the  patient 
or  the  physician  if  your  label  is  messy, 
crooked,  finger-printed,  or  the  pack- 
age poorly  or  sloppily  wrapped.  Put 
the  finishing  touch  on  your  package 
as  carefully  as  you  would  compound 
its  contents. 

10.  Keep  yourself  as  clean  as  your  depart-! 

ment — and  vice  versa.  The  adoption 
of  a comfortable,  well-fitting  phar- 1 
macist’s  coat  of  a suitable  color,  and 
making  sure  that  the  one  you  wear  is 
always  clean  through  frequent 
changes,  is  one  of  the  surest  ways  of 
gaining  and  keeping  the  confidence 
both  of  customers  and  professional 
associates. 

11.  Finally — go  after  business.  Once  you  i 

have  your  professional  department  in 
proper  shape — ask  people  for  busi- 
ness. Use  advertising,  display,  direct  • 
mail,  professional  interviews  with  j 
physicians,  dentists,  and  hospitals,  a 
Let  people  know  you  are  a phar-  I 
macist;  that  you  are  proud  of  your 
professional  department;  that  you 
will  be  happy  to  have  them  visit  it 
and  see  how  well  up  to  date  you  are.  i 

There  may  be  other  formulas;  there  may  be 
many  other  points  which  might  be  suggested.  I 
However,  if  any  modern  pharmacist  will  ap- 
ply these  essential  principles  to  his  store,  he 
will  find  that  his  business  will  improve.  How  j 
he  does  it  is  of  secondary  importance.  May-  j 
be  he  does  his  own  modernization  by  tearing  j 
down  that  swinging  door  and  cutting  down 
the  front  of  the  prescription  case  so  that  peo- 
ple won’t  think  he's  trying  to  hide  something. 
Perhaps  he  calls  in  the  local  carpenters;  or  I 
he  hires  an  architect  and  has  special  fixtures 
built  to  order.  The  important  thing  is  in  the 
fact  that  these  twelve  points  are  just  what  the 
more  successful  and  alert  pharmacists  have 
been  and  are  doing,  all  across  the  country,  I 
today!  Come  on  out  from  behind  that  swing- 
ing door  and  join  the  parade! 

Recently,  Parke,  Davis  & Company,  J 
through  the  medium  of  your  publication, 
Modern  Pharmacy,  conducted  an  interna- 
tional “Design  for  Prescription  Departments” 
contest,  wherein  pharmacists  themselves 
were  invited  to  enter  their  own  ideas  for 
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improving  the  professional  departments  of 
drug  stores.  This  brought  in  a wealth  of 
valuable  suggestions,  some  of  them  unique, 
some  falling  pretty  consistently  into  patterns. 
Among  them,  however,  were  some  rather  out- 
standing ideas,  which  appear  in  the  May, 
1948,  issue  of  Modern  Pharmacy.  In  the  re- 
prints which  will  be  passed  out,  you  will 
note  some  of  the  suggestions  of  the  contest- 
ants. None  of  them  is  fantastic;  none  of 
them  impractical.  The  judges,  all  phar- 
macists of  long  experience,  chose  with  care 
those  plans  which  in  their  opinion  offered  the 
most  practical  help  to  pharmacists  who  con- 
template modernization  We  are  glad  to  pre- 
sent these  ideas  to  you  at  this  time,  and  hope 
that  from  them  you  will  gain  worthwhile  and 
profitable  suggestions. 

The  trend  of  retail  pharmacy  in  recent 
years,  and  the  indications  of  coming  years, 
all  point  in  the  direction  of  greater  emphasis 
on  professional  pharmacy  in  successful  and 
profitable  drug  store  operation.  The  profes- 
sional department  is  the  one  department  of 
the  drug  store  wherein  the  pharmacist  is  in 
competition  only  with  his  own  kind.  In  al- 
most all  others,  he  has  to  meet  and  beat 
other  merchants  at  the  great  game  of  catch- 
ing the  consumer’s  dollar.  But  he  must  not 
hide  his  professional  light  under  the  bushel 
of  false  modesty.  Furthermore,  if  he  is  going 
to  successfully  court  the  public’s  favor  in 
these  modern  days,  he  must  of  necessity  make 
sure  that  his  is  one  of  the  most  attractive 
stores  on  Main  Street;  that  no  one  outshines 
him  either  in  visual  appearance  or  customer 
convenience.  That,  perhaps,  will  mean  a 
modern  store  front;  modern  lighting;  modern 
store  arrangement  with  wide  aisles  for  cus- 
tomers; displays  of  merchandise  where  it  can 
be  seen,  though  protected  as  its  particular  re- 
quirements indicate;  well-groomed  and  well- 
trained  employees  who  can  carry  out  and 
reflect  the  proprietor’s  policies  while  satis- 
factorily serving  customers;  a professional  de- 
partment which  will  announce  itself  as  such, 
merit  confidence  and  draw  business;  and,  to 
top  it  all  off — having  an  operating  program 
that  is  ever  alert  and  sensitive  to  progressive 
business  opportunities.  This  applies  to  the 
professional  department  as  surely  as  to  any 
other  part  of  the  store;  for,  while  different 


techniques  of  promotion  naturally  must  be 
applied,  the  professional  department  is  no 
less  responsive  to  sound  merchandising  prin- 
ciples than  any  other  part  of  the  store.  Sales 
must  be  made  in  the  prescription  room,  just 
as  in  any  other  department,  before  money 
can  be  put  in  the  cash  register  and  a profit 
realized.  Therefore,  a program  of  profes- 
sional promotion,  to  customers  as  well  as  to 
physicians  and  members  of  the  other  health 
professions,  is  a potent  ingredient  in  the 
prescription  for  successful  drug  store  opera- 
tion. 

So,  fellow  pharmacists — if  the  old  swinging 
door  is  still  a part  of  your  drug  business, 
either  as  a material  fixture,  or  its  mental 
equivalent — let’s  kick  it  out  of  our  way — tear 
the  swinging  door  off  our  thinking — and  get 
in  step  with  modern  pharmacy  and  the  de- 
mands of  our  modern  public 


U.  S.  DOCTORS  AID  POLAND 

Some  of  America’s  topflight  surgeons  are 
helping  Poland’s  best  to  catch  up  on  what 
they  lost  during  the  war  and  the  long  Nazi 
occupation.  An  international  medical  team 
organized  by  the  American  Unitarian  Service 
committee  and  sponsored  by  the  World 
Health  Organization  is  in  Poland  to  show 
men  there  the  newest  developments  in 
science. 

Poland  lost  6,000  or  more  doctors  during 
the  war.  About  7,  000  are  left. 

Eight  American  medical  scientists  have 
been  joined  by  Swiss,  Swedish,  British  and 
Czechoslovakia  doctors.  Their  lectures  and 
demonstrations  are  to  continue  into  August. 

The  medical  mission  brought  to  Poland  35 
cases  of  modern  medical  equipment  and  lit- 
erature, to  be  donated  to  Polish  universities. 
The  American  doctors,  after  spending  nearly 
two  months  in  Poland,  are  slated  to  go  to 
Finland  for  lectures  at  the  Universities  of 
Helsinki  and  Turku.  They  are  to  return  to 
America  via  Stockholm  the  beginning  of 
September. 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Associate  Professor  Pharmacology 
South  Dakota  State  College 


New  Products  for  Prolonging  the  Action  of 
Penicillin: 

One  of  the  objectives  in  penicillin  research 
has  been  to  prolong  the  therapeutic  effect  of 
penicillin;  that  is,  to  devise  a means  by  which 
effective  blood  concentrations  of  the  drug 
can  be  maintained  for  long  periods  of  time 
following  a single  administration.  Penicillin 
is  rapidly  absorbed  and  its  excretion,  via  the 
kidneys,  is  also  rapid.  After  an  intramuscular 
injectioq  it  reaches  a maximum  concentration 
in  the  blood  in  fifteen  to  twenty  minutes  and 
eighty  percent  of  the  dose  may  appear  in  the 
urine  in  two  hours.  After  four  hours  there 
is  less  than  five  percent  in  the  body1.  Be- 
cause of  this,  the  dose  must  be  repeated  at 
short  intervals.  Absorption  of  orally  admin- 
istered penicillin  is  incomplete  and  a con- 
siderable portion  of  the  penicillin  thus  ad- 
ministered is  destroyed  in  the  gastrointes- 
tinal tract.  The  oral  dose  must  generally  be 
three  to  five  times  that  given  intramuscularly 
to  maintain  an  equal  blood  concentration. 

In  general,  two  approaches  have  been  made 
to  the  problem  of  securing  longer  effective 
blood  levels  of  penicillin  with  a single  injec- 
tion. One  of  these  has  been  to  secure  retarded 
absorption  of  the  penicillin  such  that  ab- 
sorption of  the  drug  from  a single  injection 
would  take  place  over  a longer  period  of  time. 
A number  of  methods  have  been  used  to 
accomplish  this,  including  the  use  of  certain 
vehicles  such  as  the  peanut  oil  and  beeswax 
mixture,  which  retard  diffusion  of  penicillin 
into  tissues;  the  use  of  vasoconstrictors  with 
the  penicillin;  and  the  use  of  an  ice  bag  over 
the  site  of  injection.  One  of  the  most  widely 
employed  and  effective  of  these  methods  was 
the  administration  of  penicillin  in  peanut  oil 
and  beeswax.  This  vehicle,  by  slowing  the 
diffusion  of  penicillin  into  tissues,  following 
intramuscular  injection,  prolonged  the  action 
of  the  penicillin  and  consequently  injections 
could  be  made  at  less  frequent  intervals  than 
when  penicillin  in  physiological  salt  solution 
was  used.  Unfortunately,  the  beeswax  in  the 


mixture  was  responsible  for  a number  of  un- 
favorable local  reactions  and  thus  the  vehicle 
is  not  entirely  satisfactory.  More  recently, 
several  new  products  have  appeared  on  the 
market  which  are  intended  to  prolong  the 
effectiveness  of  penicillin  and  at  the  same 
time  eliminate  the  unfavorable  reactions 
caused  by  the  beeswax. 

Aluminum  Penicillin: 

This  is  the  trivalent  aluminum  salt  of 
penicillin  and  is  nearly  insoluble  in  water.  It 
is  available  in  two  forms*,  Aluminum  Peni- 
cillin in  Oil  for  intramuscular  injection  and 
Aluminum  Penicillin  Oral  Tablets  for  oral 
administration.  The  Aluminum  Penicillin  in 
Oil  is  a sterile  suspension  in  peanut  oil  with- 
out beeswax.  It  is  said  to  be  slowly  absorbed 
and  produces  little,  if  any,  irritation.  The 
oral  tablets  are  said  to  be  less  susceptible 
than  penicillin  itself  to  action  of  gastric 
acidity  due  to  the  low  solubility,  and  less 
susceptible  to  action  of  penicillinase  due  to 
the  sodium  benzoate  present2. 

Procaine  Penicillin: 

Another  product  of  this  type  is  procaine 
penicillin,  prepared  by  combining  penicillin-  : 
G with  procaine  base.  This  product  is  avail- 
able as  a suspension  in  refined  sesame  oil, 
**  lee.  containing  300,000  units  of  penicillin. 
Clinical  results  have  shown  that  in  approx- 
imately 90-95  percent  of  patients  receiving  a 
single  intramuscular  injection  of  1 cc.  (300,- 
000  units)  of  procaine  penicillin-G  suspended 
in  sesame  oil  or  cottenseed  oil  therapeutic 
blood  levels  are  maintained  for  twenty-four 
hours  and,  in  some  instances,  even  longer3-4. 
There  is  also  less  incidence  of  side  reactions 
at  the  site  of  injection. 

* Aluminum  Penicillin  in  Oil  is  available  in  1 cc. 
ampules,  300,000  units  per  cc.  and  Aluminum 
Penicillin  Oral  Tablets,  50.000  units  each.  Hyn- 
son,  Wescott  & Dunning,  Inc.,  Baltimore,  Mary- 
land. 

**  Duracillin,  in  Oil  (Procaine  Penicillin  G in  oil, 
Lilly)  is  available  in  1 cc.  and  10  cc.  rubber 
stoppered  ampules,  300,000  units  per  cc.  Eli 
Lilly  & Company,  Indianapolis,  Iindiana. 
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Transactions  of  the  South  Dakota 
State  Medical  Association 

Sixty-Seventh  Annual  Session 
Sioux  Falls,  South  Dakota 
May  30— June  1,  1948 


OFFICERS,  1948-49 
President 

J.  L.  Calene,  M.D.  Aberdeen 

President-Elect 

W.  H.  Saxton,  M.D.  Huron 

Vice-President 

C.  E.  Robbins,  M.D.  _ Pierre 

Secretary-Treasurer 

R.  G.  Mayer,  M.D.  Aberdeen 

Executive  Secretary 

John  C.  Foster  Sioux  Falls 

Delegate  to  A.  M.  A. 

H.  Russell  Brown,  M.D.  Watertown 

Alternate  Delegate  to  A.  M.  A. 

William  Duncan,  M.D.  Webster 

Chairman  Council 

C.  E.  Robbins,  M.D. Pierre 

COUNCILORS 
First  District 

J.  D.  Alway,  M.D.  (1950)  Aberdeen 

Second  District 

M.  W.  Larsen,  M.D.  (1950)  Watertown 

Third  District 

G.  E.  Whitson,  M.D.  (1951)  Madison 

Fourth  District 

M.  M.  Morrissey,  M.D.  (1950)  Pierre 

Fifth  District 

B.  T.  Lenz,  M.D.  (1951) Huron 

Sixth  District 

F.  D.  Gillis,  M.D.  (1951) Mitchell 

Seventh  District 

L.  J.  Pankow,  M.D.  (1951)  Sioux  Falls 

Eighth  District 

E.  M.  Stansbury,  M.D.  (1950)  Vermillion 

Ninth  District 

R.  E.  Jernstrom,  M.D.  (1949) Rapid  City 

Tenth  District 

R.  J.  Quinn,  M.D.  (1949)  Burke 

Eleventh  District 

A.  W.  Spiry,  M.D.  (1949) Mobridge 

Twelfth  District 

D.  A.  Gregory,  M.D.  (1949)  Milbank 

Councilor  at  Large 

H.  Russell  Brown,  M.D.  (1949)  Watertown 


STANDING  COMMITTEES 
1948-49 

Scientific  Work 

J.  L.  Calene,  M.D. Aberdeen 

W.  H.  Saxton,  M.D.  Huron 

R.  G.  Mayer,  M.D. Aberdeen 

Public  Policy  and  Legislation 


J.  L.  Calene,  M.D.  

.....  Aberdeen 

W.  H.  Saxton,  M.D. 

Huron 

The  Council 

Publications 

R.  G.  Mayer,  M.D.  

.....  Aberdeen 

The  Council 

Medical  Defense 

C.  J.  McDonald,  M.D.  (1949) 

Sioux  Falls 

G.  W.  Mills,  M.D.  (1950) 

Wall 

F.  D.  Gillis,  M.D.  (1951)  

Mitchell 

Medical  Education  and  Hospitals 
T.  F.  Riggs,  M.D.  (1949)  ... Pierre 

F.  S.  Howe,  M.D.  (1950) Deadwood 

W.  H.  Saxton,  M.D.  (1951)  _ Huron 

Medical  Economics 

M.  W.  Larsen,  M.D.  (1951) Watertown 

M.  W.  Pangburn,  M.D.  (1949) Miller 

W.  A.  Dawley,  M.D.  (1950) Rapid  City 

Wm.  Duncan,  M.D. Webster 

M.  C.  Tank,  M.D.  Brookings 

Public  Health 

G.  J.  Van  Heuvelen,  M.D. 

(General  Chairman) Pierre 

Sub-committee  on  Cancer 

P.  V.  McCarthy,  M.D.  (1950) Aberdeen 

H.  E.  Davidson,  M.D.  (1949)  Lead 

D.  H.  Breit,  M.D.  (1951) Sioux  Falls 

Sub-committee  on  Tuberculosis 

W.  L.  Meyer,  M.D.  (1951)  Sanator 

D.  S.  Baughman,  M.D.  (1949) Madison 

A.  W.  Spiry,  M.D.  (1950) Mobridge 

Sub-committee  on  Mental  Hygiene  and 
Child  Welfare 

G.  Zimmerman,  M.D.  (1949)  __  Sioux  Falls 

F.  W.  Haas,  M.D.  (1950) Yankton 

H.  Shreves,  M.D.  (1951)  Sioux  Falls 


LIBRARY  OF  THE 

COLLEGE  CF  PHYSICIANS 


’t  n 


— 300  — 


SOUTH  DAKOTA 


Sub-committee  on  Syphilis  Control  and 


U.S.P.H.  Service 

Gilbert  Cottam,  M.D.  (1949)  Pierre 

F.  J.  Tobin,  M.D.  (1950) ..  Mitchell 

G.  J.  Van  Heuvelen,  M.D.  (1951)  ___  Pierre 

Necrology 

J.  A.  Nelson,  M.D.  (1951)  __  Sioux  Falls 

R.  A.  Weber,  M.D.  (1949)  ..  Mitchell 

H.  L.  Saylor,  M.D.  (1951)  Huron 

Medical  Benevolence 

C.  E.  Sherwood,  M.D.  (1950)  _____  Madison 

J.  C.  Hagin,  M.D.  (1951)  Miller 

W.  E.  Donahoe,  M.D.  (1949)  ___  ____  Sioux  Falls 


SPECIAL  COMMITTEES 

Radio  Broadcast 


L.  J.  Pankow,  M.D. 

(General  Chairman)  Sioux  Falls 

J.  C.  Rodine,  M.D.  ___  Aberdeen 

M.  C.  Jorgenson,  M.D.  Watertown 

Charles  Gutch,  M.D.  Pierre 

R.  A.  Buchanan,  M.D Huron 

Howard  Lewis,  M.D.  Mitchell 

Paul  Reagan,  M.D.  ____  Sioux  Falls 

V.  I.  Lacey,  M.D. Yankton 

A.  A.  Lampert,  M.D. Rapid  City 

Editorial 

R.  G.  Mayer,  M.D.  Aberdeen 

Donald  Slaughter,  M.D.  . ____  Vermillion 

B.  R.  Skogmo,  M.D.  Mitchell 

C.  B.  McVay,  M.D.  Yankton 

G.  J.  Van  Heuvelen,  M.D.  Pierre 

Wm.  Duncan,  M.D.  Webster 

H.  Russell  Brown,  M.D.  Watertown 

R.  A.  Buchanan,  M.D. — Huron 

C.  F.  Morsman,  M.D.  Hot  Springs 

M.  P.  Merryman,  M.D.  Rapid  City 

Medical  Licensure 

Lyle  Hare,  M.D.  ___  Spearfish 

J.  D.  Alway,  M.D. Aberdeen 

G.  J.  Van  Heuvelen,  M.D.  Pierre 

Allied  Group 

E.  A.  Pittenger,  M.D.  Aberdeen 

D.  H.  Manning,  M.D Sioux  Falls 

R.  J.  Quinn,  M.D Burke 

Veterans  Administration  and  Military  Service 

Faris  Pfister,  M.D.  Webster 

T.  J.  Billion,  Jr.,  M.D.  ...  Sioux  Falls 

Stanley  Owen,  M.D.  Rapid  City 

R.  E.  Buchanan,  M.D.  ____  _ ____  Huron 

M.  R.  Gelber,  M.D.  Aberdeen 

Spafford  Memorial  Fund 
J.  C.  Ohlmacher,  M.D.  Vermillion 


Prepayment  and  Insurance  Plans 


H.  Russell  Brown,  M.D. Watertown 

C.  E.  Robbins,  M.D.  Pierre 

R.  E.  Jernstrom,  M.D.  Rapid  City 

R.  G.  Mayer,  M.D.  Aberdeen 

C.  E.  Sherwood,  M.D. Madison 

Wm.  Duncan,  M.D.  Webster 

National  Legislation 

W.  H.  Saxton,  M.D.  Huron 

J.  L.  Calene,  M.D.  — ___ Aberdeen 

H.  Russell  Brown,  M.D.  Watertown 

C.  E.  Robbins,  M.D.  Pierre 

R.  G.  Mayer,  M.D.  Aberdeen 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.  Volga 

M.  M.  Morrissey,  M.D.  Pierre 

G.  J.  Bloemendaal,  M.D.  Ipswich 

Medical  School  Affairs 

Donald  Slaughter,  M.D.  Vermillion 

Wm.  Duncan,  M.D. Webster 

L.  J.  Pankow,  M.D. Sioux  Falls 

Wm.  Saxton,  M.D. Huron 

F.  R.  Williams,  M.D. Rapid  City 

H.  Russell  Brown,  M.D.  Watertown 

Revision  of  Constitution  and  By-Laws 
R.  G.  Mayer,  M.D.  Aberdeen 

C.  E.  Robbins,  M.D.  Pierre 

H.  Russell  Brown,  M.D.  Watertown 

Nursing  Training 

D.  A.  Gregory,  M.D.  Milbank 

J.  A.  Eckrich,  M.D.  Aberdeen 

R.  E.  Lemley,  M.D. Rapid  City 

State  Legislation 

Wm.  Duncan,  M.D. _____  Webster 

G.  I.  Cottam,  M.D.  Sioux  Falls 

Magni  Davidson,  M.D.  _ Brookings 

G.  W.  Mills,  M.D Wall 

W.  L.  Meyer,  M.D Sanator 

Advisory  to  State  Board  of  Health 
Otolaryngology 

Robert  Groves,  M.D. _ Sioux  Falls 

Ophthalmology 

C.  M.  Kershner,  M.D.  Brookings 

Orthopedics 

Robert  Van  Demark,  M.D.  Sioux  Falls 

Maternal  Welfare 

J.  E.  Bruner,  M.D.  Aberdeen 

Child  Welfare 

Mary  Schmidt,  M.D. Watertown 
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Address  of  the  President 

H.  RUSSELL  BROWN.  M.D. 
Watertown,  S.  D. 


The  privilege  of  serving  as  President  of  the 
South  Dakota  State  Medical  Association  dur- 
ing the  past  year  has  been  deeply  ap- 
preciated. To  join  the  ranks  of  those  many 
able  leaders  in  medicine  and  community  life, 
who  have  preceded  me  in  this  office,  is  a 
distinct  honor.  Responsibility  always  accom- 
panies privilege  and  honor,  and  I hope  that 
my  efforts  have  been  adequate  to  meet 
successfully  this  obligation.  Before  leaving 
this  office,  I wish  to  thank  the  members  of 
the  Association  for  the  fine  cooperation  and 
support  accorded  our  program. 

During  the  past  year,  I have  been  privileged 
to  meet  with  almost  all  of  our  District 
Societies,  and  a large  proportion  of  our  mem- 
bership. On  these  occasions  we  discussed  the 
many  problems  facing  the  medical  profession, 
nationally  and  locally.  At  the  risk  of  repeti- 
tion, but  also  believing  that  repetition  may 
be  helpful,  I will  refer  again  to  some  of  them. 
To  successfully  meet  the  attack  launched 
against  medicine,  it  is  imperative  that  each 
of  us  seriously  consider  these  problems,  and 
do  his  full  part  toward  their  solution. 

It  has  been  said  that  the  doctor  and  the 
medical  profession  are  in  the  “dog  house.” 
Most  articles  which  have  been  appearing 
frequently  in  the  nation’s  press  and  periodi- 
cals, directly  or  by  implication,  blame  the 
medical  profession  for  all  deficiencies  that 
may  exist  in  the  field  of  medical  care.  The 
average  man  on  the  street  usually  respects 
his  own  physician  as  a hard-working,  public 
spirited,  and  conscientious  individual.  Despite 
that  feeling,  he  is  prone  to  regard  medical 
associations,  especially  those  of  national 
scope,  as  being  selfish,  and  self-serving.  The 
public  has  been  influenced  to  believe  that  we 
are  a “medical  trust,”  concerned  with  selfish 
objectives  rather  than  the  health  and  welfare 
of  the  nation  we  are  serving. 

Medicine  is  at  fault  to  no  small  degree  for 
this  existing  situation.  Individual  physicians, 
and  the  profession  generally,  have  been 
negligent  in  failing  to  inform  and  educate  the 
public  regarding  the  outstanding  accomplish- 


ments of  medicine  during  the  past  several 
decades. 

During  the  wartime  and  post  war  years, 
several  factors  have  served  to  make  medical 
care  a subject  for  popular  discussion.  During 
the  war,  there  existed  a definite  shortage  of 
doctors  to  satisfy  civilian  needs.  As  a result 
doctors  were  overworked,  and  were  not  as 
readily  available  as  under  normal  conditions. 
High  national  income,  during  and  since  the 
war,  has  resulted  in  demands  on  doctors  for 
the  luxuries  of  medical  care,  rather  than 
merely  the  needs  as  in  former  years.  This 
same  situation  is  present  in  other  lines  of 
endeavor,  but  seems  to  be  taken  for  granted 
by  the  public,  who  expects  those  current 
difficulties  in  other  fields  to  remedy  them- 
selves after  further  time  for  readjustment. 

Added  to  these  influences  is  the  campaign 
for  socialized  medicine  which  has  been  waged 
increasingly  during  war  and  post  war  years. 
During  this  period  there  has  been  created  in 
the  public  mind,  widespread  concern  about 
the  state  of  health  of  the  American  people. 
Much  of  the  propaganda  used  to  create  this 
belief  has  been  based  on  the  inaccurate,  mis- 
leading, and  erroneous  interpretation  of  the 
selective  service  statistics  of  World  War  II. 
A concerted  sales  effort  has  been  put  forth  to 
convince  the  American  people  that  a gen- 
erous government  should  take  care  of  all  of 
us  from  the  cradle  to  the  grave.  This  propa- 
ganda campaign  has  been  promulgated  by 
social  planners,  job  creators,  and  professional 
dogooders.  Much  of  it  has  been  promoted  by 
people  in  the  employ  of  our  federal  govern- 
ment, and  has  been  financed  by  federal  taxes. 
Clever  propaganda  has  led  the  average  per- 
son to  think  that  he  will  get  medical  care,  in 
all  of  its  ramifications,  at  no  cost  or  effort  of 
his  own. 

Though  not  all  of  the  factors,  the  foregoing 
have  been  sufficient  to  bring  the  considera- 
tion of  medical  care  in  the  nation  to  a high 
emotional  pitch.  Because  of  this,  many  facts 
have  become  obscured  from  view.  Among 
these,  is  the  fact  that  the  medical  profession 
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is  more  interested  than  any  other  group  in 
the  nation  in  improving  and  extending  med- 
ical care,  and  above  all  others,  is  the  most 
qualified  to  develop  the  methods  for  its  im- 
provement and  extension. 

Today  in  the  United  States,  we  have  a 
higher  standard  of  public  health,  medical 
education,  and  research,  and  better  medical 
care  than  any  other  large  nation  in  the  world. 
In  this  record  of  service  to  the  public, 
American  medicine  has  nothing  for  which  to 
apologize.  In  justice  to  itself,  however,  it 
has  failed  in  not  making  this  record  known 
to  the  people  of  the  country. 

We,  in  medicine,  must  recognize  that  we 
are  living  in  a constantly  changing  economy, 
and  thus  the  character  of  the  practice  of  med- 
icine must  also  undergo  changes.  Medicine 
is  far  different  today  than  it  was  10  or  20 
years  ago.  A constant  sentimental  cry  is 
heard  for  the  return  of  the  “old  family  doc- 
tor.” It  was  so  simple  to  call  the  family  doc- 
tor to  the  home,  where  he  immediately 
diagnosed  and  treated  a patient  without  any 
other  expense  or  inconvenience.  He  did  a 
good  job  under  the  different  conditions  that 
existed  during  his  time.  Today  however, 
people  generally  do  not  desire  that  kind  of 
medical  service,  and  properly  so.  Diagnosis  is 
more  complicated  but  more  accurate.  Treat- 
ment frequently  requires  hospitalization  and 
special  technique,  but  it  is  also  more  effective 
and  rapid,  and  surer  of  results.  Consequently 
we  must  recognize  that  the  gradual  dis- 
appearance of  the  “old-time  family  doctor” 
is  caused  by  the  disappearance  from  our 
society  of  the  people  who  wanted  and  patron- 
ized him,  rather  than  a failure  of  the  medical 
profession  to  produce  him.  In  this  process  of 
evolution,  the  pendulum  has  swung  too  far 
toward  specialization,  but  it  is  being  in- 
fluenced to  return  to  its  proper  position.  More 
general  practitioners  will  be  produced  be- 
cause the  people  want  and  need  them.  They 
won’t  be  the  “old  time  family  doctors” 
though,  because  people  demand  a different 
type  of  service  today. 

It  seems  to  me  that  we,  in  medicine,  should 
not  be  on  the  defensive  continually,  and 
assume  responsibility  for  all  deficiencies  in 
the  character  of  medical  care  that  people 
desire,  but  do  not  necessarily  need.  We  must 
call  attention  to  many  conditions  which  are 


beyond  our  control,  but  for  which  unthink- 
ing people  are  accusing  us  of  failure  to  find 
a remedy. 

Although  not  proven,  let  us  assume  that  we 
do  need  more  doctors.  The  medical  profession 
hasn’t  restricted  the  production  of  more  phys- 
icians as  some  people  imply.  Colleges  and 
universities  — many  of  them  state  owned  — 
educate  physicians  and  are  doing  it  to  full 
capacity.  It  is  not  within  our  control  to  in- 
crease the  number  of  medical  schools  or 
graduates,  no  matter  how  hard  we  might  try. 
This  fact  should  be  made  plain.  Our  situation 
in  South  Dakota  is  an  example  of  this.  As  a 
profession  we  can  urge  that  proper  housing 
facilities  and  adequate  financial  support  be 
given  to  make  our  two  year  school  fully 
accredited  and  the  best  in  the  nation.  When 
that  foundation  is  completed,  we  can  advise 
its  further  development  into  a four  year 
school.  But  this  cannot  be  accomplished  un- 
less the  people  through  their  legislative  rep- 
resentatives elect  to  do  it. 

We  are  encouraging,  but  have  no  control 
over,  the  establishment  of  small  hospitals  in 
rural  communities.  If  the  locations  are  sound 
and  the  patronage  sufficient,  I am  sure  that 
all  such  hospitals  will  be  supplied  with  med- 
ical talent.  But  such  projects  must  be 
initiated  and  developed  by  the  individual 
community  rather  than  by  the  medical  pro- 
fession. 

Most  of  us  will  agree  that  there  has  been 
over-emphasis  on  specialization  and  under- 
emphasis on  general  practice.  Medical  schools 
and  hospitals  educate  the  physician  and  in- 
fluence his  future  course.  Essentially,  both 
are  community  owned  and  supported.  The 
medical  profession  has  little  to  say  about  their 
conduct  except  to  require  adherence  to  basic 
standards  of  quality.  If  they  desire  and  will 
support  more  general  practitioners,  then  the 
people  must  influence  the  medical  schools 
and  hospitals,  which  they  own  and  support, 
to  produce  them.  Organized  medicine  has 
been  doing  much  to  promote  an  increased 
percentage  of  general  practitioners. 

Maldistribution  of  physicians  is  also  of 
concern.  It  has  assumed  however  an  undue 
proportion  of  concern.  The  comparison  is  al- 
ways made  between  our  present  distribution 
and  that  time  in  the  past  when  every  small 
rural  community  had  a physician.  Not  enough 
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consideration  is  given  to  changes  that  have 
taken  place  in  community  life  and  transporta- 
tion. In  years  past,  because  of  poor  roads  and 
slower  means  of  travel,  it  took  the  doctor  an 
hour  to  reach  a patient  5 or  10  miles  away. 
Now  the  patient  can  be  transported  40  to  60 
miles  to  medical  attention  in  that  same  hour. 

During  past  months  several  writers  have 
painted  a rather  dismal  picture  of  medical 
care  in  South  Dakota.  These  articles  have 
been  based  usually  on  a few  isolated  areas 
and  on  county  statistics  of  doctor-population 
ratio.  It  should  be  obvious  that  county  statis- 
tic cannot  be  a true  index  of  medical  care  in 
this  state.  As  an  extreme  example,  one  might 
point  to  Armstrong  County  in  the  central 
part  of  our  state.  This  county  has  a popula- 
tion of  9 persons,  and  its  greatest  previous 
number  was  about  40.  Could  a doctor  be 
used  effectively  in  such  a location?  The 
density  and  scarcity  of  our  population  varies 
greatly  in  different  areas.  Each  of  our  cen- 
ters of  medical  population  serves  a radius  of 
territory  which  does  not  respect  county  lines. 

It  must  be  remembered  also  that  methods 
of  medical  practice  are  far  different  than  in 
past  years.  Compare,  if  you  will,  the  treat- 
ment of  the  pneumonia  case  of  today  with 
that  of  15  years  ago.  Then  the  patient  was 
seriously  ill  from  three  to  eight  weeks  and  the 
mortality  was  high.  Morphine  and  rest  were 
the  most  effective  treatment.  Home  and 
country  calls  were  adequate  to  properly 
treat  the  patient.  Today  the  patient  is  moved 
to  a hospital  where  powerful  drugs,  such  as 
the  sulfas  and  penicillin,  are  administered. 
Now  the  patient  usually  recovers  in  a matter 
of  days  and  the  mortality  is  low.  Is  it  of  too 
much  importance  that  the  patient  must  be 
transported  30  miles  to  the  hospital?  Is  that 
V2  to  1 hour  of  transportation  time  in  rural 
areas  much  longer  than  that  required  in  the 
larger  cities  in  reaching  a hospital  through 
traffic?  And  when  the  roads  are  bad  because 
of  deep  mud  or  high  snow  drifts,  is  it  better 
to  bring  the  doctor  to  the  patient,  or  the 
patient  to  the  doctor  where  care  can  be  con- 
tinuous and  more  effective? 

It  cannot  be  denied  that  we  need  better  dis- 
tribution of  medical  care,  and  that  we  need 
more  general  practitioners  in  rural  areas.  But 
we  also  need  better  housing,  better  nutrition, 
better  recreation,  better  schools,  and  better 


roads.  Better  health  is  predicated  on  im- 
provement in  all  of  these  factors  rather  than 
on  better  medical  care  alone. 

Reliable  public  opinion  surveys  have  in- 
dicated that  the  major  complaint  of  the  public 
against  the  profession  was  the  cost  of  medical 
care.  Particularly  this  complaint  referred  to 
the  unexpected  expense  of  major  illness  or 
injury.  The  majority  express  the  desire  for 
some  method  of  prepaying  medical  care. 
Voluntary  methods  are  preferred  to  govern- 
ment control.  Throughout  the  nation  and  in 
South  Dakota,  such  plans  are  now  available 
and  are  receiving  rapidly  increasing  patron- 
age. Every  effort  should  be  put  forth  by  us, 
as  individuals  and  as  a profession  to  educate 
and  encourage  the  people  to  participate  in 
these  prepayment  plans. 

The  foregoing  paragraphs  are  not  meant  to 
imply  that  medicine  should  assume  a de- 
fensive, conservative,  or  stand  pat  attitude. 
The  inadequacies  of  medical  care,  supposed 
or  factual,  are  properly  the  concern  of  all 
groups.  We  must  be  helpful  and  cooperative 
with  those  who  seek  to  better  existing  con- 
ditions, rather  than  self-satisfied  and  hyper- 
critical. In  improving  and  extending  medical 
care,  the  medical  profession  should  be  looked 
to  for  leadership  in  thought  and  action,  and 
should  exert  such  leadership. 

To  fulfill  the  task  of  leadership  before  us 
requires  a strong,  active,  unified  profession. 
Strength  depends  upon  the  foundation  un- 
derlying the  structure.  In  our  case  the 
foundation  is  the  district  medical  society  and 
its  relationship  with  the  individual  physician. 

In  visiting  the  various  parts  of  the  state,  I 
have  been  impressed  with  the  need  for  im- 
provement in  the  activities  of  our  district 
societies.  Our  problems  appear  important 
enough  to  warrant  monthly  meetings 
throughout  the  year.  Constitutions  and  by- 
laws appear  to  be  non-existent  in  most  of  our 
district  societies.  Perhaps  these  are  not  im- 
portant, but  their  absence  is  an  indication  of 
lack  of  interest  on  the  part  of  the  member- 
ship. More  attention  should  be  given  to  pro- 
grams — both  of  scientific  and  economic 
character  — which  will  induce  full  attend- 
ance. Officers  and  delegates  could  well  be 
chosen  with  regard  to  their  leadership  ability 
and  interest  rather  than  through  formality 
which  is  too  often  the  case. 
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By  its  activity  the  district  society  can  thus 
unite  the  individual  physicians  of  its  area. 
By  better  acquaintanceship  and  fellowship, 
minor  frictions  can  be  ironed  out  and  petty 
grievances  prevented  from  becoming  major 
quarrels.  Each  physician  will  then  be  cur- 
rently informed  as  to  the  problems  of  med- 
icine, and  stimulated  to  do  his  part  as  an 
individual  in  community  education  and 
leadership. 

If  united  and  strong,  the  district  society 
will  be  respected  by  other  lay  organizations 
in  its  area.  It  will  be  looked  to  and  expected 
to  furnish  advice  and  leadership  in  all  prob- 
lems affecting  health,  medical  care,  and  the 
practice  of  medicine.  There  is  much  room 
for  an  improved  relationship  between  the 
community  and  our  district  medical  societies. 
The  status  of  this  relationship  is  largely  our 
responsibility.  We  must  earn  a good  relation- 
ship with  our  community,  or  we  will  not  en- 
joy one. 

Being  the  unit  closest  to  the  people  and  the 
individual  physician,  the  district  society  bears 
a serious  obligation  to  organized  medicine. 
Through  its  delegates,  its  thoughts,  desires, 
and  advice  should  be  expressed  freely  to  the 
State  Association  and  through  that  medium 
to  the  A.M.A.  Only  through  this  assistance 
can  your  state  and  national  associations  carry 
out  their  part  and  achieve  results.  Regret- 
fully I must  state  that  in  South  Dakota,  with 
a few  exceptions,  our  district  societies  need 
stimulation  and  marked  improvement  in  their 
activities. 

The  individual  physician  is  the  component 
part  of  the  district  society  as  well  as  organ- 
ized medicine.  Upon  the  attitude,  interest, 
and  activity  of  each  of  us  will  depend  the 
future  of  medicine.  A tendency  exists  in  too 
many  doctors  to  look  down  on  their  local 
societies  as  being  beneath  their  dignity.  They 
tend  to  glorify  membership  and  attendance  in 
national  and  specialist  organizations  to  the 
exclusion  of  activity  in  the  basic  unit  of 
organized  medicine.  Too  often  membership 
is  maintained  for  the  sole  purpose  of  being 
affiliated  with  organized  medicine.  Too  fre- 
quently we  hear  the  opinion  expressed  that 
medical  associations  are  controlled  by  a small 
self-perpetrating  group.  This  suspicion  is  as 
wide  spread  as  it  is  unfounded.  Those  mem- 
bers who  contribute  little  or  nothing  are 


often  the  loudest  critics. 

In  our  nation,  slightly  more  than  half  of  our 
90  million  voters  exercise  their  privilege.  It 
has  been  said  that  three  groups  exist  in  our 
population.  A small  group  which  makes 
things  happen;  another  small  group  which 
watches  things  happen;  and  a third  large 
group  which  doesn’t  know  what  is  happening.; 
While  such  a situation  might  exist  in  our 
population  generally,  it  shouldn’t  be  true  of 
the  medical  profession  which  is  uniformly 
above  average  in  intelligence  and  education. 

As  individual  physicians,  let  us  all  be  mem- 
bers of  the  small  group  which  makes  things 
happen.  And  let  us  operate  our  medical 
societies  with  100%  participation  rather  than 
50%. 

At  the  present  time,  the  personal  liberty 
and  welfare  of  the  people  of  our  country  are 
threatened  by  a politically-controlled  type  of 
inferior  medical  care.  Our  freedom  as  doc- 
tors and  as  a profession  is  endangered  by  an 
impending  program  of  socialization.  If  we 
permit  medicine  to  fall  before  the  advance  of 
socialism,  it  will  be  a serious  breach  in  the 
defenses  of  the  entire  system  of  free  enter- 
prise. If  we  are  intelligently  active  and 
firmly  united  as  a profession,  this  cannot 
happen. 


FARMER'S  AID  CORPORATION 
TO  SETTLE  ACCOUNTS 

The  Farmer’s  Aid  Corporation,  which 
functioned  in  South  Dakota  for  several  years 
before  the  war,  settled  its  final  accounts  on 
August  25.  At  the  time  of  printing,  we  are 
unable  to  give  the  details  on  the  apportion- 
ment of  the  sum  remaining,  but  the  notice  of 
hearing  listed  assets  of  $6,553.37  plus  a small 
amount  of  office  furniture. 

Waiviers  of  claim  to  individual  apportion- 
ment have  been  circulated  by  the  South  Da- 
kota State  Medical  Association  and  were  pre- 
sented to  the  court  by  the  Association’s  execu- 
tive-secretary, J.  C.  Foster. 
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Address  of  the  President-Elect  of  the 
South  Dakota  State  Medical  Association 

J.  L.  Calene,  M.D.,  Aberdeen,  South  Dakota 


After  a whole  day  of  excellent  speeches  and 
in  view  of  the  business  you  have  yet  to  con- 
sider at  this  meeting,  it  would  be  unfair  for 
me  to  subject  you  to  any  unnecessary 
harangue. 

However,  I do  want  to  express  my  apprecia- 
tion for  your  confidence  in  me  in  electing 
me  to  the  Presidency  of  this  organization.  It 
is  not  the  honor  but  the  responsibility  which 
almost  overwhelms  me.  I shall  try  to  con- 
tinue the  work  which  Dr.  Brown  and  my 
predecessors  have  begun  and  I hope  in  some 
way  to  contribute  my  share  to  the  advance- 
ment and  development  of  this  awakening 
society. 

The  excellent  work  in  the  voluntary  pre- 
payment insurance  plan  so  ably  begun  and 
headed  by  Dr.  Brown  will  be  left  in  charge 
of  him  and  his  committee.  No  one  else  is  as 
well  fitted  to  carry  on  this  important  work. 
Some  committees,  such  as  the  Cancer  Com- 
mittee, have  contributed  excellent  work  and 
its  members  have  unsparingly  given  of  their 
time  and  energy.  Since  it  has  been  the  cus- 
tom to  change  the  heads  of  this  and  other 
committees  after  they  have  served  two  terms, 
so  as  not  to  overburden  anyone,  some  new 
personnel  will  be  called  upon  to  carry  on  their 
important  work.  We  owe  an  especial  vote  of 
thanks  to  Dr.  Randall  and  his  committee  for 
their  excellent  organization  of  this  cancer 
setup. 

Other  committees  such  as  the  Economics 
Committee  have  just  begun  their  work.  The 
present  head  of  this  committee  will  be  re- 
tained and  other  members,  probably  of  his 
choosing,  will  be  selected  to  work  with  him. 

The  new  By-laws  committee  has  turned  in 
a far  reaching  and  important  set  of  rules  to 
guide  and  expedite  the  work  of  the  whole 
association.  The  final  adoption  of  these  re- 
vised rules  next  year  will  not  only  shorten 
our  work  but  will  also  make  our  organization 
more  effective. 

Rural  health  problems  and  their  solution 
will  be  a major  challenge  to  all  of  us  for 


years  to  come.  It  is  hoped  that  our  present 
and  future  committees  will  be  able  to  con- 
tribute much  in  ideas  and  deeds  which  will 
help  us  solve  these  perplexing  matters. 

I am  glad  the  special  Medical  School  Com- 
mittee has  come  to  an  agreement  in  regard 
to  the  clinical  years.  Now  that  it  has  been 
recommended  that  we  at  present  have  only 
the  first  two  years  it  becomes  mandatory  for 
us  to  do  everything  we  can  to  convince  and 
persuade  the  next  and  future  legislatures  to 
finance  and  construct  any  and  all  new  build- 
ings required,  and  to  so  equip  them  with  all 
necessary  laboratory  and  scientific  facilities 
to  qualify  and  maintain  our  medical  school  as 
a class  A institution.  Indeed  it  would  be  folly 
for  the  legislature  to  ignore  this  problem  if 
they  really  sincerely  desire  to  solve  health 
matters.  The  research  work  necessary  to 
help  in  the  solution  of  the  cancer  problem, 
the  rheumatic  fever  and  heart  disease 
problem,  the  atomic  energy  problem  — to 
mention  only  a few  — requires  and  demands 
strong  scientific  institutions  such  as  our  State 
Medical  School. 

Time  will  not  permit  me  to  discuss  the  work 
of  other  committees,  nor  to  praise  them.  It 
is  my  hope  that  the  committees  and  all  of  you, 
especially  the  younger  members  of  our  organ- 
ization, will  cooperate  with  me  in  every  way 
possible  to  insure  another  good  and  pro- 
gressive year  for  your  own  State  Medical 
Association.  I know  the  Council,  the  Secre- 
tary and  the  Executive  Secretary  will  do 
their  work  as  conscientiously  as  always. 

HAVE  YOU 
PAID 

YOUR  DUES? 


— 306 


SOUTH  DAKOTA 


ANNUAL  MEETING  OF  THE  COUNCIL 
OF  THE  SOUTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION 

Firs!  Session,  Saturday,  May  29,  1948 

The  first  meeting  of  the  Council  was  called 
to  order  by  the  Chairman,  Dr.  C.  E.  Robbins, 
Pierre,  at  9:15  P.  M.  On  roll  call  the  follow- 
ing doctors  were  present:  President,  H. 
Russell  Brown,  Watertown:  Pres. -Elect,  J.  L. 
Calene,  Aberdeen:  Vice-Pres.,  W.  H.  Saxton, 
Huron:  Secretary-Treasurer,  R.  G.  Mayer, 
Aberdeen:  Councilors:  J.  D.  Alway,  Aberdeen: 
G.  E.  Whitson,  Madison:  C.  E.  Robbins,  Pierre: 
B.  T.  Lenz,  Huron:  F.  D.  Gillis,  Mitchell:  L.  J. 
Pankow,  Sioux  Falls:  E.  M.  Stansbury,  Ver- 
million: R.  E.  Jernstrom,  Rapid  City:  R.  J. 
Quinn,  Burke:  A.  W.  Spiry,  Mobridge:  D.  A. 
Gregory,  Milbank:  F.  S.  Howe,  Deadwood: 
Exec.  Sec’y  John  C.  Foster,  Sioux  Falls:  At- 
torney Karl  Goldsmith,  Pierre. 

A motion  was  passed  to  dispense  with  the 
reading  of  the  minutes  of  the  previous  session, 
since  they  had  been  published  in  the  Journal. 

Dr.  R.  E.  Jernstrom,  as  Chairman  of  the 
Committee  on  Auditing  and  Appropriations, 
presented  the  proposed  budget  for  1948-49, 
and  moved  its  adoption.  The  motion  was 
seconded  by  Dr.  Saxton  and,  after  consider- 
able discussion,  carried.  The  financial  reports 
of  the  Eexecutive  Secretary  and  the  Secre- 
tary-Treasurer were  read  and  Dr.  Jernstrom 
moved  that  the  reports  be  accepted.  The  mo- 
tion was  seconded  by  Dr.  Gregory  and  passed. 

Mr.  Foster  gave  an  informal  review  of  the 
V.  A.  procedure  and  the  Journal  expenditures 
and  the  Council  instructed  Mr.  Foster  to  in- 
vestigate the  California  plan  for  the  V.  A. 
Home  Town  care  of  Veterans. 

Dr.  Robbins  read  the  report  of  the  Council 
to  be  presented  to  the  House  of  Delegates 
and  a motion  was  made  by  Dr.  Whitson, 
seconded  by  Dr.  Stansbury,  and  carried  that 
the  report  be  adopted  as  read.  Dr.  Brown,  as 
Chairman,  read  a report  of  the  Committee  on 
Public  Policy  and  Legislation.  A motion  was 
made  by  Dr.  Whitson,  seconded  by  Dr.  Stans- 
bury, and  carried,  that  the  report  be  adopted. 

An  informal  discussion  of  proposed  amend- 
ments to  the  Basic  Science  Law  was  held, 
with  Dr.  Alway  and  Mr.  Goldsmith  leading 
the  discussion. 

Dr.  Mayer,  as  Chairman,  read  the  report  of 
the  Committee  on  Publications,  and  moved 


its  adoption.  The  motion  was  seconded  b> 
Dr.  Howe  and  carried. 

Dr.  Mayer,  as  Chairman,  read  the  report  oi 
the  Committee  on  Revision  of  the  Constitu- 
tion and  By-Laws.  Considerable  discussior 
followed.  Dr.  Mayer  read  a suggested  amend- 
ment to  the  present  by-laws  to  allow  new 
members,  joining  the  State  Medical  Associa- 
tion after  July  1st  of  any  year,  to  have  their 
dues  set  at  one  half  of  the  annual  dues,  and 
such  recommendation  will  be  made  to  the 
House  of  Delegates. 

The  Secretary  read  his  report  on  his  ac- 
tivities during  the  year.  Mr.  Foster  gave  a 
brief  report  of  the  work  done  by  the  execu- 
tive office  during  the  past  year,  and  a dis- 
cussion was  held  on  legislative  matters. 
Presentation  of  50-year  pins  to  physicians  in 
South  Dakota  who  have  practiced  for  fifty 
years  was  discussed  and  Dr.  Gillis  and  Dr. 
Lenz  were  appointed  as  a Committee  to  pre- 
sent the  subject  to  the  House  of  Delegates. 

After  general  discussion  for  setting  up  a 
plan  for  a Medical  School  Endowment  Fund, 
a motion  was  made  by  Dr.  Brown,  seconded 
by  Dr.  Stansbury  and  carried,  to  refer  the 
matter  to  the  Committee  on  Medical  School 
Affairs.  On  motion,  the  meeting  adjourned 
at  10:50  P.  M. 

R.  G.  Mayer,  Secretary-Treasurer 
Second  Session,  May  31,  1948 

The  second  meeting  of  the  Council  was  held 
on  Monday  evening,  May  31st,  following  the 
Annual  banquet.  On  roll  call  the  following 
were  present:  President,  J.  L.  Calene,  Aber- 
deen: Pres. -Elect,  W.  H.  Saxton,  Huron:  Vice- 
Pres.,  C.  E.  Robbins,  Pierre:  Secretary-Treas- 
urer, R.  G.  Mayer,  Aberdeen.  Councilors: 
G.  E.  Whitson,  Madison:  M.  M.  Morrissey, 
Pierre:  F.  D.  Gillis,  Mitchell:  L.  J.  Pankow, 
Sioux  Falls:  E.  M.  Stansbury,  Vermillion: 
R.  E.  Jernstrom,  Rapid  City:  R.  J.  Quinn, 
Burke:  A.  W.  Spiry,  Mobridge:  D.  A.  Gregory, 
Milbank:  F.  S.  Howe,  Deadwood:  H.  Russell 
Brown,  Watertown:  Executive  Secretary, 
John  C.  Foster,  Sioux  Falls:  Atty.  Karl  Gold- 
smith, Pierre. 

A motion  was  made  by  Dr.  Whitson  to  dis- 
pense with  the  reading  of  the  minutes  of 
the  first  session,  seconded  by  Dr.  Spiry  and 
carried.  Dr.  C.  E.  Robbins  was  nominated  by 
Dr.  Pankow  to  serve  as  Chairman  of  the 
Council  for  the  ensuing  year  and  the  nomina- 
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tion  was  seconded  by  Dr.  Howe.  A motion 
was  made  by  Dr.  Gillis  to  close  the  nomina- 
tions and  cast  a unanimous  ballot  for  Dr. 
Robbins  as  Chairman  of  the  Council.  The 
motion  was  seconded  by  Dr.  Spiry  and  carried 
unanimously.  The  suggestion  of  the  Secre- 
tary that  all  Councilors  send  their  annual  re- 
ports to  the  Secretary  immediately  after  May 
1st,  was  approved. 

After  a discussion  on  the  50-year  pin  a 
motion  was  made  by  Dr.  Jernstrom,  seconded 
by  Dr.  Stansbury,  and  carried,  that  the  Secre- 
tary order  ten  pins. 

Dr.  Jernstrom  led  a discussion  regarding 
the  Prepayment  Insurance  Plan  and  Dr. 
Brown  stated  that  premiums  can  now  be 
paid  annually  instead  of  only  quarterly,  as 
heretofore. 

A motion  was  made  by  Dr.  Brown  to 
authorize  the  Committee  on  Prepayment  and 
Insurance  Plans,  to  prepare  and  print 
pamphlets,  explaining  the  South  Dakota  Pre- 
payment Plan,  for  distribution  by  physicians. 
The  motion  was  seconded  by  Dr.  Howe  and 
carried. 

After  a discussion  of  various  plans  to  dis- 
tribute copies  of  the  revised  Constitution  and 
By-Laws,  the  Executive  Secretary  and  Secre- 
tary were  authorized  to  work  out  a method. 

After  a discussion  of  the  Group  Insurance 
Plan  as  presented  to  the  House  of  Delegates 
by  the  Committee  on  Medical  Economics,  a 
motion  was  made  by  Dr.  Brown,  seconded  by 
Dr.  Pankow  and  carried,  to  refer  the  matter 
to  Karl  Goldsmith  for  study,  and  report  to 
the  Council  at  a future  meeting. 

A motion  was  made  by  Dr.  Pankow, 
seconded  by  Dr.  Quinn  and  carried,  that  Dr. 
R.  G.  Mayer  continue  as  Editor  of  the  South 
Dakota  Journal  of  Medicine,  and  that  he  be 
authorized  to  appoint  the  Associate  Editors. 

The  Executive  Secretary  was  authorized  to 
make  tentative  plans  for  the  dates  of  the  next 
Annual  Session. 

Dr.  Pankow  brought  up  the  subject  of  a 
lack  of  pertinent  information  in  the  Program 
for  the  Annual  meeting.  He  felt  that  the 
Councilors,  House  of  Delegates  and  Com- 
mittees should  be  included  in  the  program 
for  the  use  of  the  doctors.  Dr.  Mayer  dis- 
cussed the  possibility  of  having  a meeting  of 
the  District  officers  with  the  Council  this 
year.  It  was  decided  that  this  meeting  should 


be  held  after  the  new  officers  have  been  elec- 
ted, preferably  soon  after  the  end  of  this 
year. 

Dr.  Pankow  commented  on  the  desirability 
of  consolidating  the  inactive  District  into  the 
larger,  more  active  ones.  No  action  was  taken 
on  this  matter. 

The  Councilors  discussed  the  time  for  the 
next  Council  meeting  and  decided  that  it 
should  be  before  the  fall  election,  probably 
in  September.  Mr.  Foster  presented  an  idea 
for  an  advertising  campaign  for  educational 
purposes  in  this  state.  Dr.  Stansbury  moved 
that  the  Council  consider  the  advertising 
campaign  impractical  at  this  time.  Dr.  Howe 
seconded  the  motion  and  it  was  carried. 

On  motion,  the  meeting  was  adjourned. 

Dr.  R.  G.  Mayer,  Secretary-Treasurer 


REPORT  OF  THE  PRESIDENT  1947-48 

During  the  past  year  activities  of  this  office 
have  included  attendance  at  the  Centennial 
session  of  the  A.M.A.  in  Atlantic  City  in 
June  1947,  and  again,  at  the  A.M.A.  interim 
meeting  in  Cleveland  in  January  1948.  In 
September  1947,  the  N.P.C.  meeting  in 
Chicago  was  attended  in  the  company  of  Dr. 
C.  E.  Robbins  and  Mr.  John  Foster.  In  No- 
vember 1947,  seven  of  us  from  this  association 
attended  the  St.  Paul  meeting  of  the  North 
Central  Conference  of  which  Dr.  William 
Duncan  was  president. 

Activities  within  the  State  included  attend- 
ance at  the  annual  meeting  of  the  State  Hos- 
pital Association  last  fall.  Invitations  were 
received  from  nine  of  the  twelve  districts  in 
the  state  and  all  were  accepted  with  the  ex- 
ception of  the  Black  Hills  district  at  which 
time  a conflict  existed.  Districts  visited  in- 
cluded meetings  at  Aberdeen,  Watertown, 
Madison,  Brookings,  Pierre,  Huron,  Mitchell, 
Sioux  Falls,  and  Yankton.  At  the  invitation 
of  the  Medical  School,  the  faculty  and  student 
body  were  addressed  at  a seminar  meeting  in 
Vermillion.  At  that  time,  the  Medical  School 
was  inspected  in  a very  detailed  way.  In  May 
the  State  Pharmaceutical  Association  was  ad- 
dressed in  Huron. 

Three  Council  meetings  were  held  during 
the  interim,  as  well  as  a number  of  meetings 
of  the  various  committees,  notable  the  Med- 
ical School  and  Insurance  committees.  Many 
other  activities  were  participated  in,  but  are 
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too  numerous  to  mention  in  this  report. 

Viewing  the  year  as  a whole,  it  is  my  judg- 
ment that  definite  progress  has  been  made 
by  your  association.  Your  executive  secre- 
tary, Mr.  John  Foster,  has  been  very  efficient 
and  capable  in  his  duties.  Without  question, 
he  has  done  an  energetic  job  in  improving  our 
public  relations  and  in  promoting  our  cause. 
The  development  and  publication  of  the 
South  Dakota  Journal  of  Medicine  and  Phar- 
macy is  now  an  old  story  to  the  membership 
but  it  represents  a distinct  step  forward  for 
which  he  is  largely  responsible  and  should 
receive  credit. 

The  activities  of  this  association  are  mark- 
edly greater  each  year,  and  it  is  to  be  com- 
mended. This  is  caused  by  the  increasing 
number  of  complex  problems  facing  the  med- 
ical profession.  As  a result,  it  has  become 
necessary  for  your  presiding  officer  to  rely 
increasingly  on  committee  activity.  Several 
of  our  committees  have  done  an  outstanding 
piece  of  work.  I am  sorry  to  say  that  others 
have  been  mediocre  in  activity  and  a few 
have  co-operated  very  poorly.  I bespeak  for 
my  successor  energetic  and  effective  com- 
mittee work  and  initiative  during  the  coming 
year. 

Respectfully  submitted 

H.  Russell  Brown,  M.D.,  President 


SECRETARY'S  REPORT  1947-1948 

Your  Secretary  attended  three  national  and 
regional  conferences  during  the  year.  On 
November  6th,  I attended  the  AMA  Con- 
ference on  Home  Town  Care  of  Veterans  at 
Chicago,  and  on  November  7th  and  8th  the 
Annual  Conference  of  Secretaries  and  Editors 
of  State  Medical  Associations  called  by  the 
A.M.A.  Executive  Secretary  Foster  also  at- 
tended these  two  conferences. 

On  November  22nd  and  23rd  I attended  the 
North  Central  Conference  in  St.  Paul.  Drs. 
Wm.  Duncan,  H.  Russell  Brown,  G.  E.  Whit- 
son, L.  J.  Pankow,  and  Donald  Slaughter,  and 
Executive  Secretary  Foster  also  represented 
the  South  Dakota  State  Medical  Association 
at  this  conference.  Reports  of  all  these  con- 
ferences were  printed  in  the  November  Bul- 
letin. 

Two  meetings  of  the  Officers  and  Council 
at  Huron  were  attended.  I also  looked  in  on 
the  Second  Dakota  Health  Work-Shop  which 


was  held  in  Aberdeen  in  October,  and  so  ably 
reported  in  the  October  Bulletin  by  Execu- 
tive Secretary  Foster.  Several  conferences 
were  also  held  in  Watertown  with  President 
Brown  and  Executive  Secretary  Foster  re- 
garding State  Medical  Association  affairs. 

In  my  report  for  the  past  two  years,  I sug- 
gested that  a meeting  of  the  district  medical 
society  officers  be  held.  I repeat  the  sugges- 
tion this  year.  Some  of  our  district  societies 
are  very  weak  and  a fall  or  winter  conference 
of  the  district  society  officers  with  the  of- 
ficers and  Council  of  the  State  Medical  As- 
sociation should  prove  to  be  of  great  benefit 
both  to  the  district  societies  and  the  state 
association. 

I would  also  like  to  suggest  that  the  pro- 
gram committees  use  more  South  Dakota 
men  at  their  District  Society  Meetings.  This 
would  stimulate  the  scientific  work  of  the 
profession  in  South  Dakota  and  also  provide 
more  original  articles  for  our  Journal. 

I also  call  your  attention  to  the  Third  Na- 
tional Conference  of  County  Medical  Society  . 
Officers  at  the  Palmer  House,  June  20th,  1948 
in  connection  with  the  A.M.A.  Convention  in 
Chicago,  and  urge  all  of  our  members  who 
can  do  so  to  attend  this  conference.  Panel 
discussions  on  “The  Job  of  the  County  Med- 
ical Society”  will  be  held. 

A Conference  of  Presidents  and  other  Of- 
ficers of  State  Medical  Asociations  will  be 
held  on  Sunday  afternoon,  June  20th,  at  the 
Sheraton  Hotel.  Officers  of  our  State  As-  1 
sociation  should  attend,  if  possible. 

In  these  days  it  is  imperative  that  each  i 
and  every  member  of  our  State  Medical  : 
Association  take  an  active  interest  in  public  I 
relations,  medical  economics,  legislative 
matters  affecting  public  health  and  the  med-  I 
ical  profession,  and  various  activities  of  the  : 
medical  organizations.  It  is  not  enough  to 
concern  yourself  only  with  the  scientific  and  ’ 
professional  aspect  of  your  practice.  And  it  i 
is  not  fair  to  dismiss  the  subject  with  a shrug  I 
of  the  shoulders  and  pass  the  burden  to  the 
officers. 

If  you  take  the  time  to  read  the  Editorials 
and  “This  Is  Your  Medical  Association”  de- 
partment in  the  South  Dakota  Journal  of 
Medicine  and  the  organization  section  of  the 
Journal  of  the  A.M.A.  you  can  keep  informed. 
Sometimes  I am  appalled  at  the  ignorance  of 
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some  of  our  members  regarding  activities  of 
their  own  organizations.  It  is  your  duty  to 
keep  informed,  to  air  your  views,  and  help  to 
enlighten  the  public  on  what  is  going  on. 
Every  physician  must  do  his  part. 

R.  G.  Mayer,  M.D. 
Secretary 

TREASURER'S  REPORT  — 1947-48 
Part  1.  Secretary-Treasurer's  Account 
INCOME 

Balance  on  hand  June  1,  1947  $712.00 

Dues  — Aberdeen  Dist.  (1947)  .$250.00 
Interest  — U.  S.  Bond  25.00 


275.00  275.00 


Total  987.02  $987.02 

DISBURSEMENTS 


Secretary's  Salary  — $600.00 

Secretary's  Office  Expenses 


Stenographer 

$120.00 

Postage  £r  Envelopes 

42.01 

Letterheads 

. 19.20 

Council  Meetings — 

Huron  (2)  

19.00 

Files  and  Record  Cards 

18.92 

Bond  — Secretary 

10.00 

Social  Security  Tax 

6.00 

Book  

5.00 

Telephone  

3.66 

Blank  Checks 

2.40 

Total 

246.19 

246.19 

Total 

846.19 

Balance  on  hand  June  1, 

1948 

140.83 

Total 

987.02 

R.  G.  Mayer,  M.D., 

Secretary-T  reasurer 

EXECUTIVE  SECRETARY'S  REPORT 

The  Executive  Secretary’s  office,  since  May 
31,  of  1947,  has  increased  decidedly  the 
amount  of  services  rendered  the  members  of 
the  association. 

In  the  field  of  public  relations  the  execu- 
tive office  has  promoted  a series  of  fifteen 
minute  health  broadcasts  over  station  KELO 
in  Sioux  Falls,  the  radio  station  contributing 
the  time.  Plans  are  now  being  made  to  set 
up  a series  of  daily  five  minute  broadcasts  on 
health  subjects  on  a number  of  stations  cover- 
ing the  entire  state. 

In  the  field  of  newspaper  publicity  we  have 
had  excellent  cooperation  from  the  Associa- 
ted Press,  United  Press,  and  local  newspapers. 
The  executive  secretary  also  made  many 
speaking  engagements  to  round  out  the  pro- 
gram of  public  relations  for  the  South  Dakota 
State  Medical  Association,  the  talks,  given 
mainly  in  the  field  of  the  Medical  Associa- 
tion’s position  on  national  compulsory  health 
insurance,  have  been  made  to  Lions,  Coopera- 


tive, Kiwanis,  Rotary,  Cosmopolitan,  Life 
Underwriters,  Fire  Underwriters,  Farm 
Bureau,  and  other  groups  and  associations. 

During  the  year,  the  executive  office  under- 
took the  publication  of  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy.  The 
Journal  replaced  the  bulletin  known  as  “This 
Is  Your  Medical  Association”  which  up  to  the 
time  of  publication  of  the  Journal  had  grown 
to  a twelve-page  publication.  The  revenue 
for  the  new  Journal  has  been  derived  from 
advertising  and  subscription  sales,  but  at  the 
present  time,  after  six  months  of  publication, 
has  not  broken  even.  Additional  revenue 
can  be  expected  after  the  Journal  is  more 
widely  accepted  by  advertisers. 

The  executive  secretary  has  taken  part  in 
a number  of  meetings  throughout  the  State 
and  several  national  medical  affairs.  I at- 
tended the  American  Medical  Association 
convention  in  Atlantic  City  and  sat  in  on  the 
meetings  of  the  Medical  Executives  Con- 
ference. I attended  the  North  Central  Con- 
ference in  St.  Paul,  the  Dakota  Health  Work- 
shop in  Aberdeen,  the  Conference  of  Secre- 
taries and  Editors  in  Chicago,  all  of  the  Coun- 
cil meetings  during  the  year,  the  Sioux  Valley 
Medical  Association  meeting  in  Sioux  City, 
the  V.  A.  conference  in  Chicago  and  various 
meetings  of  the  Medical  School  Affairs  Com- 
mittee and  the  Medical  Economics  Com- 
mittee. 

In  the  legislative  field  less  has  been  done 
because  the  year  ending  May  1,  1948,  was  not 
a legislative  year  in  South  Dakota.  How- 
ever, the  office  prepared  lists  of  candidates 
for  South  Dakota  offices  for  members  of  the 
Association  to  contact  in  their  localities.  The 
office  also  protested  the  proposed  draft  of 
doctors  under  forty-five  for  peace-time  selec- 
tive service  and  contacted  members  of  Con- 
gress and  the  South  Dakota  Republican  dele- 
gates to  oppose  the  insertion  of  a compulsory 
health  plan  in  the  Republican  Party  platform. 
The  Association’s  executive  office  was  also 
active  in  opposing  proposals  of  the  National 
Health  Conference  to  socialize  medical  care. 

The  executive  office  cooperated  with  the 
South  Dakota  Injury-Illness  Expense  Plan 
by  assisting  with  sales  and  by  speaking  to 
farm  groups  interested  in  its  purchase. 

The  executive  office  also  carried  on  the 
routine  matters  as  an  information  center  for 
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the  profession  and  public  alike  and  they  spent 
much  time  in  preparation  for  the  State  Med- 
ical convention. 

In  the  Veterans  Administration  home-town 
care  plan  in  the  past  year  from  May  30,  1947 
to  May  1,  1948  has  collected  $88,688.10  from 
the  Veterans  Administration  in  vouchers  and 
has  paid  out  to  the  doctors  of  South  Dakota 
$80,879.00.  The  balance  of  $7,809.10  has  been 
used  for  administrative  purposes. 

Respectfully 
John  C.  Foster 
Executive  Secretary 

The  books  of  the  Journal  of  Medicine  show 
that  since  January,  1948  to  May  1,  1948, 
$3,670.95  has  been  taken  in  from  advertising 
and  subscriptions.  Of  this  amount,  $3,657.65 
has  been  used,  leaving  a balance  of  $13.30  in 
the  bankf 


A.M.A.  DELEGATE'S  REPORT 
1947  - 1948 

Approximately  16,000  physicians  convened 
at  Atlantic  City  to  participate  in  the  diverse 
scientific  programs  and  to  examine  the  most 
elaborate  scientific  and  commercial  exhibits, 
in  the  hundred  year  history  of  the  American 
Medical  Association.  This  meeting  was 
marked  by  the  presence  of  noted  guests 
representing  the  medical  associations  or 
governments  of  almost  every  foreign  nation 
in  the  world. 

With  two  important  conferences  on  Sun- 
day, the  delegates  found  themselves  in  con- 
tinuous work  and  session  for  practically  five 
days.  Deliberations  of  the  House  of  Delegates 
embraced  many  topics,  the  most  important  of 
which  will  be  discussed  in  this  report. 

The  trend  toward  increasing  specialization 
and  decreased  numbers  of  men  in  general 
practice  is  receiving  increasing  attention  by 
the  American  Medical  Association.  Recently 
a section  on  general  practice  was  established. 
Hospital  staffs  are  being  urged  to  establish 
services  for  general  practitioners,  and  to  em- 
phasize their  importance  to  the  hospital  and 
the  community.  Action  was  taken  to  hold  the 
recently  instituted,  mid-year  meetings  of  the 
House  of  Delegates  in  various  sections  of  the 
country,  coupled  with  a two  day  scientific 
meeting  devoted  to  general  practice.  At- 
tempts are  being  made  to  de-emphasize  board 
certification  in  the  specialties  as  a require- 


ment for  hospital  staff  membership,  and  to 
place  more  importance  on  experience  and 
proficiency. 

The  nursing  shortage  was  a subject  for 
serious  discussion.  A committee  was  dele- 
gated to  act  in  conjunction  with  similar  com- 
mittees from  the  nursing  and  hospital  associa- 
tions, in  an  attempt  to  find  a solution  to  the 
problem.  Without  question  some  means  must 
be  developed  to  provide  the  sick  patient  with 
an  adequate  amount  of  bed-side  care. 

Because  the  medical  needs  of  the  Army, 
Navy,  and  civilian  front  will  be  vastly  dif- 
ferent in  any  future  war  involving  weapons, 
a new  Council  on  Emergency  National  Med- 
ical Service  has  been  delegated  to  study  this 
subject.  Also  under  survey  has  been  the 
treatment  and  compensation  of  physicians  in 
service  during  World  War  II. 

The  stand  of  the  A.M.A.,  against  socialized 
medicine  was  reaffirmed.  The  National  Phys- 
icians Committee  was  again  endorsed.  The 
delegate  from  Hawaii  reported  at  length  on 
the  unsuccessful  attempt  of  last  year  to 
socialize  medicine  in  the  Islands,  and  the  im- 
portant part  played  by  the  N.P.  C.  in  this 
fight. 

It  was  the  expressed  feeling  of  the  House 
of  Delegates  that  the  affairs  of  the  A.M.A. 
are  being  conducted  excellently  under  the 
very  able  leadership  of  Dr.  George  Lull  and 
his  capable  staff  executives.  The  Bureau  of 
Medical  Economics  is  being  expanded  and  is 
increasingly  active. 

Unfortunately  the  public  relations  program 
has  not  made  appreciable  progress.  At  the 
1946  session  at  the  request  of  the  Board  of 
Trustees,  based  upon  advice  contained  in  the 
Rich  Report,  the  House  of  Delegates  em- 
powered and  directed  the  Board  to  employ 
competent  personnel  and  to  develop  a public 
relations  department.  Controversy  between 
the  Board  of  Trustees,  and  the  advisor  and 
executive  assistant  in  charge  of  Public  Re- 
lations, resulted  in  the  resignation  of  the 
latter  two.  It  is  unfortunate  that  the  House 
of  Delegates  has  not  been  given  a clear 
understanding  of  the  whole  situation. 

The  House  decided  that  these  officers 
should  be  filled  promptly  and  the  Board  of 
Trustees  agreed  to  do  this  as  soon  as  com- 
petent personnel  can  be  obtained.  Until  this 
can  be  accomplished,  public  relation  activities 
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will  be  directed  by  the  Board  of  Trustees.  It 
is  to  be  hoped  that  this  important  program 
will  be  made  effective  at  the  earliest  possible 
moment. 

A host  of  other  matters  were  given  at- 
tention during  this  session  but  can’t  be  dis- 
cussed in  this  brief  report.  The  Journal  has 
published  the  proceedings  which  are  avail- 
able to  anyone  interested  in  more  detailed 
information. 

The  election  of  Dr.  R.  L.  Sensenich  of  South 
Bend,  Indiana  was  unanimous  as  the  new 
President-Elect.  Dr.  E.  L.  Bortz  of  Phil- 
adelphia, the  incoming  president,  gave  an  out- 
standing address  which  contained  many 
thought  provoking  ideas,  some  of  which  were 
acted  upon  at  the  meeting.  His  address  is 
highly  recommended  for  study  by  every 
physician. 

H.  Russell  Brown,  M.D. 

Alternate  Delegate  to  A.M.A. 


PROCEEDINGS  OF  THE  67TH  ANNUAL 
MEETING  OF  THE  HOUSE  OF 
DELEGATES 

South  Dakota  State  Medical  Association 
First  Session,  Sunday,  May  30,  1948 

The  first  meeting  of  the  House  of  Delegates 
was  called  to  order  in  the  Cataract  Hotel  ball- 
room on  Sunday,  May  30,  1948,  with  Dr.  H. 
Russell  Brown,  President,  calling  the  meeting 
to  order  at  1:30  P.  M.  On  roll  call  the  follow- 
ing were  present:  President,  H.  Russell 
Brown,  Watertown;  President-Elect,  J.  L. 
Calene,  Aberdeen;  Vice-President,  W.  H.  Sax- 
ton, Huron;  Secretary-Treasurer,  R.  G.  Mayer, 
Aberdeen;  Councilors:  J.  D.  Alway,  Aber- 
deen; M.  W.  Larsen,  Watertown;  G.  E.  Whit- 
son, Madison;  C.  E.  Robbins,  Pierre;  B.  T. 
Lenz,  Huron;  F.  D.  Gillis,  Mitchell;  L.  J.  Pan- 
kow,  Sioux  Falls;  E.  M.  Stansbury,  Ver- 
million; R.  E.  Jernstrom,  Rapid  City;  R.  J. 
Quinn,  Burke;  A.  W.  Spiry,  Mobridge;  D.  A. 
Gregory,  Milbank;  F.  S.  Howe,  Deadwood; 
Delegates:  P.  V.  McCarthy,  Aberdeen;  Car- 
son  B.  Murdy,  Aberdeen;  Abner  Willen, 
Clear  Lake;  Magni  Davidson,  Brookings;  E.  A. 
Hofer,  Howard;  M.  M.  Morrissey,  Pierre; 
G.  A.  Stevens,  Sioux  Falls;  J.  A.  Kittelson, 
Sioux  Falls;  J.  A.  Nelson,  Sioux  Falls;  C.  B. 
McVay,  Yankton;  V.  I.  Lacey,  Yankton;  W.  L. 
Meyer,  Sanator;  W.  Gieb,  Rapid  City;  G.  S. 
Owen,  Rapid  City;  F.  C.  Totten,  Lemmon; 


Faris  Pfister,  Webster. 

Dr.  Robbins  moved  that  the  minutes  of  the 
1947  session  be  dispensed  with  since  they 
were  published  in  the  Journal  Lancet.  The 
motion  was  seconded  by  Dr.  Calene  and  car- 
ried. Dr.  Brown  then  read  his  Presidential 
address  to  the  House  of  Delegates.  The  Presi- 
dent then  appointed  the  following  Reference 
Committees: 

On  reports  of  Officers:  G.  A.  Stevens, 
Chair.,  F.  D.  Gillis,  G.  E.  Whitson.  On  Resolu- 
tions, Memorials  and  Standing  Committees: 
R.  E.  Jernstrom,  Chair.,  J.  A.  Kittelson,  B.  T. 
Lenz.  On  Amendments  to  Constitution  and 
By-Laws:  R.  J.  Quinn,  Chair.,  W.  H.  Saxton, 
D.  A.  Gregory.  On  Nominations:  Faris  Pfister, 
Chair.,  P.  V.  McCarthy,  Abner  Willen,  Magni 
Davidson,  M.  M.  Morrissey,  H.  P.  Adams,  H. 
Lewis,  J.  A.  Nelson,  V.  I.  Lacey,  W.  Gieb, 
L.  E.  Lande,  A.  W.  Spiry. 

On  Credentials:  W.  L.  Meyer,  Chair.,  C.  B. 
Murdy,  E.  A.  Hofer.  On  Reports  of  Special 
Committees:  L.  J.  Pankow,  Chair.,  M.  W. 
Larsen,  C.  B.  McVay,  W.  H.  Saxton. 

The  Annual  reports  of  officers  were  given 
as  follows:  President,  H.  Russell  Brown;  Pres.- 
Elect,  J.  L.  Calene;  Vice-Pres.,  W.  H.  Saxton; 
Secretary-Treasurer,  R.  G.  Mayer;  Executive 
Sec’y,  John  C.  Foster;  Chair,  of  the  Council, 
C.  E.  Robbins;  Delegate  to  the  AMA,  H.  Rus- 
sell Brown.  These  were  referred  to  the 
Reference  Committee  on  Reports  of  Officers. 
The  reports  of  the  Councilors  followed  with 
Dr.  J.  D.  Alway  reporting  for  the  1st.  Dist.; 
Dr.  M.  W.  Larsen,  2nd.  Dist.;  Dr.  G.  E.  Whit- 
son, 3rd.  Dist.;  Dr.  C.  E.  Robbins,  4th.  Dist.; 
Dr.  B.  T.  Lenz,  5th.  Dist.;  Dr.  F.  D.  Gillis,  6th. 
Dist.;  Dr.  L.  J.  Pankow,  7th.  Dist.;  Dr.  E.  M. 
Stansbury,  8th.  Dist.;  Dr.  R.  E.  Jernstrom, 
9th.  Dist.;  Dr.  R.  J.  Quinn,  10th.  Dist.;  Dr. 
A.  W.  Spiry,  11th.  Dist.;  and  Dr.  D.  A.  Greg- 
ory, 12th.  Dist. 

The  reports  of  Special  Committees  were 
next  given  as  follows:  Dr.  Jernstrom  read  the 
report  of  the  Comm,  on  Radio  Broadcasts. 
Dr.  Pankow  made  a few  remarks  on  this  sub- 
ject. Dr.  Gilbert  Cottam  reported  on  the 
Editorial  Comm.  In  the  absence  of  Dr.  Lyle 
Hare,  the  report  of  the  Comm,  on  Medical 
Licensure  was  read  by  the  Secretary.  Dr. 
Sherwood  moved  that  the  Comm,  be  instruc- 
ted to  add  to  the  report  the  total  number  of 
licensed  physicians  in  the  State  (427).  The 


— 312  — 


SOUTH  DAKOTA 


motion  was  seconded  by  Dr.  Davidson  and 
carried.  No  report  was  submitted  by  the 
comm,  on  Allied  Groups.  Dr.  Pfister  stated 
that  the  report  of  the  Comm,  on  Veteran’s 
Administration  and  Military  Service  was 
printed  in  the  last  issue  of  the  Journal,  so 
Dr.  Calene  moved  that  the  reading  of  the  re- 
port be  waived.  The  motion  was  seconded 
by  Dr.  Larsen  and  carried.  Dr.  Pfister  then 
read  a supplementary  report  regarding  the 
establishment  of  Military  Units  in  connection 
with  the  National  Guard. 

The  report  of  the  Committee  on  Prepay- 
ment and  Insurance  Plans  was  given  by  Dr. 
Brown  and  Dr.  Calene  presented  the  report 
of  the  Committee  on  National  Legislation.  In 
the  absence  of  Dr.  Peeke  the  report  of  the 
Committee  on  Rural  Medical  Service  was 
read  by  the  Secretary. 

Dr.  Slaughter  read  the  report  of  the  Com- 
mittee on  Medical  School  Affairs,  including  a 
supplementary  report  regarding  the  establish- 
ment of  an  Endowment  Fund  for  the  Medical 
School.  After  comments  on  the  report  by  Drs. 
Howe  and  Brown,  a motion  was  made  by  Dr. 
Howe,  seconded  by  Calene  and  carried,  that 
the  Committee  be  continued  and  empowered 
to  work  out  plans  for  appropriations  and 
other  details  and  presented  to  the  House  of 
Delegates  and  district  Medical  Societies. 

Dr.  Mayer  read  the  report  of  the  Com- 
mittee on  Revision  of  the  Constitution  and 
By-laws  and  moved  the  adoption  of  the 
following  amendment  to  the  By-laws:  That 
Sec.  1 of  Chapter  VIII  of  the  By-laws  be 
amended  by  adding  the  following,  “A  new 
member,  enrolled  after  July  1st.  of  each  year, 
shall  be  required  to  pay  only  one  half  of  the 
annual  dues.” 

The  report  of  the  Committee  on  Nurses’ 
Training  was  read  by  Dr.  Stansbury  and  Dr. 
G.  I.  Cottam  read  the  report  of  the  Committee 
on  State  Legislation.  The  Secretary  read  the 
report  of  Dr.  G.  E.  Van  Demark  of  the  Ortho- 
pedic section  of  the  Committee  Advisory  to 
the  State  Board  of  Health.  All  of  the  reports 
of  Special  Committees  were  referred  to  the 
Reference  Committee  on  Reports  and  Special 
Committees. 

The  reports  of  the  Standing  Committees 
followed.  Dr.  Brown  presented  the  program 
of  the  Annual  Session  as  the  report  of  the 
Committee  on  Scientific  Work.  The  report  of 


the  Committee  on  Public  Policy  and  Legisla- 
tion was  read  by  Dr.  Brown,  and  Dr.  Mayer 
presented  the  report  of  the  Committee  on 
Publications.  The  Secretary  read  the  report 
of  the  Committee  on  Medical  Defense  and  Dr. 
Calene  gave  the  report  of  the  Committee  on 
Medical  Education  and  Hospitals. 

Dr.  Larsen  read  the  report  of  the  Com- 
mittee on  Medical  economics.  Dr.  Calene 
moved  that  Attorney  Goldsmith  meet  with 
the  Reference  Committee  on  Standing  Com- 
mittees when  the  Physicians  Group  Insurance 
Plans  is  considered.  The  motion  was  seconded 
by  Dr.  Jernstrom  and  passed.  The  various 
sub-committees  of  the  Committee  on  Public 
Health  followed  with  their  reports.  Dr.  O.  S. 
Randall  reported  for  the  sub-committee  on 
cancer;  Dr.  W.  L.  Meyer  for  the  sub-com- 
mittee on  tuberculosis  and  the  Secretary  read 
the  reports  of  the  sub-committee  on  Mental 
Hygiene  and  Child  Welfare  and  the  sub- 
committee on  Syphilis  Control.  The  report 
of  the  Committee  on  Necrology  was  not  re- 
ceived in  time  for  this  meeting.  Dr.  G.  A. 
Stevens  read  the  report  of  the  Committee  on 
Medical  Benevolence  and  Advisory  to  the 
Women’s  Auxiliary. 

Dr.  Jernstrom  gave  the  report  of  the  Com- 
mittee on  Auditing  and  Appropriations,  in- 
cluding the  Budget  for  1948-49.  The  names 
of  the  following  physicians  were  submitted 
for  Honorary  membership  from  the  respec- 
tive Districts:  Dr.  A.  P.  Hawkins,  Waubay, 
12th.  Dist.,  Dr.  Gilbert  Carney,  California, 
4th.  Dist.,  Dr.  F.  W.  Freyberg,  Mitchell,  6th. 
Dist.,  Dr.  S.  M.  Hohf,  Yankton,  8th.  Dist.,  Dr. 
W.  E.  White,  Ipswich,  1st.  Dist.,  Drs.  F.  L. 
Class,  and  T.  M.  Wood,  Huron  and  F.  M.  Cogs- 
well, Wolsey,  5th.  Dist.  A motion  was  made 
by  Dr.  Pfister,  seconded  by  Dr.  Pankow,  and 
carried,  that  all  of  these  men  be  admitted  to 
affiliate  memberships. 

The  Secretary  read  the  report  of  the  Com- 
mittee appointed  by  the  Council  to  submit 
recommendations  concerning  the  50-year  pin. 

On  motion,  the  meeting  was  adjourned  at 
5:00  P.  M. 

R.  G.  Mayer,  Secretary 
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HOUSE  OF  DELEGATES 
SECOND  SESSION 

The  second  meeting  of  the  House  of  Dele- 
gates was  called  to  order  in  the  Coliseum  at 
4:30  P.  M.  on  Monday,  May  31st.  with  Dr.  H. 
Russell  Brown,  President,  presiding.  On  roll- 
call  the  following  were  present:  Pres.  Dr.  H. 
Russell  Brown,  Watertown;  Pres.  Elect,  Dr. 
J.  L.  Calene,  Aberdeen;  Vice-Pres.,  Dr.  W.  H. 
Saxton,  Huron;  Secretary-Treasurer,  Dr. 
R.  G.  Mayer,  Aberdeen. 

Councilors:  Dr.  M.  W.  Larsen,  Watertown; 
Dr.  G.  E.  Whitson,  Madison;  Dr.  C.  E.  Robbins, 
Pierre;  Dr.  B.  T.  Lenz,  Huron;  Dr.  L.  J.  Pan- 
kow,  Sioux  Falls;  Dr.  R.  E.  Jernstrom,  Rapid 
City;  Dr.  R.  J.  Quinn,  Burke;  Dr.  A.  W.  Spiry, 
Mobridge;  Dr.  F.  S.  Howe,  Deadwood.  Dele- 
gates: Dr.  P.  V.  McCarthy,  Aberdeen;  Dr. 
Carson  B.  Murdy,  Aberdeen;  Dr.  Abner 
Willen,  Clear  Lake;  Dr.  Magni  Davidson, 
Brookings;  Dr.  E.  A.  Hofer,  Howard;  Dr. 
M.  M.  Morrissey,  Pierre;  Dr.  Harvard  Lewis, 
Mitchell;  Dr.  E.  C.  Bobb,  Mitchell;  Dr.  G.  A. 
Stevens,  Sioux  Falls;  Dr.  J.  A.  Nelson,  Sioux 
Falls;  Dr.  C.  B.  McVay,  Yankton;  Dr.  V.  I. 
Lacey,  Yankton;  Dr.  W.  L.  Meyer,  Sanator; 
Dr.  W.  Gieb,  Rapid  City;  Dr.  F.  C.  Totten, 
Lemmon;  Dr.  F.  F.  Pfister,  Webster. 

A motion  was  made  by  Dr.  Stevens, 
seconded  by  Dr.  Spiry  and  carried,  that  the 
reading  of  the  minutes  of  the  first  session  be 
waived.  A brief  address  was  made  by  the 
Pres.  Elect,  Dr.  J.  L.  Calene. 

The  reports  of  the  Reference  Committees, 
by  their  respective  Chairmen  followed.  Dr. 
W.  L.  Meyer  read  the  report  of  the  Com- 
mittee on  Credentials.  A motion  was  made 
by  Dr.  Whitson,  seconded  by  Dr.  Saxton  and 
carried,  that  the  report  be  accepted. 

The  report  of  the  Committee  on  Nomina- 
tions was  read  by  Dr.  F.  F.  Pfister,  Chair.,  as 
follows;  For  Pres.  Elect,  Dr.  W.  H.  Saxton, 
Huron  and  Dr.  H.  Russell  Brown,  Water- 
town.  For  Vice-Pres.,  Dr.  C.  E.  Robbins, 
Pierre  — R.  G.  Mayer,  Aberdeen.  For  dele- 
gate to  the  AMA,  Dr.  H.  Russell  Brown, 
Watertown  — for  alternate  delegate  to  AMA, 
Dr.  Wm.  Duncan,  Webster.  For  Councilors: 
Huron,  Dist.,  Dr.  B.  T.  Lenz,  Huron  (1948-51). 
Madison  Dist.,  Dr.  G.  E.  Whitson,  Madison, 
(1948-1951).  Mitchell  Dist.,  Dr.  F.  D.  Gillis, 
Mitchell,  (1948-1951).  Sioux  Falls  Dist.,  Dr. 
L.  J.  Pankow,  Sioux  Falls,  (1948-1951).  For 


place  of  meeting  — 1948  Session,  Yankton. 

The  Secretary  presided  while  Dr.  H.  Russell 
Brown  declined  the  nomination  as  Pres.  Elect. 
Dr.  Brown  resumed  the  chair  and  Dr.  R.  G. 
Mayer  declined  the  nomination  as  Vice-Pres. 
A motion  was  made  by  Dr.  Stevens,  seconded 
by  Dr.  Hofer  and  carried,  that  nominations  be 
declared  closed  and  the  Secretary  cast  the 
unanimous  ballot  for  the  nominees  and  the 
place  of  meeting.  A motion  was  made  by  Dr. 
Robbins,  Seconded  by  Dr.  Jernstrom  and 
carried,  that  Dr.  M.  M.  Morrissey,  Pierre,  be 
elected  to  serve  out  the  unexpired  term  of 
Dr.  Robbins  as  Councilor  for  the  Pierre  Dist. 
Dr.  G.  A.  Stevens  read  the  report  of  the  Com- 
mittee on  Reports  of  Officers  and  moved  that 
the  report  be  accepted.  The  motion  was 
seconded  by  Dr.  Davidson  and  carried. 

Dr.  L.  J.  Pankow,  as  Chairman,  presented 
the  report  of  the  Reference  Committee  on 
Reports  of  Special  Committees.  The  Com- 
mittee recommended  that  the  Radio  Broad- 
cast Committee  be  accepted  and  also  recom- 
mended that  the  Chairman  of  the  Radio  Com- 
mittee appoint  one  member  in  each  city,  hav- 
ing a radio  station,  to  make  arrangements 
with  that  station  and  the  AMA  for  transcrip- 
tion programs.  A motion  was  made  by  Dr. 
Pankow,  seconded  by  Dr.  Davidson  and 
carried,  that  the  report  be  approved.  On 
motion,  the  reports  of  the  Editorial  Com- 
mittee and  the  Committee  on  Medical  Licen- 
sure were  approved. 

The  Committee  recommended  that  the  re- 
port of  Dr.  F.  F.  Pfister,  as  Chair,  of  the  Com- 
mittee on  Veteran’s  Administration  and  Mil- 
itary Affairs,  be  accepted  and  that  the  sup- 
plementary report  regarding  the  National 
Guard  be  referred  to  the  Executive  Secretary 
for  possible  use  in  the  South  Dakota  Journal 
of  Medicine.  On  motion  the  report  was  ap- 
proved. 

The  Committee  recommended  that  the  re- 
port of  the  Committee  on  Prepayment  and 
Insurance  Plans  be  adopted  and  suggested 
that  some  method  of  increasing  the  sales  of 
this  type  of  policy  be  devised.  Dr.  Jernstrom 
suggested  that  each  Counsilor  discuss  the 
South  Dakota  Injury-Illness  Prepayment  In- 
surance Plan  at  meetings  of  his  District 
Society.  On  motion  the  report  was  approved. 

Regarding  the  report  of  the  Committee  on 
National  Legislation,  the  Committee  recom- 
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mended  adoption  of  the  repoVt  and  urged  all 
physicians,  who  have  not  already  done  so,  to 
give  financial  support  to  the  National  Phys- 
ician’s Committee  and  to  avail  themselves  of 
the  various  pamphlets,  literature  and  helps 
which  the  NPC  is  ready  to  render.  On  mo- 
tion, the  report  was  approved. 

The  Committee  recommended  commenda- 
tion to  the  Committee  on  Rural  Medical  Serv- 
ice on  its  excellent  report  and  urged  that  the 
Legislative  Committee  of  this  Association 
take  such  steps  as  are  necessary  to  con- 
solidate the  activities  of  the  26  or  27  different 
agencies  which  are  mentioned  as  more  or  less 
duplicating  their  work,  into  fewer  workable 
units,  preferably  under  the  direction  of  the 
State  Board  of  Health.  In  regard  to  the  second 
recommendation,  referring  to  Medical  School 
activities,  the  Reference  Committee  felt  that 
the  Special  Committee  on  Medical  School 
Affairs  had  adequately  handled  this  point, 
and  suggested  that  this  portion  of  the  report 
be  not  adopted.  The  Committee  recommended 
the  adoption  of  the  rest  of  the  report  without 
qualification.  On  motion,  the  report  of  the 
Reference  Committee  was  adopted. 

On  motion,  the  report  of  the  Committee  on 
Medical  School  Affairs,  together  with  its 
supplementary  report,  was  adopted.  After 
discussion  of  the  report  of  the  Committee  on 
Nurses’  Training  by  Drs.  Pankow,  Whitson, 
McCarthy,  Sherwood,  Calene  and  others,  a 
motion  was  made  by  Dr.  Whitson,  and  car- 
ried, that  the  report  be  not  approved  but  be 
referred  to  a new  committee  for  further 
study. 

The  Reference  Committee  recommended 
that  the  first  recommendation  of  the  Com- 
mittee on  State  Legislation,  regarding  clari- 
fication of  autopsy  rules  as  to  legal  means 
for  demanding  same  when  indicated  be  ap- 
proved. On  motion,  this  portion  of  the  report 
was  approved.  The  second  portion  of  the  re- 
port, referring  to  foetal  age  at  which  a death 
certificate  would  be  required,  was  not 
adopted.  The  third  recommendation  of  the 
Committee,  pertaining  to  the  advisability  of 
legislation  permitting  payroll  deductions 
from  state  employees  for  the  purpose  of  ob- 
taining prepayment  medical  care  and  group 
insurance,  was  approved  on  motion.  The 
Reference  Committee  objected  to  the  section 
pertaining  to  compulsory  vaccination,  believ- 


ing that  too  great  a storm  of  controversy 
would  be  encountered.  The  Committee 
would,  however,  recommend  a program  for 
the  education  of  the  public  and  the  medical 
profession  in  matters  of  vaccination.  On  mo-  | 
tion,  the  portion  of  the  report  of  the  Com-  I 
mitte  referring  to  legislation  for  compulsory 
vaccination  was  not  approved. 

The  Reference  Committee  recommended 
the  adoption  of  the  report  of  the  Advisory 
Committee  on  Orthopedics  in  its  basic  prin- 
ciples and  on  motion,  the  report  was  ap- 
proved. Dr.  Pankow  moved  that  the  report 
of  the  Committee  on  Auditing  and  Ap- 
propriations, together  with  the  budget  for 
1948-49,  be  approved.  The  motion  was 
seconded  by  Dr.  Whitson  and  carried.  On  mo- 
tion, the  report  of  the  Committee  on  50-year 
emblems,  was  approved.  A motion  was  made 
by  Dr.  Pankow,  seconded  by  Dr.  Larsen  and 
carried,  that  the  House  of  Delegates  recom- 
mends endorsement  of  a Home  and  School 
for  Crippled  Children  being  sponsored  by  the 
Crippled  Children’s  Society  of  South  Dakota. 

A motion  was  made  by  Dr.  Pankow,  seconded 
by  Dr.  Saxton  and  carried,  that  the  entire  re- 
port of  the  Reference  Committee  on  Special 
Committee  reports,  be  approved  as  a whole. 

The  report  of  the  Reference  Committee  on 
Revision  of  the  Constitution  and  By-laws  was 
read  by  the  Chairman,  Dr.  R.  J.  Quinn.  The 
Reference  Committee  recommended  the 
adoption  of  the  report  of  the  Committee  on 
Revision  of  the  Constitution  and  By-laws  in 
its  entirety  so  that  the  revised  Constitution 
and  By-laws  may  be  adopted  at  the  next 
Annual  Session.  A motion  was  made  by  Dr. 
Quinn,  seconded  by  Dr.  Whitson  and  carried 
unanimously,  that  the  amendment  to  the 
present  By-laws,  in  reference  to  reduction  of 
dues  of  new  members  after  July  1st.,  be 
adopted.  A motion  was  made  by  Dr.  Quinn, 
seconded  by  Dr.  Jernstrom  and  carried,  that 
the  entire  report  of  the  Reference  Committee 
be  adopted.  The  report  of  the  Reference  Com- 
mittee on  Resolutions,  Memorials  and  reports 
of  Standing  Committees,  was  presented  by 
the  Chairman,  Dr.  R.  E.  Jernstrom.  On  mo- 
tion, the  reports  of  the  Committees  on  Scien- 
tific Work,  Public  Policy  and  Legislation, 
Publications,  Medical  Education  and  Hos- 
pitals, were  approved.  A motion  was  made 
by  Dr.  Jernstrom,  seconded  by  Dr.  Whitson 
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and  carried,  that  the  South  Dakota  Journal 
of  Medicine  and  Pharmacy  be  designated  as 
the  Official  Publication  of  the  South  Dakota 
State  Medical  Association. 

The  report  of  the  Committee  on  Medical 
Economics  provoked  considerable  discussion. 
A motion  was  made  by  Dr.  Jernstrom  and 
seconded  by  Dr.  W.  L.  Meyer,  to  accept  the 
report  of  the  Committee  regarding  Group  In- 
surance. A motion  was  made  by  Dr.  Pankow 
to  amend  the  motion  to  change  the  word 
accept  to  refer  the  matter  to  Attorney  Gold- 
smith for  study  and  report  to  the  Council, 
giving  the  Council  power  to  act.  This  motion 
was  seconded  by  Dr.  Calene,  and  the  amend- 
ment and  motion  carried.  The  portion  of  the 
report  referring  to  the  State  High  School 
Athletic  Association  Insurance  Plan,  was  ap- 
proved on  motion.  The  portion  of  the  report 
referring  to  the  National  Guard  was  accepted 
on  motion  and  referred  to  the  Executive  Sec- 
retary. The  portion  of  the  report  referring 
to  a fee  schedule  for  governmental  agencies 
and  uniform  fee  schedule  in  Districts,  was 
discussed.  A motion  was  made  by  Dr.  Pan- 
kow, seconded  by  Dr.  Saxton  and  carried, 
that  these  sections  be  referred  to  the  Council 
for  further  study. 

The  portion  of  the  report  endorsing  the 
raising  of  fees  for  National  Guard  examina- 
tions from  $3.00  to  $5.00  was  accepted  on  mo- 
tion. On  motion,  the  reports  of  the  sub-com- 
mittees on  cancer,  tuberculosis,  mental 
hygiene  and  child  welfare  and  syphilis  con- 
trol, were  accepted.  The  report  of  the  Com- 
mittee on  Medical  Benevolence  and  Advisory 
to  Women’s  Auxiliary  was  discussed  and  a 
motion  was  made,  seconded  and  carried,  that 
the  Benevolent  Fund  be  continued  and  sup- 
ported. 

Dr.  Jernstrom  moved  the  adoption  of  the 
following  resolution:  “Resolved  that  the 
House  of  Delegates  of  the  South  Dakota  State 
Medical  Association,  sincerely  thanks  the 
press,  and  radio  stations  of  Sioux  Falls  for 
their  cooperation  in  making  our  1948  meeting 
a success.  The  House  of  Delegates  also  thanks 
the  Sioux  Falls  District  Medical  Society  for 
the  splendid  meeting  that  we  have  had.  The 
Scientific  program  has  been  excellent,  the 
exhibits  have  been  better  than  ever,  and  the 
entertainment  has  been  very  beneficial  and 
relaxing.”  The  motion  was  seconded  by  Dr. 


Saxton  and  carried  unanimously. 

A motion  was  made  by  Dr.  Jernstrom, 
seconded  and  carried,  that  a rising  vote  of 
thanks  be  given  Dr.  H.  Russell  Brown  for  his 
splendid  work  as  President  the  past  year.  On 
motion  the  meeting  adjourned  at  6:20  P.  M. 

R.  G.  Mayer,  Secretary 


REPORT  OF  THE  COUNCIL 

Two  meetings  of  the  Council  were  held  dur- 
ing the  past  year.  The  minutes  of  each  were 
published  in  the  Bulletin  and  the  South 
Dakota  Journal  of  Medicine. 

The  main  business  of  the  first  meeting, 
November  2,  1947,  at  Huron,  was  the  decision 
to  publish  the  South  Dakota  Journal  of  Med- 
icine and  Pharmacy.  Mr.  Cohen,  publisher, 
and  Dr.  J.  A.  Myers,  Chairman  of  the  Board 
of  Editors,  of  the  Journal-Lancet,  our  official 
publication,  were  present  at  the  meeting,  and 
discussed  the  contemplated  venture  from 
their  angle. 

After  thorough  discussion  by  the  Council 
the  Executive  Secretary  was  authorized  to 
proceed  with  the  project.  The  dates  for  the 
1948  Annual  Meeting  at  Sioux  Falls  were  set 
for  May  30  — June  1st. 

The  second  meeting  was  held  March  21, 
1948,  at  Huron.  Many  routine  matters  were 
taken  up.  Dr.  F.  D.  Gillis,  Mitchell  was  elec- 
ted to  fill  out  the  unexpired  term  of  Dr.  J.  H. 
Lloyd,  who  had  resigned  as  Councilor  for  the 
Mitchell  District,  and  Dr.  B.  T.  Lenz,  Huron, 
was  elected  to  fill  out  the  unexpired  term  of 
Dr.  W.  H.  Saxton,  as  Councilor  of  the  Huron 
District. 

The  sum  of  $200.00  was  appropriated  for 
the  program  to  stimulate  the  recruitment  of 
girls  for  nurses  training.  The  appointment 
of  Dr.  R.  G.  Mayer,  Aberdeen,  as  Editor,  and 
Dr.  D.  L.  Kegaries,  Rapid  City,  and  Dr.  J.  A. 
Nelson,  Sioux  Falls,  as  Assistant  Editors,  of 
the  South  Dakota  Journal  of  Medicine  until 
the  next  Annual  Meeting  was  confirmed. 

C.  E.  Robbins,  M.D. 
Chairman  of  the  Council 
R.  G.  Mayer,  M.D. 

Secretary  of  the  Council 


REPORT  OF  COMMITTEE  ON  AUDITING 
AND  APPROPRIATIONS 

The  Committee  on  Auditing  and  Appropria- 
tions met  on  May  29,  1948  and  found  the 
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books  and  accounts  of  the  treasurer  and 
executive  secretary  correct.  The  following 
budget  was  adopted  and  is  presented  for  ap- 
proval: 

Estimated  income  ....  ...  $17,000.00 

Dues  $15,000.00 
Annual 

Meeting  2,000.00 


Estimated  disbursements 

Secretary’s  expense 

$1,200.00 

Attorney’s  retainer 

300.00 

Subscription  & dues 

700.00 

Council  expenses  & 

officers  travel 

1,000.00 

Benevolent  Fund  

325.00 

Annual  meeting  

1,000.00 

Travel  expense  

1,500.00 

Office  expense  

3,000.00 

Miscellaneous  

500.00 

Executive  Secretary’s 

salary  

7,200.00 

TOTAL  EXPENSE 

Balance  $275.00 

$16,725.00 


R.  E.  Jernstrom,  M.D. 
L.  J.  Pankow,  M.D. 

G.  E.  Whitson,  M.D. 


REPORT  OF  COMMITTEE  ON 
CREDENTIALS 

The  Committee  on  Credentials  makes  the 
following  report: 

1.  Number  of  officers  present  4 

2.  Delegate  to  A.M.A.  present 

3.  Alternate  delegate  to  A.M.A.  present 

4.  All  councilors  present 

5.  Councilor  at  large  present  17 

6.  Number  of  delegates  present  17 

7.  Total  number  of  members  registered  by 
3 P.  M.  June  1 214 

8.  Number  of  guests  present  52 

9.  Women’s  Auxiliary  71 

COMMITTEE  ON  REPORTS  OF  OFFICERS 

Your  Committee  highly  commends  Presi- 
dent Brown  for  his  activities  in  behalf  of  the 
Association  during  the  past  year  including  his 
attendance  at  the  American  Medical  Associa- 
tion. He  deserves  the  best  thanks  of  the  As- 
sociation. We  recommend  his  reports  be 
accepted  as  read. 

We  recommend  the  acceptance  of  the  re- 
port of  President-Elect,  J.  L.  Calene. 

We  commend  the  Secretary,  R.  G.  Mayer, 
for  his  report  and  wish  to  add  our  support  to 


three  suggestions  made  by  him: 

1.  A meeting  of  the  officers  of  the  District 
Medical  Societies  for  the  purpose  of 
furthering  their  own  and  State  Associa- 
tion’s affairs. 

2.  That  the  Societies  use  more  South  Da- 
kota men  at  their  meetings. 

3.  That  all  members  who  can  do  so,  attend 
the  panel  discussion  on  the  “Job  of  the 
County  Medical  Society”  to  be  held  at 
the  Palmer  House  Chicago,  on  June  20, 
1948. 

We  recommend  that  his  report  be  accepted. 

The  report  of  the  Treasurer,  R.  G.  Mayer, 
has  been  audited  by  the  Auditing  Committee, 
found  in  order  and  we  recommend  its  accept- 
ance. 

We  recommend  the  acceptance  of  the  report 
of  the  Council  as  made  by  C.  E.  Robbins. 

We  recommend  that  the  reports  of  the 
Councilors  from  the  various  districts  be 
accepted  as  read. 

We  commend  the  Executive  Secretary, 
John  Foster,  for  his  activities  in  behalf  of  and 
his  efficiency  in  administering  the  affairs  of 
the  Society  and  recommend  the  acceptance 
of  his  report. 

Your  Committee  recommends  the  untiring 
efforts  on  the  part  of  the  entire  membership 
in  support  of  our  own  Journal  of  Medicine 
and  Pharmacy. 

Geo.  A.  Stevens,  M.D. 

Geo.  E.  Whitson,  M.D. 

F.  Daniel  Gillis,  M.D. 

Report  of  the  Reference  Committee  on  Re- 
vision of  Constitution  and  By-Laws 

The  Reference  Committee  on  Revision  of 
the  Constitution  and  By-Laws  recommend 
the  adoption  of  the  report  of  the  Committee 
in  its  entirey  and  that  a copy  of  the  revised 
Constitution  and  By-Laws  be  sent  to  each 
Councilor  and  to  each  Secretary  of  the  com- 
ponent districts  for  study  and  discussion  so 
that  it  may  be  adopted  at  the  next  annual 
meeting  as  provided  in  the  present  Constitu- 
tion (Article  XIII). 

D.  A.  Gregory,  M.D. 

Wm.  Saxton,  M.D. 

R.  J.  Quinn,  M.D. 

Report  of  the  Reference  Committee  on  the 
Fifty-Year  Club 

The  Council  hereby  submits  for  your  con- 
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sideration  and  deliberation  the  formation  of 
“The  50  Year  Club”. 

1.  The  recognition  of  all  doctors  who  have 
practiced  for  50  years. 

2.  The  presentation  to  them,  of  a gold  lapel 
emblem,  a home  town  meeting,  by  the 
officers  of  the  State  Medical  Society  to 
be  attended  by  their  local  District 
Society,  together  with  the  proper  local 
publicity. 

3.  The  Committee  submits  a type  of  em- 
blem such  as  used  by  the  Indiana  State 
Medical  Society  for  their  “50  Year  Club”. 
The  use  of  this  emblem  with  changed 
lettering  will  be  of  vast  saving  in  the 
expense  of  the  die  used. 

4.  We  recommend  the  adoption  of  this  ges- 
ture to  our  older  men. 

B.  T.  Lenz,  M.D. 

F.  D.  Gillis,  M.D. 

REPORT  OF  STANDING  COMMITTEES 
Commitiee  on  Public  Policy  and  Legislation 

The  absence  of  a legislative  session  during 
the  past  year  gives  this  committee  little  to 
report.  Without  question  this  Association 
should  be  most  active  prior  to  and  during  the 
next  session  of  our  State  Legislature  in  Jan- 
uary 1949.  Serious  consideration  must  be 
given  to  promoting  and  securing  legislation 
which  is  in  the  interests  of  a better  public 
health  and  scientific  medicine.  Aggressive 
and  unified  support  must  be  given  to  im- 
provement and  development  of  the  Medical 
School  at  the  University  of  South  Dakota. 

H.  Russell  Brown,  M.D. 

J.  L.  Calene,  M.D. 

Commiilee  on  Publications 

At  the  annual  Session  of  the  South  Dakota 
State  Medical  Association  held  in  Aberdeen 
in  June,  1946,  your  Committee  on  Publica- 
tions suggested  that  publication  of  a monthly 
bulletin  of  the  State  Medical  Association  be 
considered  and  the  House  of  Delegates  recom- 
mended that  the  matter  be  left  to  the  discre- 
tion of  the  Council.  The  Bulletin  “This  Is 
Your  Medical  Association”  began  publication 
with  the  December,  1946,  issue. 

After  a number  of  issues  were  published 
many  physicians  throughout  the  state  dis- 
cussed the  possibility  of  enlarging  the  Bul- 
letin to  a regular  medical  journal.  The  sub- 
ject was  brought  up  at  meetings  of  the  var- 
ious Distric  Medical  Societies  and  the  major- 


ity sentiment  was  in  favor  of  the  project. 

After  thorough  discussion  at  a meeting  of 
the  Council  in  November,  1947,  the  Execu- 
tive Secretary  was  authorized  to  proceed  with 
the  publication  of  a South  Dakota  Journal  of 
Medicine.  The  first  issue  was  the  January, 
1948,  issue.  The  publication  of  a State  Med- 
ical Journal  by  a medical  association  as  small 
as  ours  requires  the  cooperation  and  support 
of  all  the  members  to  make  it  successful. 

Your  Committee  pleads  especially  for  the 
cooperation  of  individual  members  and  Dis- 
trict Society  Secretaries  in  sending  in  news 
items  and  personal  notes  of  interest  to  the 
physicians  of  South  Dakota,  as  well  as  case 
reports  and  original  articles. 

The  contract  with  the  Journal-Lancet  as 
official  publication  of  the  South  Dakota  State 
Medical  Association  expires  with  this  meet- 
ing. The  Committee  on  Publications  recom- 
mends that  the  South  Dakota  Journal  of  Med- 
icine and  Pharmacy  now  be  designated  as  the 
official  publication  of  the  South  Dakota  State 
Medical  Association. 

R.  G.  Mayer,  M.D. 

The  Council 

Committee  on  Medical  Defense 

The  Medical  Defense  Committee  for  the 
year  1945  recommended  to  the  House  of 
Delegates  that  the  tabled  motion  of  1939-1940 
be  reviewed  and  reported  on. 

The  present  committee  revised  this  report 
and  believe  it  no  longer  feasible  for  the 
following  reason:  — In  1942  our  Supreme 
Court  adopted  a rule  which  became  effective 
January  1,  1943.  This  rule  provided  that 
whenever  a civil  or  criminal  proceeding  issues 
arise  upon  which  the  Court  deems  expert 
evidence  is  desireable,  the  Court,  on  its  own 
motion,  or  on  the  request  of  any  party,  may 
appoint  one  or  more  experts,  not  exceeding 
three,  to  testify  at  the  trial.  If  in  a malprac- 
tice suit  the  Court,  or  either  of  the  parties 
wished  an  investigation  made  by  a non- 
interested  medical  practitioner,  the  mach- 
inery is  set  up  by  this  order  for  the  calling  of 
such  an  expert  and  such  expert  or  experts 
might,  when  so  authorized  by  the  Court,  make 
a physical  examination.  After  the  examina- 
tion the  experts  may  be  required  to  file  a 
written  report. 

The  present  Committee  on  Medical  Defense 
has  throughout  the  year  1947-1948  investi- 


— 318  — 


SOUTH  DAKOTA 


gated  in  their  respective  Districts  any  mal- 
practice suit  and  find  that  the  Physician  or 
Physicians  is  being  adequately  taken  care  of 
by  their  or  his  Liability  Insurance,  and  seem 
well  satisfied  with  the  protection  given  them 
by  the  Liability  protection. 

This  Committee  is  open  to  any  suggestion 
that  the  House  of  Delegates  may  have  upon 
hearing  this  report. 

William  G.  Rieb,  M.D. 

C.  J.  McDonald,  M.D. 

G.  W.  Mills,  M.D. 


Committee  on  Medical  Education 
and  Hospitals 

All  members  of  this  committee  have  been 
contacted.  There  is  no  particular  report  to 
submit. 

The  matter  of  the  Medical  School  is  being 
considered*  by  a special  committee  set  up  by 
the  House  of  Delegates  last  year.  This  com- 
mittee considers  it  of  paramount  importance 
for  the  Medical  Association  to  do  everything 
in  its  power  to  develop  and  improve  the  med- 
ical school. 

The  matter  of  increasing  the  number  of 
nurses  seems  to  be  one  of  the  main  problems 
confronting  our  hospitals.  A special  com- 
mittee is  also  reporting  on  this.  The  Council 
and  many  of  our  members  are  already  taking 
some  steps  to  improve  this  situation.  Some 
members  have  suggested  that  the  question 
in  the  hospitals  should  be 


of  anaesthesia 
studied. 


J.  L.  Calene,  M.D. 
T.  F.  Riggs,  M.D. 

F.  S.  Howe,  M.D. 


Committee  on  Public  Health 
Subcommittee  on  Tuberculosis 

At  this  time  over  one  hundred  thousand 
Mobile  X-rays  have  been  taken.  Two  units 
have  been  in  operation  most  of  this  time,  ex- 
cept for  periods  of  mechanical  difficulty.  It 
is  regrettable  that  these  units  cannot  be  oper- 
ated in  all  places  under  ideal  climatic  con- 
ditions so  that  the  possibility  of  virus  infec- 
tions and  seasonal  upper  respiratory  infec- 
tions can  be  eliminated  to  a large  extent. 
These  units  must  necessarily  be  kept  in  opera- 
tion during  the  entire  year  and  it  is  desirable 
to  remain  in  the  larger  centers  during  the  un- 
seasonable months  so  that  travel  at  that  time 
is  decreased  to  a minimum.  It  is  recognized 
that  there  will  be  a slightly  greater  increase 
of  false  positive  reports,  particularly  in  the 


primary  infections  due  to  these  conditions, 
but  this  increase  will  be  very  negligible.  It 
is  the  feeling  of  this  committee  that  in- 
dividuals tuberculous  minded,  even  though 
they  may  be  temporarily  alarmed  because  of 
a positive  report  are  desirable  to  individuals 
not  so  minded.  Perhaps  in  a few  instances  a 
neurosis  may  develop  but  this  seems  very  im- 
probable in  persons  of  average  intelligence. 
We  wish  to  approve  wholeheartedly  the  work 
and  urge  its  continuance. 

We  feel  that  one  of  the  most  important 
duties  as  a result  of  the  operation  of  the 
mobile  units  is  the  follow  up  work  in  the  local 
communities,  be  it  by  the  county  health  of- 
ficer, the  county  nurse,  or  the  local  tuber- 
culosis association.  Some  definite  plan  should 
be  set  up  and  this  follow  up  work  should  be 
energetically  carried  out. 

We  again  wish  to  bring  to  your  attention 
the  building  situation  at  the  Sanatorium. 
There  is  not  one  single  patient  bed  in  a fire 
resistant  structure.  We  feel  that  is  a de- 
plorable situation  and  that  steps  should  be 
taken  by  the  next  Legislature  to  continue  the 
building  program  set  up  by  the  preceding  one. 
The  last  Legislature  set  up  a building  pro- 
gram with  an  appropriation  of  150,000  dollars. 
It  is  hoped  that  this  will  be  added  to  by  the 
next  Legislature. 

W.  L.  Meyer,  M.D. 

D.  S.  Baughman,  M.D. 

A.  W.  Spiry,  M.D. 
Subcommittee  on  Cancer 

We  held  no  regular  meeting  of  this  Com- 
mittee, however  the  individuals  of  this  Com- 
mittee have  been  trying  to  cooperate,  as  best 
they  could,  with  the  South  Dakota  Division  of 
the  American  Cancer  Society. 

Two  of  the  members  of  this  Commission  — 
namely  Dr.  P.  V.  McCarthy  and  myself,  are 
members  of  the  State  Cancer  Commission  and 
part  of  this  report  will  have  to  do  with  the 
work  of  this  Commission. 

Last  year’s  Cancer  Campaign  netted  for 
this  body  about  $30,000.00.  Of  this  amount 
sixty  per  cent  stayed  in  the  state  and  forty 
per  cent  went  to  the  National  Office  for  re- 
search work  in  cancer. 

At  the  last  annual  meeting  of  the  Com- 
mission, Detection  Clinics  for  this  state  were 
rejected,  but  the  establishment  of  Tumor 
Clinics  — if  organized  and  approved  by  the 
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American  College  of  Surgeons,  would  be  ap- 
proved by  this  body.  Dr.  Breit  reports  on  the 
possibility  of  a Tumor  Clinic  in  Sioux  Falls 
and  Dr.  Brock  on  plans  for  Tumor  Clinics  in 
Rapid  City. 

All  the  physicians  in  the  state  were  sent 
invitations  to  attend  a post-graduate  course 
in  cancer,  held  in  Minneapolis,  at  the  Minn- 
esota University  Hospital.  About  fifty  at- 
tended. All  the  expenses  were  paid  by  the 
Cancer  Commission.  We  feel  that  this  Com- 
mission is  organized  and  running  on  a stable 
basis  at  the  present  time  and  is  trying  to  co- 
operate in  every  way  possible  with  the  State 
Medical  Association. 

A program  is  now  being  arranged  for  an 
outstanding  group  of  speakers  for  a Cancer 
Symposium  to  be  held  in  Sioux  Falls,  October 
11,  12,  and  13th,  1948  namely  for  the  phys- 
icians and  dentists  in  South  Dakota,  but  in- 
vitations will  also  be  extended  to  the  phys- 
icians and  dentists  of  Minnesota,  Iowa  and 
Nebraska.  The  State  Board  of  Health  is  co- 
operating with  us  on  this  project  and  the  ex- 
penses will  be  divided  between  the  Cancer 
Commission  and  the  State  Board  of  Health. 

O.  S.  Randall,  M.D. 

H.  E.  Davidson,  M.D. 

P.  V.  McCarthy,  M.D. 

Subcommittee  on  Syphilis  Control  and 
U.S.P.H.  Service 

During  the  past  year  the  State  Board  of 
Health  has  continued  its  program  of  venereal 
disease  control  including  the  chemical  control 
plan  and  the  rapid  treatment  plan,  in  which 
penicillin  ana  hospitals  costs  are  furnished  in 
certain  selected  cases  of  syphilis.  After  July 
1,  1948  the  chemical  control  plan  will  be  dis- 
continued and  emphasis  will  be  placed  on 
penicillin  treatment  of  syphilis.  Provision 
will  be  made  for  hospitalization  and  treat- 
ment with  penicillin  in  aqueous  solution  and 
also  for  the  ambulatory  treatment  with 
penicillin  in  oil.  Treatment  schedules  fol- 
lowed will  be  those  recommended  by  the  Na- 
tional Institute  of  Health. 

Gilbert  Cottam,  M.D. 

Anton  Hyden,  M.D. 

F.  J.  Tobin,  M.D. 

Subcommittee  on  Mental  Hygiene  and  Child 
Welfare 

Federal  funds  have  been  made  available  to 
the  State  Board  of  Health  for  the  develop- 


ment of  a mental  hygiene  program.  A demon- 
stration program  has  been  set  up  in  connec- 
tion with  the  Pennington  County  Health  Unit 
at  Rapid  City,  using  the  services  of  a psy- 
chiatrist, Dr.  Thomas  Fox,  of  the  Veterans 
Administration  at  Ft.  Meade.  Dr.  Fox  will 
hold  one  or  two  clinics  per  month  with  em- 
phasis on  mental  health  service  to  children. 

A program  has  been  started  in  Rapid  City 
for  the  proposal  of  legislation  requiring  im- 
munization against  diphtheria  and  smallpox 
for  admission  to  all  grade  schools  in  South 
Dakota.  Contacts  have  been  made  with  the 
State  Board  of  Health,  the  State  Medical  As- 
sociation, and  the  Junior  Chamber  of  Com- 
merce Health  Committee.  Satisfactory  pro- 
gress is  being  made  in  the  development  of 
this  program. 

J.  D.  Bailey,  M.D. 

G.  Zimmerman,  M.D. 

F.  W.  Haas,  M.D. 

Committee  on  Necrology 

Your  committee  on  Necrology  wishes  to 
report  the  death  of  the  following  members 
of  this  Association  and  those  physicians  in 
South  Dakota  who  were  not  members  of  this 
Association  during  the  past  year.  It  has  been 
difficult  getting  data  on  these  men,  but  we 
have  done  the  best  we  could. 

J.  H.  Lockwood,  Henry,  S.  D.  Born  1876, 
graduated  from  Creighton  University  Ne- 
braska in  1901,  died  March  11,  1947. 

A.  J.  Struble,  Centerville,  S.  D.  graduated 
from  Barnes  Medical  College  in  1900,  died 
August  25,  1947. 

W.  N.  Gordon,  Tripp,  S.  D.  Born  1874,  grad- 
uated from  Indiana  Central  Medical  College, 
1904,  died  October  9,  1947. 

John  C.  Greenfield,  Avon,  S.  D.  Born  1875, 
graduated  from  Bennet  College  of  Eel.  Med- 
icine and  Surgery  1898,  died  April  20,  1948. 

H.  C.  Harris,  Wilmot,  S.  D.  Born  1877,  grad- 
uated from  Harvey  Medical  College  1903,  died 
October  1,  1947. 

A.  M.  Harris  died  January  28,  1948,  Sioux 
Falls,  S.  D. 

R.  W.  Mullen,  Sioux  Falls,  S.  D.  Born  1878, 
graduated  from  Creighton  University  in  1902, 
member  of  American  Medical  Society.  Prac- 
ticed at  Florence,  S.  D.  for  several  years,  then 
moved  to  Sioux  Falls.  Died  April  29,  1948. 

O.  V.  Opheim,  Sioux  Falls,  S.  D.  Born  1886, 
graduated  from  Rush  Medical  College  in  1914, 
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member  of  American  Medical  Society,  died 
April  29,  1948. 

J.  C.  Shirley,  Huron,  S.  D.  Born  1885,  grad- 
uated from  Northwestern  Medical  School 
1911,  member  of  American  College  of  Sur- 
geons, American  Railway  Surgeons  Associa- 
tion, State  and  American  Medical  Associa- 
tion, Huron  District  Medical  Society.  In  1926 
he  took  a post-graduate  course  in  Medical  De- 
partment of  University  of  Vienna,  Austria. 
Died  April  30,  1948.  Past  president  of  South 
Dakota  State  Medical  Association. 

Charles  Flett,  Milbank,  S.  D.  Born  1866, 
graduated  from  Rush  Medical  College  1895, 
practiced  in  Milbank,  S.  D.  for  about  fifty 
years.  Died  May  22,  1948. 

W.  G.  Magee,  M.D. 

R.  A.  Weber,  M.D. 

H.  L.  Saylor,  M.D. 


COMMITTEE  ON  MEDICAL 
BENEVOLENCE 

Several  years  ago,  through  much  hard  work 
on  the  part  of  the  ladies  of  the  Medical  Auxil- 
iary, a Benevolent  Fund  was  started  with  a 
few  dollars  which  were  then  hard  to  get.  This 
fund  was  then  turned  over  to  the  State  Med- 
ical Association  to  be  from  then  on  held  and 
developed  and  managed  by  a Joint  Com- 
mittee from  both  organizations.  At  that  time 
this  was  considered  a most  worthwhile  pro- 
ject. The  ladies  were  credited  with  the  fine 
idea,  because  evidence  of  its  need  was  ap- 
parent and  well  known. 

In  recent  years,  such  need  has  not  been 
evidenced.  There  are,  undoubtedly,  many 
now  since  the  dollars  have  flowed  so  freely 
into  the  doctors  coffers  who  have,  like  the 
newly  rich,  either  forgotten  or  never  known 
the  dire  want  of  many  physicians  and  their 
families  only  a few  years  ago.  This  must  be 
the  reason  why  — as  has  been  reported 
that  such  a fund  is  considered  a disgrace  to 
the  profession,  and  that  no  physician  has  ever 
been  in  want.  They  cannot  understand  that 
any  physician  might  have  required  public 
aid,  and  as  we  have  known,  could  not  even 
afford  to  pay  for  required  insulin  and  med- 
icines. It  has  been  reported  that  the  Fund 
should  be  discontinued,  or  diverted  to  a 
“student  aid”  or  “nurses  project.” 

We,  the  undersigned,  composed  the  first 
Committee  from  the  Medical  Association  to 


cooperate  and  collaborate  with  the  Auxiliary 
in  the  development  of  this  fund,  and  we 
would  like  to,  at  this  time,  urge  both  groups 
to  give  fullest  study  to  the  Fund  — its  con- 
tinuance and  development.  We  urge  that  the 
original  purpose  of  the  fund  be  continued, 
and  that  the  moneys  be  not  diverted  to  other 
uses.  Please  do  not  forget  that  the  need  was 
most  apparent  only  a few  short  years  ago, 
and  there  is  nothing  about  the  present 
prosperity  to  guarantee  or  insure  security  for 
the  physicians  and  their  families  in  the 
future. 

Now  is  the  time  to  enlarge  this  Fund.  Please 
look  to  it.  The  Medical  Association  and  Dis- 
trict Societies  have  been  on  a great  spending 
spree.  The  entertainment  of  the  State  As- 
sociation at  this  years  meeting,  for  instance, 
costs  the  local  Society  about  $1,800.  In  the 
face  of  this  and  similar  spending,  can’t  some- 
thing be  done  to  enlarge  our  Benevolent 
Fund,  and  one  plan  we  would  like  to  suggest, 
in  addition  to  any  action  taken  by  the  Associa- 
tion is  the  stimulation  of  the  individual  phys- 
ician to,  say,  give  10%  of  their  expenses  of 
attending  any  State  Meeting  to  the  Benevo- 
lent Fund.  That  is  on  the  basis  of  tips  only, 
and  if  each  physician  would  voluntarily  do 
this  at  each  meeting,  our  Fund  would  soon  be 
of  goodly  amount. 

This  Committee  feels  that  more  members 
of  the  two  groups  must  well  remember  the 
hard  days  of  a few  years  ago,  and  mindful  of 
this,  we  think  will  agree  that  it  is  wise  to 
prepare  for  such  years  ahead,  in  case  they 
should  ever  occur  again.  The  real  purpose 
for  every  day  work  is  the  prevention  of 
disease  among  our  patients,  so  let  us  feel  a 
responsibility  toward  each  other  in  the  pre- 
vention of  the  occurrence  of  want  among 
ourselves. 

We  respectfully  request  the  fullest  study 
and  respect  for  our  Benevolent  Fund  and  the 
carring  out  of  its  original  provisions. 

The  financial  report  to  date,  is  attached. 


Total  Resources  May  1,  1947 


Cash  Value  Bonds  

$1,936.36 

Cash  in  Savings  Account  

72.79 

Total  Resources  __ 

2,009.15 

May  1,  1947  Yankton  District 

10.00 

May  5,  1947  Aberdeen  District 

15.00 

Mrs.  Bunker  

2.75 

January  13  Huron 

10.00 
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January  13  Sioux  Falls  10.00 

Feb.  1,  1948  Mitchell  District  14.00 

March  1,  1948  Watertown  District  7.00 

March  24,  1948  Watertown  District  26.00 

April  6,  1948  Pierre  District  ___ 12.00 

Interest  1.17 

Total  cash  resources  1947-1948  107.92 

Increase  of  Bonds  in  value  56.21 

TOTAL  RESOURCES  $2,173.28 


Maturity  Maturity 


Number 

Cost 

Value 

Date 

Value 

Q288333F 

$ 18.50 

$ 19.92 

April  1955 

$ 25.00 

Q288334F 

18.50 

19.92 

April  1955 

25.00 

Q288335F 

18.50 

19.92 

April  1955 

25.00 

C588509F 

74.00 

79.70 

April  1955 

100.00 

D267134F 

370.00 

398.50 

April  1955 

500.00 

M525066F 

740.00 

797.00 

April  1955 

1,000.00 

C825506F 

74.00 

78.60 

October  1955 

100.00 

Q683498F 

18.50 

19.17 

January  1956 

25.00 

Q139358F 

18.50 

20.22 

October  1944 

25.00 

Q139359F 

18.50 

20.22 

October  1944 

25.00 

C1593090F 

74.00 

74.20 

April  1959 

100.00 

C1593091F 

74.00 

74.20 

April  1959 

100.00 

D562822F 

370.00 

371.00 

April  1959 

500.00 

$1,887.00 

$1,992.57 

$2,550.00 

COMMITTEE  ON  SCIENTIFIC  WORK 

Your  committee  respectfully  submits  to  the 


2:00  P.  M. 


2:30  P.  M. 


3:00  P.  M. 
3:30  P.  M. 


4:00  P.  M. 


Classification  and  Treatment  of 
Certain  Common  Types  of  Head- 
ache — Henry  L.  Williams,  M.D., 
Mayo  Clinic,  Rochester,  Minn- 
esota. 

Psychosomatic  Aspects  of  the 
Gastrointestinal  Tract  — Donald 
Hasting,  M.D.,  University  of 
Minnesota  Medical  School. 
Recess  to  View  Exhibits 
Nonin vasive  Cervical  Cancer  — 
A.  W.  Diddle,  M.D.,  Department 
of  Obstetrics  and  Gynecology, 
Southwestern  Medical  College, 
Dallas,  Texas. 

N.  G.  Alcock,  M.D.,  was  unable 
to  attend  due  to  illness.  C.  A. 
Mills,  M.D.,  University  of  Cin- 
cinnatti,  presented  slides  on 
Mexico. 


House  of  Delegates  the  following  scientific 


4:30  P.  M.  House  of  Delegates  Meeting 


program  for  the  1948  annual  session  for  your 


7:00  P.  M.  Annual  Banquet  — Speaker  — 


approval. 


Morris  Fishbein,  M.D.,  Editor 


H.  Russell  Brown,  M.D. 
J.  L.  Calene,  M.D. 

R.  G.  Mayer,  M.D. 
SCIENTIFIC  PROGRAM 


9:30  P.  M. 


of  the  Journal  of  the  American 
Medical  Association. 

Council  Meeting 


Tuesday  morning,  June  1,  1948 


Monday  morning,  May  31,  1948 
Presiding  Officer:  H.  Russell  Brown,  M.D., 
President 


Presiding  Officer  — S.  A.  Donahoe,  M.D. 
8:30  A.  M.  View  Exhibits 
9:00  A.  M.  Public  Health  and  the  Prac- 


8:45  A.  M.  Preview  of  Exhibits 
9:30  A.  M.  The  National  Physicians  Com- 
mittee — M.  H.  Petersen,  Asso- 
ciate Administrator,  National 
Physicians  Committee 

10:00  A.  M.  Early  Diagnosis  of  Intestinal 
Neoplasm  — Harry  M.  Weber, 
M.D.,  Section  of  Roentgenology, 
Mayo  Clinic,  Rochester,  Minn. 
10:30  A.  M.  Recess  to  exhibits 
11:00  A.  M.  Eradication  of  Tuberculosis  — 
Your  Responsibility  — J.  A. 
Myers,  M.D.,  University  of 
Minnesota  Medical  School. 

11:30  A.  M.  Orthopedic  Care  of  Polio 
Patients  — Emil  D.  W.  Hauser, 
M.D.,  Orthopedist  and  Assistant 
Professor  of  Bone  and  Joint 
Surgery,  Northwestern  Univer- 
sity Medical  School. 

12:16  A.  M.  Luncheon  Meetings 
Monday  afternoon,  May  31,  1948 

Presiding  Officer:  Anton  Hyden,  M.D. 


ticing  Physician  — Walter  Bier- 
ring, M.D.,  Commissioner,  State 
Department  of  Health  of  Iowa. 

9:30  A.  M.  Polyps  of  the  Colon  and  Rec- 
tum — W.  A.  Fansler,  M.D., 
Minneapolis,  Minnesota. 

10:00  A.  M.  Vitamin  Toxicity  — C.  H.  Slo- 
cumb,  M.D.,  Mayo  Clinic,  Ro- 
chester, Minnesota. 

10:30  A.  M.  Recess  to  veiw  exhibits 
11:00  A.  M.  Splanchnicectomy  in  the  treat- 
ment of  Hypertension  — Max 
M.  Peet,  M.D.,  University  of 
Michigan,  Ann  Arbor,  Michigan. 
11:30  A.  M.  Medical  Economics  in  a World 
of  Change  — L.  Fernald  Foster, 
M.D. , Secretary,  Michigan  State 
Medical  Society,  Bay  City,  Mich- 
igan. 

12:15  A.  M.  Luncheon  Meetings 
Tuesday  afternoon,  June  1,  1948 

Presiding  Officer:  J.  A.  Nelson,  M.D., 
Pres.  7th  District 
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2:00  P.M. 


2:30  P.  M. 


3:00  P.M. 
3:30  P.  M. 


4:00  P.  M. 


Recent  Advances  in  Treatment 
of  Common  Dermatoses  — Fran- 
cis W.  Lynch,  M.D.,  Minneapolis, 
Minnesota. 

Recent  Developments  in  Active 
Immunization  — C.  E.  Roach, 
M.D.,  Eli  Lilly  and  Company, 
Medical  Research  Division,  In- 
dianapolis, Indiana. 

Recess  to  View  Exhibits 
The  Value  of  the  Recent  Ad- 
vances in  Cariology  — Graham 
Asher,  MD.,  University  of  Kan- 
sas Medical  School. 

Puerperal  Pelvic  Cellulitis  — 
A.  W.  Diddle,  M.D.,  Department 
of  Obstetrics  and  Gynecology, 
Southwestern  Medical  College, 
Dallas,  Texas. 


SPECIAL  COMMITTEES 
Radio  Broadcast  Committee 

The  Radio  Committee  has  not  functioned 
very  well  probably  due  to  a misunderstand- 
ing. As  chairman  I thought  I had  made 
arrangements  with  our  executive  secretary  to 
arrange  for  the  programs.  I received  word 
from  Mr.  Foster  in  April  that  he  had  con- 
tacted the  stations  and  had  been  offered  time 
but  nothing  further  was  done.  He  suggested 
that  we  should  go  into  this  further  as  soon 
as  we  could  on  a public  relations  basis.  This 
matter  will  be  discussed  during  the  state 
meeting. 

R.  E.  Jernstrom,  M.D. 

Commiiiee  on  Medical  Licensure 

The  Committee  on  Medical  Licensure  re- 
ports the  following: 

Licensure  of  July  1947 

7 physicians  licensed  by  examination 

17  physicians  licensed  by  reciprocity 

24  physicians  licensed 

These  physicians  located  in  the  following 
towns:  Redfield,  Chamberlain,  Colman,  Yank- 
ton, Hot  Springs,  Aberdeen,  Milbank,  Brook- 
ings, Sioux  Falls,  Pierre,  Madison,  Mitchell, 
Elk  Point,  Watertown,  Rapid  City,  Alcester, 
Winner. 

12  physicians  licensed  by  examination 

16  physicians  licensed  by  reciprocity 

28  physicians  licensed 

These  physicians  located  in  the  following 
towns:  Mitchell,  Sturgis,  Watertown,  Greg- 


ory, Hot  Springs,  Lake  Preston,  Armour, 
Parker,  Sioux  Falls,  Yankton,  Vermillion, 
Pickstown,  Montrose,  Lemmon,  Sisseton. 

Lyle  Hare,  M.D. 

Spafford  Memorial  Fund 

The  Frederick  Angier  Spafford  Memorial 
Prize  is  awarded  each  year  to  that  student, 
who,  in  the  opinion  of  the  committee,  has 
made  the  most  satisfactory  progress  in  the 
study  of  Latin,  preferably  Virgil.  This  prize 
was  established  by  the  South  Dakota  State 
Medical  Association  and  other  friends  of  Dr. 
Spafford  in  recognition  of  his  many  years  of 
service  as  a member  of  the  State  Board  of 
Regents  of  Education  and  especially  of  his  in- 
terest in  the  study  of  the  ancient  classics. 
Amount,  $25.00.  Awarded  to  William  Ben- 
bow,  Watertown. 

J.  C.  Ohlmacher,  M.D. 

Committee  on  National  Legislation 

It  is  the  opinion  of  all  of  this  committee 
that  the  most  important  work  in  National 
legislation  is  that  of  the  National  Physicians’ 
Committee.  We  urge  that  all  members  sup- 
port this  committee  through  the  special  state 
committee  headed  by  Dr.  Robbins  of  Pierre. 
Your  financial  support  is  urgently  needed.  It 
is  not  likely  that  any  important  legislation 
will  be  enacted  at  this  session  of  Congress 
but  we  can  be  sure  that  constant  efforts  will 
be  made  both  above  and  under  cover  to  enact 
legislation  which  will  be  detrimental  to  the 
public  health  and  welfare  of  our  people  and 
to  ourselves.  To  familiarize  ourselves  with 
the  problems  involved  in  National  Legisla- 
tion cooperation  with  the  National  Physicians’ 
Committee  and  those  of  the  AMA  are  im- 
portant. Problems  effecting  rural  health,  pre- 
payment plans  etc.  are  still  matters  of  special 
concern  to  us. 

One  of  our  members,  Dr.  R.  G.  Mayer  sug- 
gests that  organizations  such  as  the  P.T.A., 
service  clubs,  etc.  should  be  carefully  ob- 
served as  possible  sources  of  propaganda  by 
those  who  would  change  our  present  methods 
of  medical  practice  to  suit  their  own  particu- 
lar advantage. 

As  an  example  of  national  legislation  en- 
dorsed by  national  organizations,  which 
would  probably  not  meet  with  the  approval 
of  local  component  organizations  take  the 
National  School  Health  Services  Act  of  1947, 
S.  1920,  which  has  the  hearty  endorsement  of 
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the  Parent-Teachers  Association. 

This  act  provided  that  subsidies  should  be 
paid  the  States  through  the  Children’s  Bureau 
of  the  FSA  to  “establish  and  develop  school 
health  services  for  the  prevention,  diagnosis 
and  treatment  of  physical  and  mental  defects 
and  conditions  of  children.” 

The  AMA  expressed  agreement  with  the 
principle  that  school  children  should  have  the 
best  of  medical  care,  but  disapproved  of  the 
school  authorities  providing  treatment  facili- 
ties. Dr.  James  R.  Miller,  of  the  AMA,  called 
the  Committee’s  attention  to  the  fact  that 
neither  in  the  original  bill  nor  the  amended 
bill  is  there  any  provision  for  consulting  with 
the  family  of  the  child  or  with  the  family 
physician.  He  supported  the  principle  of  the 
bill  that  the  best  facilities  for  the  prevention 
and  diagnosis  of  disabling  condition  in  chil- 
dren should  be  undertaken  on  the  State  level, 
and  not  from  a National  level,  and  that  correc- 
tion and  treatment  must  be  a family  respon- 
sibility. 

Your  committee  suggests  that  physicians  in 
South  Dakota  should  take  a personal  interest 
in  local  organizations,  such  as  Parent- 
Teachers  Associations,  and  point  out  to  the 
lay  members  some  of  these  provisions  in 
proposed  national  legislation  which  would 
not  meet  with  their  approval  if  fully  ex- 

plained'  J.  L.  Calene,  MD. 

H.  Russell  Brown,  M.D. 

W.  H.  Saxton,  M.D. 

R.  G.  Mayer,  M.D. 

C.  E.  Robbins,  M.D. 


REPORT  OF  COMMITTEE  ON 
PREPAYMENT  AND  INSURANCE  PLANS 

Your  committee  met  on  June  1,  1947  at 
Rapid  City.  Mr.  C.  H.  Stevenson,  Secretary  of 
the  St.  Paul  Mercury  Indemnity  Company, 
presented  a report  of  the  financial  and  enroll- 
ment experience  under  the  South  Dakota  In- 
jury-Illness Expense  Plan  from  its  inception 
on  February  12,  1947  to  May  31,  1947.  The 
report,  which  was  very  favorable,  was  ac- 
cepted and  filed  by  the  Committee,  and  has 
been  published. 

A request  for  participation  in  the  Plan  by 
the  Combined  Mutual  Casualty  Company  of 
Chicago  was  not  acted  upon,  because  no  re- 
sponsible official  of  that  company  was  pre- 
sent at  the  meeting  despite  notification  by 


our  Secretary.  A similar  request  for  partici- 
pation by  the  Woodmen  Accident  Insurance 
Company  of  Omaha,  Nebraska  was  not  acted 
upon  because  that  company  had  not  satisfied 
itself  as  to  the  legality  of  certain  details  of 
the  agreement. 

It  was  moved,  seconded,  and  carried 
unanimously  that  South  Dakota  doctors 
should  be  encouraged  to  waive  charges  for  in- 
formative letters  regarding  health  history  of 
individual  applicants  for  the  South  Dakota 
Plan.  The  low  premium  rates  cannot  absorb 
costly  investigation  of  the  health  history  of 
individual  applicants.  Mr.  Foster  was  asked 
to  explain  this  through  the  Bulletin  and  make 
the  request  to  the  doctors  of  the  state.  Other 
routine  business  was  discussed  among  which 
the  claim  of  Mrs.  Ella  E.  McEntee,  Mitchell, 
South  Dakota  was  turned  down  as  unqualified 
under  the  policy. 

A second  Committee  meeting  was  held  on 
November  2,  1947  at  Huron,  South  Dakota 
with  full  membership  present.  The  quarterly 
report  of  financial  and  enrollment  experience 
ending  August  31,  1947  was  read,  approved, 
complimented  as  being  very  favorable,  and 
filed.  This  report  has  been  published. 

Because  of  experience  under  the  Plan,  it 
was  decided  to  make  changes  enlarging  the 
scope  of  the  group  policy.  Accordingly  the 
policy  was  changed  to  permit  dependent  hus- 
bands, father,  mother,  brother,  sister,  and 
respective  in-laws  to  obtain  coverage  without 
qualifying  physically,  but  by  paying  proper, 
agreed  premium  rates.  Detailed  changes  in 
wording  in  the  group  policy  and  certificate 
of  insurance  were  agreed  upon,  as  well  as  the 
premium  structure  covering  the  new  de- 
pendents. Changes  clarifying  the  report  forms 
were  agreed  upon.  Certain  changes  and  ad- 
ditions in  the  diagnostic  fee  schedule  were 
made;  that  is,  adding  sedimentation  rate  at 
$2.00  fee,  and  reduction  of  Kahn  and  similar 
tests  from  $5.00  to  $2.00. 

It  was  brought  out  that  some,  although  not 
wide-spread,  evidence  of  abuse  of  the  Plan 
by  doctors  and  hospitals  was  being  noted  and 
recorded.  The  Committee  felt  that  such  evi- 
dence should  be  accummulated  and  filed  for 
the  present.  It  was  decided  that  the  Com- 
mittee must  take  a firm  stand  by  way  of 
policing  the  profession  as  to  these  abuses,  if 
they  continue.  It  was  moved,  seconded  and 
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carried  that  paravertebral  sympathetic  blocks 
be  listed  in  the  fee  schedule  at  $15.00  each. 
Numerous  questionable  cases  for  payment 
were  discussed  and  decided. 

It  was  agreed  that  the  next  report  should 
be  rendered  on  December  31,  1947,  in  order  to 
put  the  quarterly  reports  on  a calendar  basis. 
Each  quarterly  report  has  been,  and  will  be 
in  the  future,  published  in  our  Journal  and 
consequently  will  not  be  included  in  this  re- 
port. The  last  figures  available  prior  to  mak- 
ing this  report  indicated  that,  on  April  30, 
1948,  a total  of  4,354  individuals  were  insured 
under  the  South  Dakota  Plan.  At  that  date 
the  loss  ratio  to  premiums  earned  was  81.61%. 
A preliminary  study  of  49  prepayment  plans 
showed  an  average  loss  ratio  to  premiums 
earned  of  77.9%.  Compared  with  this  figure, 
the  South"  Dakota  Plan  has  been  returning 
more  of  the  premium  dollar  to  the  insured 
than  the  average  prepayment  plan. 

In  February  1948,  the  South  Dakota  Injury- 
Illness  expense  plan  was  granted  the  seal  of 
approval  by  the  Council  on  Medical  Service 
of  the  American  Medical  Association. 

Respectfully  submitted 

H.  Russell  Brown,  Chairman 

Wm.  Duncan 

R.  G.  Mayer 

R .E  .Jernstrom 

C.  E.  Robbins 

C.  E.  Sherwood 

Committee  on  State  Legislation 

The  Committee  on  State  Legislation  recom- 
mends that  a bill  be  introduced  at  the  1949 
session  of  the  legislature  to  authorize  county 
coroners  to  call  for  autopsies  if  a death  occurs 
under  circumstances  suspicious  of  a criminal 
nature.  If  said  authority  is  not  designated  to 
the  coroners,  then  such  proposed  legislation 
should  definitely  name  the  authority  to 
authorize  such  autopsy.  Such  authorization 
should  also  include  cases  entering  a hospital 
and  dying  within  twelve  hours  without  a 
diagnosis  and  cases  found  dead  or  dying  be- 
fore the  doctor  reaches  the  patient  so  that  a 
clinical  diagnosis  of  the  death  can  be  made. 

The  Committee  also  recommends  legisla- 
tion stating  that  a fetus  is  considered  viable 
and  must  be  reported  after  twenty  weeks. 

The  Committee  recommends  that  legisla- 
tion be  introduced  to  allow  state  and  public 
agencies  to  make  payroll  deductions  from 


salaries  of  employees  to  cover  the  cost  of 
group  hospital,  medical,  and  surgical  in- 
surance, if  desired  by  the  employee.  This 
legislation  further  should  include  authority 
for  State  school  boards,  municipalities,  and 
other  public  agencies  to  contribute  part  of  the 
cost  of  such  insurance  premiums  for  their 
employees. 

The  Committee  further  recommends  that 
the  South  Dakota  State  Medical  Association, 
through  its  Council,  prepare  improved  legis- 
lation on  vaccination  against  Smallpox  and 
Diphtheria  prior  to  the  time  of  the  legislative 
session  in  January,  1949. 

G.  I.  W.  Cottam,  M.D. 

Commiiiee  on  Rural  Medical  Service 

The  National  Conference  on  Rural  Health 
was  held  in  Chicago  at  the  Palmer  House  on 
February  6th  and  7th,  1948.  This  conference 
was  sponsored  by  the  American  Medical  As- 
sociation. All  three  members  of  the  Com- 
mittee on  Rural  Medical  Service  for  South 
Dakota,  Dr.  A.  P.  Peeke,  Dr.  M.  M.  Morrissey, 
and  Dr.  G.  J.  Bloemendaal,  were  present  and 
attended  all  the  meetings. 

The  keynote  of  the  conference  was  em- 
phasis on  more  and  better  pediatric  care  in 
the  rural  areas.  The  American  Academy  of 
Pediatrics  was  represented  by  the  head  of 
the  Department  of  Pediatrics  of  the  Medical 
School  of  the  University  of  Louisiana,  Dr. 
Platou.  He  stated  that  with  450  registered 
pediatricians  in  the  United  States;  who  are 
now  located  in  the  larger  centers,  and  who 
find  it  imperative  to  locate  in  the  larger  cen- 
ters, it  is  impossible  to  have  trained  ped- 
iatricins  in  the  rural  communities.  What 
would  have  to  be  done  is  to  have  general 
practitioners  and  other  interested  doctors 
come  into  the  University  for  short  courses  or 
to  have  a team  made  up  of  perhaps  two  mem- 
bers of  the  Department  of  Pediatrics  go  out 
and  give  short  courses  in  various  areas  of 
the  state.  This  has  worked  out  very  well  in 
Louisiana.  At  one  time,  I recall,  the  same 
plan  was  used  in  South  Dakota  with  good 
results. 

A very  excellent  paper  was  read  by  Dr. 
Morris  H.  Friedman  of  Washington,  D.  C. 
who  exposed  the  unscrupulous  manipulations 
of  statistics  which  led  to  false  and  dangerous 
conclusions  concerning  rural  health  in  the 
United  States.  He  made  crystal  clear  their 
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real  meaning,  testifying  before  the  Sub-Com- 
mittee on  Health  of  the  United  States  Senate 
Committee  on  Labor  and  Welfare.  The  statis- 
tics quoted  conclusively  that  rural  health  is 
as  good,  or  better,  than  in  the  urban  areas. 
The  panel  discussions  which  were  sponsored 
by  the  Farmers  Union,  the  Grange  and  dif- 
ferent youth  groups  has  based  all  their  papers 
and  arguments  only  on  the  findings  of  the 
Selective  Service. 

We  make  the  following  recommendations 
for  rural  medical  service: 

1.  We  have  a limited  number  of  doctors, 
nurses  and  hospitals  in  South  Dakota.  It  is 
useless  to  try  to  talk  of  organization  of  doc- 
tors with  Public  Health  Nurses  and  County 
Health  Engineers  in  each  separate  county 
when  we  have  such  a limited  number  of  them 
in  our  state.  According  to  the  report  of 
Governor  Mickelson,  there  are  26  or  27  dif- 
ferent agencies  organized  in  the  state  to  im- 
prove health  conditions.  Let  us  make  use  of 
the  facilities  that  are  available,  and  get  them 
to  function  and  work  through  the  doctors  and 
Public  Health  Nurses. 

2.  We  feel  that  we  should  have  a 4 year 
medical  school  and  encourage  young  men 
from  this  state  to  attend  it.  We  also  feel  that 
we  should  have  refresher  courses  for  the 
doctors  already  in  practice. 

3.  The  preceptorship  program,  which  the 
medical  school  is  putting  on,  is  an  excellent 
method  of  getting  men  to  see  what  can  be 
done  in  the  rural  communities  and  to  get  a 
first  hand  appreciation  of  rural  service. 

4.  There  is  no  purpose  in  setting  up  new 
hospitals  here  and  there  in  the  state  until 
we  can  interest  young  women  to  take  up  the 
nursing  profession.  We  could  do  that  through 
the  various  farm  organizations  and  through 
the  high  schools. 

5.  We  should  have  a managed  distribution 
of  hospital  facilities,  starting  with  the  smaller 
hospitals  and  being  organized  into  groups 
which  will  feed  into  the  larger  hospitals  for 
cases  which  the  smaller  places  are  not  able 
to  take  care  of.  We  must  manage  it  so  that 
our  hospitals  are  not  so  located  that  they 
will  interfere  with  the  support  of  another 
hospital.  We  want  to  have  hospitals  which 
are  economical  assets  to  the  community,  not 
liabilities. 

A.  P.  Peeke,  M.D. 


COMMITTEE  ON  REVISION  OF  THE 
CONSTITUTION  AND  BY  LAWS 

Your  Committee  herewith  presents  a com- 
plete revision  of  the  Constitution  and  By- 
laws. One  of  the  major  changes  is  to  pro- 
vide for  the  election  of  a Speaker  of  the 
House  of  Delegates  to  preside  at  meetings  of 
the  House  of  Delegates.  Numerous  minor 
changes  have  been  made  in  both  the  Con- 
stitution and  By-laws  and  many  provisions 
clarified. 

According  to  the  present  Constitution 
(Article  XIII)  “the  House  of  Delegates  may 
amend  any  article  of  this  Constitution  by  a 
two-third  vote  of  the  Delegates  present  at 
any  annual  Session,  provided  that  such 
amendment  shall  have  been  presented  in 
open  hearing  at  the  previous  annual  Session, 
and  that  it  shall  have  been  published  twice 
during  the  year  in  the  Journal  of  this  Associa- 
tion.” 

According  to  Chapter  XII  of  the  present 
By-laws  the  “By-laws  may  be  amended  at 
any  annual  Session  by  a majority  vote  of 
the  delegates  present  at  the  Session,  if  the 
proposed  amendment  has  been  properly  sub- 
mitted to  the  House  of  Delegates  and  has  lain 
on  the  table  for  one  day.” 

However,  your  committee  believes  that 
this  revised  Constitution  and  By-laws  should 
be  adopted  at  the  same  time,  and  therefore 
recommends  that  the  revised  Constitution  and 
By-laws  be  published  twice  during  the  year 
in  the  Journal  of  this  Association  and  final 
action  be  taken  on  the  Constitution  and  By- 
laws at  the  next  annual  Session  in  1949. 

Your  committee  wishes  to  thank  Mr.  Karl 
Goldsmith  for  his  aid  and  counsel  in  pre- 
paring this  revision  of  the  Constitution  and 
By-laws.* 

R.  G.  Mayer,  M.D. 

C.  E.  Robbins,  M.D. 

H.  Russell  Brown,  M.D. 


* 


The  Committee  on  Amendments  to  Constitution 
and  By-laws  moves  the  adoption  of  the  following 
amendment  to  the  By-laws: 

That  Sec.  1 of  Chapter  VIII  of  the  By-Laws  be 
amended  by  adding  the  following,  “A  new  mem- 
ber enrolled  after  July  1st  of  each  year  shall  be 
required  to  pay  only  one  half  of  the  annual 
dues.” 
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REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  SCHOOL  AFFAIRS 

The  recommendations  to  follow  are  the 
final  findings  of  the  Committee  on  Medical 
School  Affairs.  They  are  based  on  the  dis- 
cussions and  observations  of  the  Committee 
at  its  six  meetings  during  the  past  year. 
Three  meetings  were  held  in  Huron  and  one 
each  in  Pierre,  St.  Paul,  and  Sioux  Falls. 

The  physical  plant  of  the  present  Medical 
School  was  inspected  by  members  of  the 
Committee  and  found  to  be  wholly  in- 
adequate. The  Medical  School  is  housed  on 
the  third  floor  and  in  the  basement  of  the 
Science  Building,  and  also  in  a small  portion 
of  the  Chemistry  Building.  The  Science 
Building  is  a dilapidated  structure,  construc- 
ted in  1 90 1 at  a cost  of  $40,000.00.  Office 
space,  laboratory  workrooms  and  classrooms 
are  much  too  small  and  are  crowded  far  be- 
yond capacity.  The  third  floor  of  the  Science 
Building  is  partitioned  throughout  with 
highly  inflammable  material.  Partitioning  of 
the  basement  has  made  a maze  of  rooms  and 
passages,  some  of  which  are  barely  wide 
enough  for  one  person.  Fire  escapes  consist 
of  two  ropes  and  two  iron  outside  stairways 
which  are  in  part  inaccessible  because  of  the 
many  temporary  partitions.  Because  it  con- 
stitutes an  extremely  dangerous  fire  hazard, 
the  building  should  be  abandoned.  The  equip- 
ment is  apparently  good  and  a well-qualified 
staff  has  been  increased  to  a point  where  good 
teaching  and  research  are  possible  if  ade- 
quate space  were  available. 

The  South  Dakota  State  Medical  Associa- 
tion will  strongly  support  any  feasible  plan 
for  the  future  developement  of  medical 
education  in  South  Dakota.  Despite  the 
desirability  of  a class  “A”,  accredited  four 
year  Medical  School  and  the  widespread 
sentiment  for  it,  your  Committee  feels  that 
such  development  would  be  premature.  Our 
Medical  School  has  not  been  fully  accredited, 
but  has  been  on  probation  for  many  years. 
Therefore,  our  first  consideration  must  be 
the  much  needed  improvement  of  our  two 
year  school.  This  will  be  a time  consuming 
task  of  no  small  magnitude.  Only  after  we 
have  developed  a fully  accredited,  high 
quality  two  year  school  as  a foundation  can 
we  consider  enlarging  its  scope  to  four  years. 

Therefore,  your  Committee  recommends: 


1.  The  development  of  a two  year  medical 
school,  fully  accredited,  and  second  to  none. 

2.  Adequate  financing  of  the  Medical 
School.  In  the  considered  opinion  of  this 
Committee  the  cost  of  maintenance  of  the 
school  should  be  not  less  than  $200,000 
annually,  and  this  sum  of  money  should  be 
delegated  to  the  support  of  the  school  in  a 
manner  that  will  assure  financial  stability 
through  the  coming  years. 

3.  That  an  adequate  building  must  be  con- 
structed to  develop  our  two  year  school  to  a 
proper  level.  In  the  considered  opinion  of 
this  Committee,  the  medical  building  will 
cost  approximately  $750,000.00. 

4.  That  emphasis  be  placed  on  the  im- 
portance of  the  improved  basic  science  facil- 
ities of  a new  medical  school  building  to  other 
departments  of  the  University.  At  present, 
many  courses  are  being  taught  to  students  of 
other  colleges  using  Medical  School  faculty 
and  facilities,  and  thus  further  development 
of  our  Medical  School  would  be  highly  ad- 
vantageous to  the  University  as  a whole.* 

Respectfully  submitted, 

William  Duncan,  M.D. 

Louis  J.  Pankow,  M.D. 

William  Saxton,  M.D. 

F.  R.  Williams,  M.D. 

Donald  Slaughter,  M.D. 

Chairman 

* The  Committee  respectfully  recommends  that 
the  President  of  the  South  Dakota  State  Med- 
ical Association  delegate  to  a committee  the 
study  of  the  feasibility  and  methods  with  respect 
to  setting  up  an  endowment  fund  for  the  School 
of  Medicine  at  the  University  of  South  Dakota 
and  report  to  the  Council  of  the  State  Medical 
Association  by  October  1,  1948,  and  that  said 
Council  have  power  to  act. 


ADVISORY  TO  DEPARTMENTS  OF 
STATE  BOARD  OF  HEALTH 

Committee  on  Orthopedics 

The  activities  of  the  Crippled  Children  has 
been  much  reduced  the  past  year  largely  due 
to  the  greatly  increased  operating  expense 
without  a corresponding  increase  in  the 
operating  budget.  In  1933,  hospital  bed 
charges  were  $2.50  a day.  Today  on  inquiry, 
it  was  found  that  the  Crippled  Children’s  De- 
partment of  the  State  Board  of  Health  which 
has  charge  of  the  State  and  Federal  Funds  for 
Crippled  Children  now  pays  an  average  of 
$8.18  per  day.  The  charges  varied  from  a 
minimum  of  $6.00  to  a maximum  of  $12.00 
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per  day.  The  difference  in  charges,  it  would 
seem,  depends  upon  the  type  of  draperies 
used  in  the  hospital.  I wish  to  state  that  the 
professional  fee,  as  far  as  the  writer  is  con- 
cerned, has  not  increased  since  1933.  Neither 
has  his  attitude  to  the  limiting  public  aid  to 
the  indigent.  The  marked  trend  of  medical 
practice  to  so-called  state  medicine  should  be 
called  to  the  attention  of  this  Society.  In  1933 
only  the  indigent  were  taken  care  of  by  the 
state  set-up.  Now  in  nearly  every  county  in 
the  state,  there  is  some  sort  of  a public  health 
set-up  where  free  medical  services  is  given 
to  the  rich  and  poor  alike.  This  includes 
laboratory  service,  pediatric  and  crippled 
children’s  care,  as  well  as  adults.  While  a 
medical  man  may  be  nominally  in  charge,  the 
policy  and  management  is  under  the  im- 
mediate control  of  a welfare  worker  who 
usually  is  a non-taxpayer.  To  impress  the 
importance  of  her  job,  she  gets  all  the 
patients  she  can  on  the  free  list.  This  free 
medical  treatment  to  the  rich  and  poor  alike, 
I do  not  believe  is  for  the  best  interests  of 
the  medical  profession.  Whether  anything 
can  be  done  or  should  be  done  about  this 
situation,  I will  not  attempt  to  answer. 

Another  reason  perhaps  for  the  decrease  in 
activities  is  the  absence  of  a full  time  nurse 
for  the  East  river  country  since  Miss  Belsing 
left  one  year  ago.  She  and  Dr.  Triolo  are  now 
located  in  Eugene,  Oregon.  The  Crippled 
Children,  as  well  as  the  Public  Health  set- 
up lost  two  very  capable  and  hard  working 
persons  when  they  left  the  state. 

I do  not  know  how  much  the  total  amount 
that  is  being  spent  for  Crippled  Children’s 
activities  is  in  this  State,  but  I am  quite  sure 
that  the  total  would  be  $150,000.00  to  $200,- 

000.00.  It  would  seem  that  this  amount  is 
sufficient  to  need  the  services  of  a full  time 
operator. 

G.  E.  Van  Demark,  M.D. 


NURSING  EDUCATION  PROBLEM 

Our  nation  needs  three  times  as  many  ap- 
plicants for  entering  nurses  schools  as  we 
now  have.  What  are  the  causes  that  keep 
qualified  young  women  from  entering  such 
training?  These  reasons  may  be  summed  up 
as  follows: 

1.  Wages  in  non  professional  work  are  so 
good,  and  jobs  so  easy  to  get,  that  girls 


do  not  see  any  advantage  in  learning  a 
profession. 

2.  The  nurses  training  course,  as  it  is  to- 
day, is  so  long  that  the  prospective 
trainee  does  not  wish  to  spend  so  much 
time  before  beginning  to  earn  a liveli- 
hood or  perhaps  getting  married;  also, 
entrance  requirements  for  a nurses  train- 
ing course  are  too  high  for  many  girls 
who  might  otherwise  be  interested  in 
such  training. 

3.  Nurses  wages  do  not  compare  favorably 
with  other  professions  or  with  skilled 
labor. 

Suitable  methods  must  be  found  to  over- 
come these  objections. 

1.  Only  time  and  the  law  of  supply  and  de- 
mand can  change  wage  schedules.  But, 
we  can  appeal  to  young  womanhood 
through  our  teachers  in  high  schools  and 
colleges,  through  our  ministers  and 
priests  in  our  churches,  and  through  our 
doctors  in  every  community,  urging  them 
to  enter  a nurses  training  as  a continua- 
tion of  their  education  in  a field  that 
is  not  only  cultural  but  at  the  same  time 
the  most  practical  course  any  girl  can 
get.  This  schooling  and  experience  will 
best  fit  a girl  for  the  most  important 
duties  in  life;  namely,  care  of  herself, 
her  family,  and  community.  And  these 
facts  are  far  more  important  than  merely 
good  wages  for  just  a few  months  be- 
tween graduation  and  marriage.  To 
succeed  in  the  above  lines,  we  must  ad- 
vertise properly,  consistently,  and  per- 
sistently. We  must  first  sell  the  idea  of 
this  need  to  our  leaders  of  thought  in 
every  community,  then  get  them  to  carry 
the  proper  propaganda  to  students  from 
9th  grade  and  up  clear  through  college; 
and  then  give  some  high  school  or  college 
credit  to  any  girl  who  will  serve  a term 
in  a hospital  as  “nurse’s  aid.”  This  will 
all  create  a wide  spread  interest  in  pro- 
fessional nursing.  Propagandize  the 
nursing  profession,  favorably,  in  every 
convievable  way  because  we  can  never 
be  over  stocked  with  nurses  during  war- 
time or  epidemics. 

2.  The  second  objection  was  only  partly 
answered  by  the  Surgeon  General  of 
U.  S.  Army  during  the  last  war  by  re- 
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ducing  the  course  of  training  for  nurses 
to  2V2  years. 

It  seems  to  the  writer  that  for  average 
bedside  nursing,  the  course  of  3 years 
for  training  is  too  long.  Any  girl  that 
can’t  learn  to  do  a good  job  of  general 
nursing  with  2 years  of  training  is  not 
worth  the  3rd  year  of  time  spent  to  finish 
her  course.  The  right  answer  then, 
seems  to  be  as  follows: 

We  should  establish  different  grades  of 
training,  and  have  these  grades  properly 
co-ordinated  so  that  a student  can  finish 
any  grade  or  grades  and  may,  in  the 
future,  transfer  her  credits  to  any  hos- 
pital school  that  needs  her,  thus,  picking 
up  where  she  left  off  and  going  on  to 
completion  of  her  full  “registered  nurse” 
training  course.  This  graded  course 
could,  in  a general  way,  be  as  follows: 

a.  A practical  nursing  course  with  lec- 
tures. This  course  should  admit  any 
girl  with  good  sense  who  wants  to 
do  practical  nursing  even  if  she  has 
never  had  high  school  work.  It 
would  also  include  all  girls  of  high 
school  or  college  training  who  are 
beginners  in  nursing  but  who  want 
to  go  further  with  the  science  and 
practice  of  nursing.  This  course 
should  be  arranged  to  suit  the  needs. 
It  might  require  6 months  or  it 
might  take  one  year.  The  lectures 
work  in  this  course  need  not  be  too 
hard  for  those  who  do  not  have  high 
school  education.  A certificate  with 
proper  credit  for  this  course  should 
be  granted  allowing  the  grantee  to 
function  anywhere  as  a nurse’s  aid 
or  practical  nurse. 

b.  The  second  part  of  this  course 
should  include  those  girls  who,  for 
reasons  of  their  own,  do  not  wish 
to  spend  3 years  in  training  and  also 
those  girls  who  wish  to  continue 
later  with  the  advanced  course,  in- 
cluding sciences  and  practices  of 
specialty  nursing.  On  finishing  this 
2nd  term  of  work  the  pupil  should 
be  given  a certificate  of  training 
and  permitted  to  work  in  any  hos- 
pital or  for  private  duty  in  general 
bedside  nursing;  and  the  course 


should  give  her  credits  to  admit  her 
into  the  next  advanced  course  in 
any  nursing  school  providing  the 
prerequisites  of  her  education  are 
sufficient  to  allow  her  to  go  into  ad- 
vanced study.  The  prerequisites  for 
this  2nd  term  might  be  a minimum 
of  10,  11,  or  12  grades  of  high  school 
credits.  Naturally,  the  girls  having 
the  lower  grades  of  prerequisites, 
would  have  to  later  complete  high 
school  work  before  entering  on  the 
advanced  course  or  3rd  term  leading 
to  a registered  nurses  certificate. 
Upon  completion  of  the  2 year 
course,  the  title  of  “Certified  Nurse” 
should  be  granted. 

c.  The  third  term  course  should  admit 
only  those  applicants  who  have  at 
least  finished  high  school  work. 
These  girls  could  go  on  with  the 
study  of  the  science  and  practice  of 
nursing,  and  with  confidence  that 
they  are  fitted  for  the  work  and  will 
enjoy  it.  By  this  time  they  may 
know  that  they  intend  to  devote 
several  years  or  more  to  their  pro- 
fession and  that  is  the  kind  of  nurses 
we  need  to  head  our  various  hos- 
pital departments  with  the  rank  of 
“Registered  Nurse.”  Proper  college 
credits  should  be  arranged  for  girls 
completing  this  course. 

By  proper  co-ordination  of  the  courses  in 
the  training  of  these  3 classes  of  nurses  no 
student  nurse  would  lose  time  in  her  study 
in  the  hospital.  There  would  be  no  hindrance 
to  her  advancement.  Her  wages  as  a student 
and  after  Certification  could  be  fixed  accord- 
ing to  her  rank  and  achievements.  This  would 
give  many  the  urge  to  advance.  Where 
necessary,  local  communities  might  raise 
money  to  subsidize  student  nurses,  at  least 
to  some  extent. 

By  following  this  pattern  we  take  a tip 
from  our  general  school  system  where 
teachers  are  licensed  with  a rank  and  paid 
according  to  the  importance  of  the  job  they 
have  to  do.  Good  earnings  will  always  make 
the  work  more  attractive. 

Nursing  science  is  the  natural  out  growth 
of  medical  science.  This  child  of  medical 
science,  naturally,  should  be  ready  at  any  and 
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all  times  to  carry  out  the  orders  of  medical 
scientists.  Members  of  the  nursing  profession 
should  not  allow  themselves  to  become  so 
unionized  or  socialized  that  they  fail  to  plan 
their  full  part  in  the  care  of  the  sick,  where- 
ever  found,  both  in  time  of  peace  and  in  time 
of  war.  Our  country  as  a whole  was  caught 
short  in  its  supply  of  nurses  during  the  last 
war.  This  thing  should  never  happen  again. 
It  is  just  as  essential  for  our  nation  to  have  an 
army  of  competent  nurses  including  the 
various  grades,  herewith  discussed,  as  it  is  to 
have  universal  military  training  so  that  we 
can  have  an  ever-ready  supply  of  trained  men 
for  our  army  of  defense.  There  must  be  no 
shortage  of  nurses.  Our  civilian  population 
and  our  military  forces  must  have  an  abund- 
ance of  trained  nurses  with  a professional 
training  sufficient  unto  the  job.  Not  all 
nurses  need  be  in  the  highly  trained  “regis- 
tered nurse”  class.  In  these  matters  which  are 
of  fundamental  concern  for  public  good,  the 
medical  profession  may  have  to  take  the 
initiative,  especially  if  the  nursing  organiza- 
tions do  not  see  fit  to  change  their  plans 
according  to  public  and  scientific  need. 

After  all  is  said,  we  must  remember  that 
the  problem  of  caring  for  the  sick,  is  OUR 
OWN.  It  makes  no  difference  if  the  trouble 
is  on  the  nursing  side,  it  is  our  problem,  and 
we  must  mold  the  pattern  of  nursing  educa- 
tion to  suit  our  needs. 

E.  M.  Stansbury,  M.D.,  Chairman 


REPORT  OF  DELEGATE  TO  A.M.A. 

CLEVELAND 

Interim  Session  January,  1948 

The  second  interim  meeting  of  the  House 
of  Delegates  of  the  A.M.A.  was  held  at  Cleve- 
land on  January  5th  and  6th,  1948.  Interim 
meetings  were  begun  in  1946  because  the 
single  annual  session  proved  inadequate  to 
handle  the  increasing  problems  and  respon- 
sibilities of  the  House  of  Delegates. 

The  Cleveland  meeting  was  followed  by  a 
two  day  scientific  session  on  January  7th  and 
8th,  devoted  to  the  general  practice  of  med- 
icine. From  now  on  these  mid-year  meetings 
will  occur  annually  in  different  sections  of 
the  nation,  and  will  include  a scientific  pro- 
gram and  exhibits. 

The  registrations  at  the  general  session 
totaled  approximately  3,800.  The  House  of 


Delegates  had  its  usual  excellent  attendance. 
The  House  confined  itself  largely  to  business 
affairs  of  the  association.  The  rules  and  order 
of  business  for  both  annual  and  interim  meet- 
ings were  revised  to  equalize  the  work  load 
between  the  two  meetings  and  thus,  expedite 
the  work  of  the  House  of  Delegates.  Your 
delegate  was  a member  of  the  reference  com- 
mittee to  which  this  matter  was  assigned. 

The  award  of  a medal  to  the  general  prac- 
titioner of  the  year  attracted  nation-wide 
interest.  The  recipient  of  this  award  was  Dr. 
Archer  Sudan  of  Colorado.  Incidentally  Dr. 
Sudan  is  a native  South  Dakotan.  This 
annual  award  will  be  another  means  of  in- 
creasing the  prestige  of  the  general  prac- 
titioner. Respectfully  submitted, 

H.  Russell  Brown 
Alternate  Delegate  to  A.M.A. 


DR.  VAN  HEUVELEN  APPOINTED 

Dr.  G.  J.  Van  Heuvelen,  of  Pierre,  the  new 
superintendent  of  the  State  Board  of  Health, 
is  a native  South  Dakotan.  He  was  born  at 
Herreid  in  1903. 

Following  his  graduation  from  Dakota 
Wesleyan  University  in  Mitchell  with  a 
bachelor  of  science  degree  in  1924,  he  served 
a year  as  chemistry  instructor  in  that  insti- 
tution, and  two  years  in  the  University  of 
South  Dakota  medical  school. 

He  received  his  doctor  of  medicine  degree 
from  Rush  Medical  College,  Chicago,  in  1931 
and  served  a year  as  interne  at  the  Nor- 
wegian-American  hospital  in  Chicago.  This 
was  followed  by  three  years  of  general  prac- 
tice in  medicine  and  surgery  in  Elk  Point, 
S.  D. 

Dr.  Van  Heuvelen  was  granted  the  degree 
of  master  of  public  health  in  1938  after  a 
year’s  post-graduate  study  in  public  health 
at  Johns  Hopkins  university,  Baltimore,  Md. 
He  joined  the  staff  of  the  State  Board  of 
Health  in  1936  and  was  named  assistant  state 
health  officer  in  January,  1939,  serving  in  that 
capacity  until  his  recent  appointment  as 
superintendent,  except  during  the  period  of 
more  than  three  years  when  he  served  as  a 
medical  officer  in  the  army  air  forces  during 
the  war. 

As  superintendent,  Dr.  Van  Heuvelen  suc- 
ceeds Dr.  Gilbert  Cottam,  who  retired  as  head 
of  the  State  Board  of  Health  on  July  1st. 
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South  Dakota  Medical  Association  Roster  1948 
Membership  by  Districts 


J.  D.  Alway  ...  ...  Aberdeen 

G.  J.  Bloemendaal  Ipswich 

J.  F.  Brenckle  Mellette 

W.  C.  Brinkman  Veblen 

J.  E.  Bruner  Aberdeen 

J.  L.  Calene  ..............  Aberdeen 

F.  N.  Cooley  Aberdeen 

P.  G.  Bunker  . ...  Aberdeen 

W.  P.  Damm  Redfield 

E.  M.  Drissen  ...  Britton 

J.  A.  Eckrich  Aberdeen 

W.  D.  Farrell  Aberdeen 

M.  R.  Gelber  ...  Aberdeen 

L.  W.  Graff Britton 

F.  O.  Graeb^r  Eureka 


ABERDEEN 
DISTRICT  NO.  1 


M.  R.  Graeber  Eureka 

T.  J.  Jones  Aberdeen 

B.  F.  King  ...  ...  Aberdeen 

H.  I.  King  ....  Aberdeen 

Owen  King  Aberdeen 

J.  F.  Malloy  ...  Faulkton 

W.  E.  Martyn  Aberdeen 

R.  G.  Mayer  Aberdeen 

B.  C.  Murdy  Aberdeen 

Carson  Murdy  Aberdeen 

Robert  Murdy  ....  Aberdeen 

D.  E.  McBroom  Redfield 

P.  V.  McCarthy  ..  ____  Aberdeen 

G.  J.  McIntosh  Eureka 

M.  E.  Nugent  Aberdeen 


E.  J.  Perry  Redfield 

E.  A.  Pittenger  Aberdeen 

T.  P.  Ranney  Aberdeen 

E.  A.  Rudolph  ....  Aberdeen 

J.  C.  Rodine  . Aberdeen 

M.  E.  Saunders  ...  Redfield 

P.  R.  Scallin  Redfield 

I.  L.  Schuchardt  ....  Aberdeen 

G.  Steele  ...  ._  Aberdeen 

C.  R.  Vogele  Aberdeen 

C.  E.  Waldorf  Redfield 

*W.  H.  White  Ipswich 

J.  D.  Whiteside  ....  Aberdeen 

M.  F.  Williams  ...  ...  Conde 


G.  E.  Bartron  Watertown 

H.  J.  Bartron,  Sr.  ...  Watertown 

H.  J.  Bartron,  Jr.  ....  Clark 
H.  Russell  Brown  Watertown 
*J.  H.  Crawford,  Sr.  Watertown 
J.  H.  Crawford,  Jr. ....  Watertown 

A.  H.  Christensen  ... Clark 

*M.  J.  Hammond  .....  Watertown 


WATERTOWN 
DISTRICT  NO.  2 

M.  C.  Jorgenson Watertown 

M.  T.  Kenney  Watertown 

R.  M.  Kilgard  Watertown 

M.  W.  Larsen  Watertown 

W.  G.  Magee  Watertown 

R.  T.  Maxwell  Clear  Lake 

P.  S.  McIntyre  ..  Bradley 

O.  S.  Randall Watertown 


T.  W.  Reul  „ Watertown 

M.  C.  Rousseau  Watertown 

A.  P.  Schieb  _____  Watertown 
Mary  A.  Schmidt  .___  Watertown 

Rodney  Stolz  Watertown 

S.  J.  Walters  . __ . Watertown 

Abner  Willen  Clear  Lake 


Dean  C.  Austin  Brookings 

D.  S.  Baughman  . Madison 

R.  C.  Baughman  . Madison 

Mac  B.  Benjamin  Flandreau 

F.  E.  Boyd,  Jr.  Flandreau 

Magni  Davidson  Brookings 

J.  W.  Davis  Madison 

M.  Drobinsky  Estelline 

E.  H.  Grove  Arlington 


L.  C.  Askwig  Pierre 

^Gilbert  Carney  .....  California 

M.  Carney  California 

Gilbert  Cottam  Pierre 

J.  T.  Cowan  Pierre 

F.  H.  Creamer  ...  Dupree 


H.  P.  Adams  Huron 

G.  E.  Burman De  Smet 

R.  A.  Buchanan  Huron 

Yale  Charbonneau  . Huron 

*F.  L.  Class  Huron 

*M.  E.  Cogswell  Wolsey 

John  Hagin  Miller 


W.  R.  Ball  Mitchell 

C.  F.  Binder  Mitchell 

C.  S.  Bobb  Mitchell 

E.  C.  Bobb  Mitchell 

W.  F.  Bollinger  Parkston 

F.  B.  Cochran  Plankinton 

Roscoe  Dean  Wess.  Springs 

R.  J.  Delaney  Mitchell 

W.  A.  Delaney,  Sr.  Mitchell 


MADISON 
DISTRICT  NO.  3 

G.  H.  Gulbrandsen  Brookings 

Robert  Henry  Brookings 

E.  A.  Hofer  Howard 

C.  M.  Kershner  ...  Brookings 

J.  A.  Muggly  Madison 

A.  P.  Peeke  Volga 

E.  T.  Plowman  Brookings 

R.  R.  Ross  Canova 


D.  L.  Scheller  _____  ....  Arlington 

C.  E.  Sherwood  Madison 

M.  C.  Tank  Brookings 

E.  S.  Watson  Brookings 

J.  R.  Westaby  Madison 

G.  E.  Whitson  ...  H.  R.  Wold 

*E.  E.  Torwick Volga 

Marvin  Hurewitz  Colman 


PIERRE 

DISTRICT  NO.  4 

C.  F.  Gutch  Pierre 

J.  B.  Janis  Hoven 

M.  A.  Hetrick  Pierre 

*0.  A.  Kimble  Murdo 

M.  M.  Morrissey Pierre 

J.  C.  Murphy  Murdo 

HURON 

DISTRICT  NO.  5 

Paul  A.  Hohm  Huron 

T.  A.  Hohm  Huron 

Hans  Jacoby  ...  Huron 

W.  R.  Kilpatrick  . Woonsocket 

B.  T.  Lenz  Huron 

M.  W.  Pangburn  Miller 

W.  H.  Saxton  Huron 


*F.  A.  Northrup  Pierre 

T.  F.  Riggs  Pierre 

C.  E.  Robbins  Pierre 

G.  J.  Van  Heuevelen  Pierre 

H.  B.  Martin  Harrold 


*H.  L.  Saylor,  Sr.  Huron 

J.  C.  Shirley  Huron 

J.  S.  Tschetter  Huron 

P.  S.  Tschetter  Huron 

*T.  J.  Wood  Huron 

*0.  R.  Wright  Huron 


MITCHELL 

!•  DISTRICT  NO.  6 


W.  A.  Delaney,  Jr.  Mitchell 

L.  C.  Dick  __  Spencer 

*F.  W.  Freyberg  ._  Mitchell 

IF.  D.  Gillis  Mitchell 

IF.  D.  Gillis,  Jr.  _ Mitchell 

L.  W.  Holland  Chamberlain 

*F.  F.  Keene  Wess.  Springs 
J.  H.  Lloyd  Mitchell 

D.  R.  Mabee  Mitchell 


O.  J.  Mabee  Mitchell 

C.  S.  Moran  Mitchell 

Mary  Price  Armour 

Ronald  Price  Armour 

Wm.  G.  Rieb  Parkston 

B.  R.  Skogmo  Mitchell 

L.  W.  Tobin  Mitchell 

F.  J.  Tobin  ...  Mitchell 
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SIOUX  FALLS 
DISTRICT  NO.  7 


W.  A.  Arneson  Sioux  Falls 

P.  R.  Billingsley  Sioux  Falls 

T.  J.  Billion,  Sr.  Sioux  Falls 

T.  J.  Billion,  Jr Sioux  Falls 

D.  H.  Breit  Sioux  Falls 

J.  C.  Clark  Sioux  Falls 

G.  I.  W.  Cottam  Sioux  Falls 

R.  A.  Culbertson  Sioux  Falls 

F.  C.  DeVall  Garretson 

H.  M.  Dehli  Colton 

J.  H.  Dickinson  Canistota 

S.  A.  Donahoe  Sioux  Falls 

W.  A.  Donahoe  Sioux  Falls 

Fred  Duimstra  Sioux  Falls 

C.  H.  Dulaney  Sioux  Falls 

J.  Dunn  Sioux  Falls 

M.  W.  Eggers  Sioux  Falls 

Emil  Ericksen  Sioux  Falls 

O.  C.  Ericksen  Sioux  Falls 

R.  R.  Fiske  Flandreau 

*E.  E.  Gage  Sioux  Falls 

R.  D.  Green  Sioux  Falls 


F.  J.  Abts  Yankton 

H.  C.  Andre  Vermillion 

M.  A.  Auld  Plankinton 

F.  M.  Blezek  Tabor 

T.  A.  Duggan  ___  Wagner 

W.  H.  Fairbanks  _____  Vermillion 

H.  F.  Hanson  Vermillion 

*S.  M.  Hohf  Yankton 

R.  F.  Hubner  Yankton 


R.  E.  Greenfield  Sioux  Falls 

E.  E.  Greenough  ____  Sioux  Falls 

J.  B.  Gregg  Sioux  Falls 

O.  A.  Groebner  Sioux  Falls 

A.  F.  Grove  Dell  Rapids 

M.  S.  Grove  Sioux  Falls 

R.  F.  Grove  Sioux  Falls 

*H.  R.  Hummer  Sioux  Falls 

Anton  Hyden  Sioux  Falls 

C.  W.  Ihle  Sioux  Falls 

S.  A.  Keller  Sioux  Falls 

C.  E.  Kemper  Viborg 

J.  A.  Kittelson  Sioux  Falls 

H.  O.  Kittelson  Sioux  Falls 

Hazel  Lamb  Sioux  Falls 

L.  G.  Leraan  Sioux  Falls 

M.  O.  Lanam  __  Sioux  Falls 

D.  Manning Sioux  Falls 

C.  J.  McDonald  Sioux  Falls 

J.  L.  McDonnell  Montrose 

J.  V.  McGreevey  Sioux  Falls 

J.  A.  Nelson  Sioux  Falls 

YANKTON 
DISTRICT  NO.  8 

G.  T.  Jordan  Vermillion 

Edward  Joyce  ___ Hurley 

*D.  S.  Kalayjian  Parker 

*C.  M.  Keeling  Springfield 

V.  I.  Lacey  Yankton 

E.  T.  Leitzke  ___ Beresford 

B.  B.  Leonard  Yankton 

R.  F.  Livingston  Yankton 

C.  B.  McVay  Yankton 


F.  C.  Nilsson  Sioux  Falls 

R.  J.  Ogborn  Sioux  Falls 

L.  L.  Parke  Canton 

L.  J.  Pankow  Sioux  Falls 

R.  Pekelis  Sioux  Falls 

E.  Pekelis  Sioux  Falls 

P.  C.  Reagan  ____  _ Sioux  Falls 

R.  Reagan  Sioux  Falls 

E.  L.  Rich  Sioux  Falls 

W.  F.  Sercl  Sioux  Falls 

H.  Shreves  Sioux  Falls 

J.  G.  Smith  Sioux  Falls 

F.  S.  Stahmann  Sioux  Falls 

G.  A.  Stevens  Sioux  Falls 

B.  H.  Unruh  Sioux  Falls 

G.  E.  VanDemark  _„_  Sioux  Falls 

R.  E.  VanDemark Sioux  Falls 

W.  E.  VanDemark  __  Sioux  Falls 

V.  V.  Volin  Sioux  Falls 

N.  E.  Wessman  Sioux  Falls 

G.  Zimmerman  Sioux  Falls 

H.  W.  K.  Zellhoefer  __  Sioux  Falls 


S.  E.  Namminga  Scotland 

J.  C.  Ohlmacher  ___  Vermillion 

R.  H.  Quinn  Yankton 

A.  P.  Reding  Marion 

E.  R.  Schwartz  Wakonda 

D.  Slaughter  Vermillion 

A.  J.  Smith  Yankton 

E.  M.  Stansbury  _____  Vermillion 

D.  B.  Williams  Yankton 


BLACK  HILLS 
DISTRICT  NO.  9 


J.  D.  Bailey  Rapid  City 

*C.  A.  Butler  _.  ....  Hot  Springs 

J.  M.  Butler Hot  Springs 

J.  R.  Byrne  Edgemont 

B.  S.  Clark  Spearfish 

L.  L.  Cramer  Hot  Springs 

Harold  Crane  LaCroya  Peru 

J.  H.  Davis  Belle  Fourche 

H.  E.  Davidson  Lead 

W.  A.  Dawley  Rapid  City 

J.  W.  Erickson  Rapid  City 

P.  P.  Ewald Lead 

R.  B.  Fleeger  Lead 

W.  Gieb  Rapid  City 

F.  J.  Gilbert  Belle  Fourche 

J.  N.  Hamm Sturgis 

Lyle  Hare  __ Spearfish 

G.  Heidepreim  Deadwood 

W.  W.  Holleman  Rapid  City 

F.  S.  Howe  ___  Deadwood 


A.  S.  Jackson  Lead 

*R.  J.  Jackson  Rapid  City 

R.  E.  Jernstrom  Rapid  City 

D.  L.  Kegaries  Rapid  City 

A.  A.  Lampert  Rapid  City 

R.  E.  Lemley  Rapid  City 

C.  D.  Lufkin  Vet.  Admin. 

W.  L.  Matlock  ___  Deadwood 

N.  E.  Mattox  Lead 

M.  P.  Merryman  Rapid  City 

W.  L.  Meyer  Sanator 

G.  A.  Miller Hot  Springs 

*G.  H.  Miller  ___.  Spearfish 

G.  W.  Mills  Wall 

W.  E.  Morse  Rapid  City 

C.  F.  Morseman  .___  Hot  Springs 
R.  C.  McCroskey  .___  Rapid  City 
C.  A.  Neves  Hot  Springs 

H.  D.  Newby  Rapid  City 

W.  E.  Olson  Ft.  Meade 


F.  W.  Overdahl  Hot  Springs 

G.  S.  Owen  Rapid  City 

*N.  T.  Owen  Rapid  City 

T.  F.  O'Toole  Rapid  City 

M.  O.  Pemberton  ....  Deadwood 

F.  J.  Radusch  Rapid  City 

C.  E.  Roper  Hot  Springs 

F.  A.  Rudolph  Rapid  City 

R.  F.  Sackett  Vet.  Admin. 

S.  F.  Sherill  Belle  Fourche 

C.  A.  Soe  Lead 

*J.  L.  Stewart  Spearfish 

N.  W.  Stewart  ____ Lead 

J.  C.  Smiley  Deadwood 

*J.  O.  Threadgold  Belle  Fourche 
*L.  J.  Townsend  _ Belle  Fourche 

G.  F.  Zarbaugh  Vet.  Admin. 

S.  D.  Campennelly  _.  Vet.  Admin. 


L.  E.  Lande  Winner 

J.  E.  Mannion  Gregory 


*Morris  Fleishman  ____  Cheyenne 
Indian  Agency 
W.  A.  George  Selby 


Harry  Brauer  Sisseton 

Lorin  Dawson  Milbank 

Wm.  Duncan  Webster 

D.  A.  Gregory  Milbank 


ROSEBUD 
DISTRICT  NO.  10 

R.  K.  Morgan  Winner 

R.  J.  Quinn  Burke 

NORTHWEST 
DISTRICT  NO.  11 

L.  D.  Harris  Mobridge 

G.  R.  Smith  Lemmon 

A.  W.  Spiry  Mobridge 

WHETSTONE  VALLEY 
DISTRICT  NO.  12 

*A.  P.  Hawkins  Waubay 

*J.  A.  Jacotal  Milbank 

Walter  Judge  Milbank 

W.  H.  Karlins  Webster 


J.  E.  Studenberg  Winner 

Rex  Wilson  Burke 


P.  K.  Steiner  Lemmon 

F.  C.  Totten  — Lemmon 

C.  E.  Lowe  Mobridge 


J.  Lovering  Webster 

Faris  Pfister  Webster 

Kurt  Tauber  Milbank 

F.  T.  Younker Sisseton 


* Indicates  Honorary  Member 
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Roster 

— 

South  Dakota  Medical  Association, 

1948 

Abts,  F.  J. 

Yankton 

Duggan,  T.  A.  ... 

Wagner 

Keller,  S.  A 

Sioux  Falls 

Adams,  H.  P. 

Huron 

Duimstra,  Fred  

Sioux  Falls 

Kemper,  C.  E. 

Viborg 

Alway,  J.  D.  .. 

Aberdeen 

Dulaney,  C.  H. 

Canton 

Kenney,  H.  T. 

Watertown 

Andre,  H.  C. 

.....  Vermillion 

Duncan,  William 

Webster 

Kershner,  C.  M.  

Brookings 

Arneson,  W.  A 

Sioux  Falls 

Dunn,  J.  E.  

Sioux  Falls 

Kilgard,  R.  M.  .... 

Watertown 

Askwig,  L.  C. 

Pierre 

Eckrich,  J.  A. 

Aberdeen 

Kilpatrick,  W.  R.  J. 

Woonsocket 

Auld,  M.  A. 

Yankton 

Eggers,  Maynard  ... 

Sioux  Falls 

King,  B.  F. 

...  Aberdeen 

Austin,  D.  C.  ... 

Brookings 

Ericksen,  Emil 

Sioux  Falls 

King,  H.  I. 

....  Aberdeen 

Ball,  W.  R. 

Mitchell 

Erickson,  J.  W. 

..  Rapid  City 

King,  Owen  

Aberdeen 

Bailey,  J.  D.  ... 

...  Rapid  City 

Ericksen,  O.  C.  . 

Sioux  Falls 

‘•Kimble.  O.  A. 

Murdo 

Bartron,  G.  R. 

Watertown 

Ewald,  P.  P. 

Lead 

Kittelson,  H.  O.  

Sioux  Falls 

Bartron,  H.  J. 

Watertown 

Fairbanks,  W.  H. 

Vermillion 

Kittelson,  J.  A.  

Sioux  Falls 

Bartron,  H.  J., 

Jr. 

Clark 

Farrell.  W.  D.  ._ 

....  Aberdeen 

Lacey,  V.  I.  

Yankton 

Baughman,  D. 

S. 

Madison 

Fiske,  R.  R. 

Flandreau 

Lamb,  Hazel  

Sioux  Falls 

Baughman,  R. 

C. 

Madison 

Fleeger,  R.  B. 

Lead 

Lampert,  A.  A.  

Rapid  City 

Benjamin,  M.  B.  _. 

Flandreau 

*Fleishman,  M.  S. 

Cheyenne 

Lanam,  M.  O.  

Sioux  Falls 

Billingsley,  P. 

R. 

Sioux  Falls 

Agency 

Lande,  L.  E. 

Winner 

“Billion,  T.  J.,  Sr.  Sioux  Falls 
Billion,  T.  J.,  Jr.  ....  Sioux  Falls 

Binder,  C.  F.  Mitchell 

Blezek,  F.  M.  Tabor 

Bloemendaal,  G.  J Ipswich 

Bobbs.  C.  S,  Mitchell 

Bobb,  E.  C.  - Mitchell 

Bollinger,  W.  F .....  Parkston 

Boyd,  F.  E.,  Jr.  Flandreau 

Brauer,  H.  H.  Sisseton 

Breit,  D.  H Sioux  Falls 

Brenckle,  J.  F Mellette 

Brinkman,  W.  C.  Veblen 

Brown,  H.  Russell  Watertown 
Buchanan,  R.  A.  . ...  Huron 

Bruner,  J.  E.  Aberdeen 

Bunker,  P.  G.  Aberdeen 

Burman,  G.  E.  ...  De  Smet 

“Butler,  C.  A Hot  Springs 

Butler,  J.  M.  Hot  Springs 

Bryne,  J.  R.  Edgemont 

Calene,  J.  L.  Aberdeen 

Campennelly,  S.  D.  Hot  Springs 
“Carney,  J.  G.  Los  Angeles 

Carney,  Myrtle  California 

Charbonneau,  Y.  H.  Huron 

Christensen,  A.  H.  ....  Clark 

Clark,  B.  S.  ..  Spearfish 

Clark,  J.  C.  Sioux  Falls 

Cochran,  F.  B.  Plankinton 

Cooley,  F.  H. Aberdeen 

Cottam,  Gilbert  Pierre 

Cottam,  G.  I.  W.  Sioux  Falls 

Cowan,  J.  T.  Pierre 

Cramer,  L.  L.  Hot  Springs 

Crane,  H.  L.  La  Croya,  Peru 
Crawford,  J.  H.,  Jr.  Watertown 
“Crawford,  J.  H.,  Sr.  Watertown 

Creamer,  F.  H Dupree 

Culbertson,  R.  A.  Sioux  Falls 
Damm,  W.  P.  Redfield 

Davidson,  H.  E.  Lead 

Davidson,  Magni  .....  Brookings 

Davis,  J.  H.  Belle  Fourche 

Davis,  J.  W.  Madison 

Dawley,  W.  A.  ...  Rapid  City 

Dawson,  Lorin  ._  Milbank 

Dean,  Roscoe  ...  Wess.  Springs 

Dehli,  H.  M.  Colton 

Delaney,  Robert  ____ Mitchell 

Delaney,  W.  A.,  Sr.  Mitchell 

Delaney,  W.  A.,  Jr.  Mitchell 

Devall,  F.  C.  Garretson 

Dick,  L.  C.  . Spencer 

Dickinson,  John  Canistota 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Drissen,  E.  M.  Britton 

Drobinsky,  Miguel  Estelline 


*Freyberg,  F.  W.  Mitchell 

*Gage,  E.  E.  .....  Sioux  Falls 

Gelber,  M.  R.  Aberdeen 

George,  W.  A.  Selby 

Gieb,  W. Rapid  City 

Gilbert,  F.  Belle  Fourche 

Gillis,  F.  D.  Mitchell 

Gillis,  Floyd,  Jr.  Mitchell 

Graeber,  F.  O Eureka 

Graeber,  M.  P.  Eureka 

Graff,  L.  W.  Britton 

Green,  R.  D.  Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Gregory,  D.  A.  ..  ...  Milbank 

Groebner,  O.  A.  Sioux  Falls 

Grove,  A.  F.  Dell  Rapids 

Grove,  E.  H.  Arlington 

Grove,  R.  F.  Sioux  Falls 

Grove,  M.  S.  Sioux  Falls 

Gulbrandson,  G.  H.  Brookings 

Gutch,  C.  F.  . Pierre 

Hagin,  J.  C Miller 

Hamm,  J.  N.  Sturgis 

“Hammond,  M.  J.  ...  Watertown 

Hansen,  H.  F.  Vermillion 

Hare,  Lyle  Spearfish 

Harris,  L.  D.  Mobridge 

Hawkins,  A.  P.  ...  Waubay 
Heidepreim,  Glenn  ...  Deadwood 

Hetrick,  M.  A.  Pierre 

Hofer,  E.  A.  ..  Howard 

“Hohf,  S.  M.  Yankton 

Hohm,  Paul  Huron 

Hohm,  T.  A.  Huron 

Holland,  L.  W.  Chamberlain 
Holleman,  W.  E.  Rapid  City 

Howe,  F.  S.  Deadwood 

Hubner,  R.  F.  Yankton 

‘Hummer,  H.  R.  Sioux  Falls 

Hurewitz,  Marvin  Colman 

Hyden,  Anton  Sioux  Falls 

Ihle,  Chas.  W.  Sioux  Falls 

Jacoby,  Hans  Huron 

Jackson,  A.  S.  Lead 

“Jackson,  R.  J.  Rapid  City 

Janis,  J.  B.  Hoven 

Jernstrom,  R.  E.  _.  ...  Rapid  City 

Jones,  T.  D.  Aberdeen 

Jordan,  G.  T.  Vermillion 

Jorgenson,  M.  C.  Watertown 

Joyce,  E.  Hurley 

Judge,  W.  T Milbank 

“Kalayjian,  D.  S.  Parker 

Karlins,  W.  H.  Webster 

*Keeling,  C.  M.  Tyndall 

“Keene,  F.  F.  Wess.  Springs 
Kegaries,  D.  L.  Rapid  City 


Larsen,  M.  W.  Watertown 

Leraan,  L.  G.  Sioux  Falls 

Lietzke,  E.  T.  Beresford 

Lemley,  R.  E.  Rapid  City 

Lenz,  B.  T.  Huron 

Leonard,  B.  B.  Yankton 

Livingston,  R.  F.  Yankton 

Lloyd,  J.  H Mitchell 

Lovering,  J.  Webster 

Lowe,  C.  E.  ...  __  Mobridge 

Lufkin,  C.  D.  Hot  Springs 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 

Magee,  W.  G.  Watertown 

Malloy,  J.  F.  Faulkton 

Manning,  D.  H.  Sioux  Falls 

Mannion,  J.  E.  Gregory 

Martyn,  W.  E.  Aberdeen 

Matlock,  W.  L.  Deadwood 

Martin,  H.  B.  Harrold 

Mattox,  N.  E Lead 

Mayer,  R.  G Aberdeen 

Maxwell,  R.  T.  Clear  Lake 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L.  Sanator 

Miller,  G.  A.  Hot  Springs 

Miller,  G.  H.  Spearfish 

Mills,  G.  W __  Wall 

Moran,  C.  S.  Mitchell 

Morgan,  R.  K.  Winner 

Morrissey,  M.  M.  Pierre 

Morse,  W.  E.  Rapid  City 

Morsman,  C.  F.  Hot  Springs 

Muggly,  J.  A.  ...  ....  Madison 

Murdy,  B.  C.  Aberdeen 

Murdy,  Robert  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murphy,  J.  C.  Murdo 

McBroom,  D.  E.  Redfield 

McCarthy,  P.  V.  ....  ...  Aberdeen 
McCroskey,  R.  C.  ....  Rapid  City 
McDonald,  C.  J.  Sioux  Falls 

McDonnell,  J.  L.  ....  _.  Montrose 
McGreevey,  J.  V.  Sioux  Falls 

McIntyre,  P.  S.  Bradley 

McIntosh.  G.  F.  Eureka 

MeVay,  C.  B.  Yankton 

Namminga,  S.  E.  Scotland 

Nelson,  J.  A.  Sioux  Falls 

Neves,  C.  A Hot  Springs 

Newby,  H.  D.  Rapid  City 

Nilsson,  F.  C.  Sioux  Falls 

“Northrup,  F.  A.  Pierre 

Nugent,  M.  E.  Aberdeen 

Ogborn,  R.  J.  Sioux  Falls 

Ohlmacher,  J.  C.  Vermillion 

Olson,  W.  . Ft.  Meade 

Orvedahl,  F.  W.  Hot  Springs 

O'Toole,  T.  F.  Rapid  City 
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Owen,  G.  S.  Rapid  City 

Owen,  N.  T.  Rapid  City 

Pangburn,  M.  W Miller 

Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L.  .....  Canton 

*Peabody,  P.  D.,  Sr.  ....  Webster 

Peeke,  A.  P.  Volga 

Pekelis,  E.  Sioux  Falls 

Pekelis,  R.  ..  Sioux  Falls 

Pemberton,  M.  O.  ....  Deadwood 

Perry,  E.  J Redfield 

Pfister,  F.  F.  Webster 

Pittenger,  E.  A.  Aberdeen 

Plowman,  E.  T.  Brookings 

Price,  Mary  Armour 

Price,  Ronald  Armour 

Quinn,  R.  H.  __  Yankton 

Quinn,  R.  J.  Burke 

Radusch,  F.  J.  Rapid  City 

Randall,  O.  S.  Watertown 

Ranney,  T.  P.  Aberdeen 

Reagan,  P.  C.  Sioux  Falls 

Reagan,  Rezin  Sioux  Falls 

Reding,  A.  P.  •_ Marion 

Reul,  T.  W Watertown 

Rich,  E.  L Sioux  Falls 

Riggs,  T.  F.  Pierre 

Rodine,  J.  C.  Aberdeen 

Rieb,  W.  G.  Parkston 

Robbins,  C.  E.  ....  Pierre 

Roper,  C.  E.  Hot  Springs 

Ross,  R.  R.  Canova 

Rousseau,  M.  C.  Watertown 

Rudolph,  E.  A.  Aberdeen 

Rudolph,  F.  A.  ...  Rapid  City 


Sackett,  R.  F.  Hot  Springs 

Saunders,  M.  E.  Redfield 

Saxton,  W.  H.  Huron 

*Saylor,  H.  L.,  Sr.  Huron 

Scallin,  P.  R.  Redfield 

Scheib,  A.  P.  Watertown 

Scheller,  D.  L.  .....  Arlington 

Schmidt,  Mary  A.  . Watertown 

Schuchardt,  I.  L.  Aberdeen 

Schwartz,  E.  R.  Wakonda 

Sercl,  W.  F.  Sioux  Falls 

Sherrill,  S.  F.  Belle  Fourche 

Sherwood,  C.  E.  Madison 

Shreve,  Howard  Sioux  Falls 

Skogmo,  B.  R.  Mitchell 

Slaughter,  Donald  Vermillion 

Smiley,  J.  C.  Deadwood 

Smith,  A.  J Yankton 

Smith,  G.  R.  Lemmon 

Smith,  J.  G.  Sioux  Falls 

Soe,  C.  A.  Lead 

Spiry,  A.  W.  __  ...  ....  Mobridge 

Stahmann,  Fred  Sioux  Falls 

Stansbury,  E.  M Vermillion 

Steele,  Granville  Aberdeen 

Steiner,  P.  K Lemmon 

Stevens,  G.  A.  Sioux  Falls 

Stewart,  N.  W. Lead 

*Stewart,  J.  L Spearfish 

Stolz,  Rodney  Watertown 

Studenberg,  J.  E.  Winner 

Tank,  M.  C.  Brookings 

Tauber,  K.  S _.  ....  Milbank 

*Threadgold,  J.  O.  Belle  Fourche 
Tobin,  F.  J.  Mitchell 


Tobin,  L.  W.  . Mitchell 

*Torwick,  E.  E.  Volga 

Totten,  F.  C.  Lemmon 

*Townsend,  L.  J.  Belle  Fourche 
Tschetter,  D.  ...  ...  Yankton 

Tschetter,  J.  S.  Huron 

Tschetter,  P.  S.  Huron 

Unruh,  B.  H.  Sioux  Falls 

VanDemark,  G.  E.  Sioux  Falls 
VanDemark,  Robert  Sioux  Falls 
VanDemark,  W.  E.  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Vogele,  C.  R.  Aberdeen 

Volin,  V.  V.  Sioux  Falls 

Volin,  H.  P.  Lennox 

Waldorf,  C.  E.  Redfield 

Walters,  S.  J.  Watertown 

Watson,  E.  S.  Brookings 

Wessman,  N.  E.  _.  Sioux  Falls 

Westaby,  J.  R.  Madison 

White,  W.  E.  Ipswich 

Whitside,  J.  D.  Aberdeen 

Whitson,  G.  E.  Madison 

Willen,  Abner  Clear  Lake 

Williams,  D.  B.  Yankton 

Williams,  M.  F.  Conde 

Wilson,  R.  W.  Burke 

Wold,  H.  R.  Madison 

*Wright,  O.  R Huron 

Younker,  F.  T.  Sisseton 

Zarbaugh,  G.  F.  Hot  Springs 
Zellhoefer,  H.  W.  K.  Sioux  Falls 
Zimmerman,  Goldie  Sioux  Falls 


* Honorary  Member. 


FACILITIES  EXPANDED 

Facilities  for  training  students  in  medical 
technology  have  been  expanded  considerably 
for  the  University  of  South  Dakota  Medical 
school,  according  to  Dr.  Donald  Slaughter, 
dean  of  the  school. 

Sacred  Heart  hospital,  Yankton,  has  been 
accredited  recently  by  the  American  Medical 
Association  to  give  students  of  the  University 
Medical  school  the  clinical  work  in  medical 
technology  in  the  senior  year.  The  manage- 
ment of  Sacred  Heart  hospital  has  made 
arrangements  to  cooperate  with  the  Univer- 
sity Medical  school  to  give  this  course,  Dean 
Slaughter  says.  This  hospital  has  been 
accredited  also  for  the  training  of  internes 
and  X-ray  technicians. 

Sioux  Valley  hospital,  Sioux  Falls,  is  also  co- 
operating with  the  Medical  school  of  the 
university,  Dr.  Slaughter  says,  in  training 
medical  technologists  and  was  accredited  by 
the  American  Medical  Association  for  med- 
ical technologists  and  internships  last  year. 
Recent  approval  was  given  to  a school  for 
X-ray  technicians.  The  faculty  of  the  Univer- 
sity Medical  school  is  developing  plans  for  the 
establishment  of  a curriculum  in  X-ray  tech- 


nology in  cooperation  with  Sioux  Valley  and 
Sacred  Heart  hospitals.  This  course  will  be 
open  for  the  first  time  this  fall  to  students 
wishing  to  prepare  themselves  for  a career 
in  X-ray  technology,  Dean  Slaughter  said. 

Services  of  these  two  hospitals  in  expand- 
ing their  facilities  for  courses  in  medical  and 
X-ray  technology  are  but  two  of  many  that 
are  now  available  to  the  state  of  South 
Dakota  through  the  improved  Medical  school 
at  the  University  according  to  Dr.  Slaughter. 


NOTICE! 

THE  COMPLETE  MINUTES  OF 
THE  WOMEN’S  AUXILIARY  MEET- 
ING WILL  BE  PUBLISHED  IN  A 
FUTURE  ISSUE. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


THE  PHARMACEUTICAL  SURVEY 
DOINGS  AND  DECISIONS 

The  Pharmaceutical  Survey  is  about  ready 
to  make  delivery  of  the  first  of  its  finished 
goods,  produced  after  two  year  of  steady 
work  upon  the  stuff  of  the  profession  of 
Pharmacy.  Director  Edward  C.  Elliott  is 
scheduled  to  make  three  important  addresses 
next  month  at  the  San  Francisco  meetings  of 
the  American  Association  of  Colleges  of 
Pharmacy,  the  National  Association  of  Boards 
of  Pharmacy,  and  the  American  Pharmaceu- 
tical Association.  There  he  will  discuss  the 
factual  evidence,  assembled  by  the  Survey, 
and  resulting  in  a series  of  important  recom- 
mendations for  action. 

Among  the  proposals  now  being  considered 
by  the  National  Committee  on  The  Phar- 
maceutical Survey  and  its  Subcommittees 
are:-  the  establishment  of  a commission  on 
pharmaceutical  manpower;  the  preparation 
and  regular  publication  of  a national  roster  of 
American  pharmacists;  the  holding  of  a na- 
tional convention  on  pharmaceutical  legisla- 
tion; the  creation  of  a full-time  executive  of- 
ficer for  the  American  Council  on  Pharmaceu- 
tical Education  to  be  known  as  the  Com- 
missioner of  Pharmaceutical  Education;  the 
qualitative  classification  of  accredited  col- 
leges of  pharmacy;  ways  and  means  for  the 
improvement  and  the  increase  in  the  number 
of  qualified  members  of  faculties  of  the  col- 
leges of  pharmacy;  the  establishment  of 
teaching  fellowships  for  the  purpose  of 
enabling  individuals  of  ability  and  profes- 
sional promise  to  become  especially  fitted  for 
teaching  service;  the  increased  utilization  of 
intelligence  and  aptitude  tests,  and  of  guid- 
ance and  counseling  services  by  colleges  of 
pharmacy  for  the  purpose  of  insuring  better 
quality  of  students;  the  better  organization, 
functioning  and  support  of  state  boards  of 
pharmacy;  the  complete  reorganization  of 
the  prevailing  system  of  examination  for 
licensure  by  state  boards;  the  radical  im- 


provement of  the  administration  of  practical 
experience  for  licensure,  otherwise  its  aboli- 
tion; the  responsibility  of  pharmaceutical 
commerce  and  industry  for  the  adequate 
financing  of  the  professional  training  institu- 
tions of  pharmacy;  concentrated  and  organ- 
ized efforts  for  the  betterment  of  the  existing 
four-year  curriculum  of  the  colleges  of  phar- 
macy; plans  for  the  extension  to  six  years  of 
the  period  of  education  and  training  for  fully 
qualified  professional  pharmacists  with  the 
degree  of  Doctor  of  Pharmacy. 

Since  the  beginning  the  national  committee 
in  general  charge  of  the  policies,  procedures 
and  results  of  the  Survey  have  held  eight 
meetings  of  two  days  each.  A special  Edi- 
torial-Screening Subcommittee  has  been  en- 
gaged in  a careful  review  of  the  first  group 
of  the  findings  and  recommendations.  These 
will  be  presented  for  final  action  at  a meeting 
to  be  held  on  September  26-27. 

The  Editorial-Screening  Subcommittee, 
consisting  of  Dr.  George  D.  Beal,  Commander 
W.  Paul  Briggs,  Dean  A.  G.  DuMez,  Dr. 
Robert  L.  Swain,  Dr.  Frank  O.  Taylor,  and 
Dr.  E.  L.  Newcomb,  met  on  July  12-13,  giving 
its  main  attention  to  the  findings  of  the  Pre- 
scription Study  based  upon  a comprehensive 
analysis  of  more  than  13,000  present-day  pre- 
scriptions; and  to  the  propoals  relating  to  the 
modifications  of  the  program  of  education  and 
training  in  the  colleges  and  schools  of  phar- 
macy. 

Following  the  meeting  of  the  subcommittee, 
Director  Elliott  said,  “The  first  stage  of  the 
Survey  has  taken  longer  than  planned.  This 
has  been  due  to  the  great  volume  of  factual 
material  brought  together  and  requiring  com- 
plete and  cautious  analysis.  Furthermore,  the 
committee  on  the  Survey  has  taken  its  job 
seriously  and  has  been  determined  to  use 
whatever  time  was  necessary  to  examine  and 
to  weigh  the  facts  before  reaching  con- 
clusions. During  my  time  I have  worked  with 
more  than  twenty  educational  and  scientific 
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survey  commissions.  The  Committee  on  The 
Pharmaceutical  Survey  stands  by  itself  in 
the  efforts  to  meet  its  responsibilities. 

“All  of  us  are  constantly  aware  that  the 
primary  purpose  of  the  Survey  was  the  pre- 
paration of  sound  programs  of  action  for  the 
protection  and  promotion  of  the  interests  of 
pharmacy  as  a profession  serving  the  public 
welfare.  The  members  of  the  committee  want 
to  be  certain  that  the  approved  recommenda- 
tions for  action  are  both  workable  practically 
and  worthwhile  professionally. 

“The  original  plan  of  the  Survey  provided 
for  a two  year  period  of  gathering  and  in- 
terpretation of  the  facts.  This  was  to  be 
followed  by  a year  of  implementing  the  con- 
clusions. In  reality  certain  of  the  implemen- 
tation activities  have  been  going  on  for  some 
time.  Already  through  active  cooperation 
important  steps  have  been  taken  by  the 
American  Association  of  Colleges  of  Phar- 
macy, the  National  Association  of  Boards  of 
Pharmacy,  and  the  American  Council  on 
Pharmaceutical  Education  based  upon  the 
suggestions  of  the  Survey.  All  this  has  taken 
time  and  effort  but,  I am  convinced,  time  and 
effort  well  spent. 

“As  the  work  has  proceeded,  I am  hopeful 
that  the  Survey  will  be  recognized  as  having 
added  to  the  strength,  the  spirit  and  the 
stability  of  Pharmacy.  The  San  Francisco 
meetings  will  provide  opportunity  for  some 
decisive  testing.” 


SECRETS  MAGAZINE  PROMOTES 
THE  DRUG  STORE 

SECRETS  Drug  Store  Promotion  Cam- 
paign moves  along  another  notch  with  a num- 
ber of  items  which  are  designed  to 

(1)  raise  the  druggist’s  standing  as  a pro- 
fessional man 

(2)  build  up  the  druggist  as  a qualified  ad- 
visor on  beauty  and  health 

(3)  Boost  the  demand  for  drug-store  pro- 
ducts 

BEAUTY  IN  A HURRY,  BY  SECRETS 
Beauty  Editor,  is  an  article,  which,  while  it 
tells  how  to  take  care  of  beauty  during  the 
summer,  subtly  creates  a demand  for  de- 
odorants, kaolin,  face  creams,  leg  make-up, 
witch  hazel  and  the  many  other  beauty  aids — 
and  tells  the  reader  that  these  items  are  avail- 
able at  their  drug  store! 


SECRETS  Health  Reporter  writes  an 
article  entitled  WHEN  JANIE  GOES  TO 
THE  DENTIST.  While  this  is  more  or  less 
a psychological  article  dealing  with  the  pre- 
paration of  a child  for  dental  treatments, 
nevertheless,  a box  is  inserted  prominently 
on  the  front  page  of  the  story  which  tells  the 
young  mother  regarding  tooth  brushes: 
“When  you  buy  your  next  one,  have  your 
druggist  advise  you  as  to  the  best  type  of 
brush,  as  well  as  dentifrice,  for  your  needs. 

Dr.  Norman  Survis,  Director,  Division  of 
Pediatrics,  Westchester  County,  New  York, 
writes  the  second  of  a series  of  articles  on 
THE  NEW  BABY.  In  this  article,  Dr.  Purvis 
discusses  in  easy  question-and-answer  method 
the  multitude  of  problems  confronting  the 
new  mother  and  her  baby.  In  the  recom- 
mendations made  by  Dr.  Purvis  there  are 
many  things  which  the  mother  will  have  to 
buy  at  your  drug  store. 

SECRETS  is  on  your  corner,  Mr.  Druggist! 


HOME  WAVE  KIT  REFILL 

SALES  ASSUMING  TREND 

LIKE  BLADES  FOR  MEN 

Along  with  the  safety  razor,  the  home 
permanent  is  here  to  stay. 

According  to  figures  recently  released  by 
The  Toni  Company,  largest  producers  of 
home  permanent  wave  kits,  the  sale  of  refills 
now  exceeds  that  of  original  complete  kits 
by  three  to  one.  Heavier  purchases  of  the  re- 
fills indicates  that  America’s  charm-seeking 
women  are  sold  on  the  home  waves  and  are 
coming  back  for  more.  Refills  contain  the 
waving  lotion  and  women  can  keep  using  the 
curlers  from  the  original  kit. 

Veteran  retailers  see  a marked  parallel  be- 
tween this  trend  and  developments  after  the 
invention  of  the  safety  razor.  When  men 
first  started  to  shave  at  home,  the  new  safety 
razor  companies  did  most  of  their  business  in 
razors.  Today,  their  greatest  market  is  in 
blades. 


PRESCRIBE  JOURNAL 
ADVERTISED  PRODUCTS 
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Reports  from  the  Washington  Representative  of  N.  A.R.D. 

by 

George  H.  Frates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

EXCISE  TAXES.  Hopes  that  Congress 
might  have  given  some  relief  from  wartime 
excise  taxes  were  dashed  with  the  adjourn- 
ment. The  Ways  and  Means  Committee  went 
into  the  subject  fairly  thoroughly  but  time 
and  budget  conditions  did  not  permit  any 
general  revision. 

WAR  EMERGENCY  CONTROLS.  In  the 
closing  days  of  the  2nd  session,  Congress  ap- 
proved the  extension  to  June  30,  1949,  of 
controls' for  tin,  antimony,  rice,  fats,  oils,  and 
certain  fertilizers.  The  basic  question  — 
controls  versus  a free  economy  — will  be  an 
issue  in  the  November  elections  and  a subject 
of  controversy  in  the  next  Congress. 

HERE  IS  A PLANK  IN  THE  REPUB- 
LICAN PLATFORM:  “Small  Business,  the 
bulwark  of  American  enterprise,  must  be 
encouraged  through  aggressive  anti-monopoly 
action,  elimination  of  unnecessary  controls, 
protection  against  discrimination,  correction 
of  tax  abuses,  and  limitation  of  competition 
by  governmental  organizations.” 

ANTI  - MONOPOLY  QUESTIONNAIRE. 
The  Select  Committee  on  Small  Business  of 
the  House  of  Representatives,  under  the 
chairmanship  of  Walter  C.  Ploeser,  has 
started  an  investigation  of  monopolistic  prac- 
tices and  other  unfair  methods  of  competition. 
Here  are  the  first  five  questions  asked  by 
Willis  J.  Ballinger,  Economic  Counsel  for  the 
Committee  and  addressed  to  the  N. A.R.D. 

1.  Outline  to  the  Committee  in  the  order  of 
their  importance  the  competitive  prob- 
lems of  your  industry. 

2.  Indicate  to  the  Committee  your  sugges- 
tions for  remedying  each  competitive 
problem  specified  above.  Such  sugges- 
tions will  be  regarded  as  purely  tenta- 
tive. 

3.  Do  you  think  the  anti-trust  laws  or 
others  need  strengthening?  If  you  do, 
will  you  indicate  to  the  Committee  your 
ideas  as  to  how  such  laws  should  be 
strengthened. 


4.  Does  any  law  or  regulation  of  the  Fed- 
eral government  operate  to  restrain  fair 
competition  in  your  industry  either  as  a 
whole  or  in  any  part  of  it? 

5.  Does  any  State  law  or  regulation  or 
municipal  ordinance  or  regulation  op- 
erate to  restrain  fair  competition  in  your 

industry  either  as  a whole  or  in  any  part  of  it. 

CHLOROMYCETIN.  An  Army  medicsal 
researcher  has  reported  impressive  results  in 
the  use  of  the  new  drug  Chloromycetin  to 
treat  typhoid  fever.  The  drug  which  is  de- 
rived from  mould,  like  penicillin,  had  pre- 
vously  proved  effective  against  scrub  typhus, 
a dread  killer  in  many  areas  of  the  Far  East. 
Parke,  Davis  & Company,  sole  producer  of 
the  drug,  intends  to  begin  commercial  pro- 
duction as  soon  as  possible.  Limited 
quantities  of  Chloromycetin  are  expected  to 
be  available  next  year. 

HARRY  J.  ANSLINGER,  COMMIS- 
SIONER OF  NARCOTICS,  in  his  annual  i 
report  on  Traffic  in  Opium  and  Other  Dan-  i 
gerous  Drugs  said:  “The  abusive  use  of  bar- 
bituric acid  drugs  showed  no  evidence  of  \ 
declining  during  1947.  Because  of  the  wide 
scope  of  the  unrestricted  use  of  these  dan-  ; 
gerous  drugs,  it  is  believed  that  each  State 
should  enact  adequate  legislation  to  control 
the  use  of  barbituric  acid  and  other  hypnotic 
drugs  and  provide  for  vigorous  enforcement 
of  such  legislation. 

THE  HONORABLE  HARLEY  M.  KiL-  I 
GORE,  in  a speech  supporting  a bill  intro- 
duced in  the  Senate  by  himself,  Senator  Mag- 
nuson  and  Senator  Morse  entitled  “National 
Literacy  Education  Act  of  1948,”  revealed 
that  one  of  every  seven  adults  in  the  United 
States,  25  years  of  age  and  over,  can  read  only 
with  difficulty  a label  which  says:  “Poison— 
for  external  use  only.” 

PLAN  NOW  TO  ATTEND  THE  N. A.R.D. 
GOLDEN  ANNIVERSARY  CONVENTION. 
ATLANTIC  CITY,  OCTOBER,  12  TO  16. 

SET  ASIDE  FOR  VETERANS.  A total  of 
3,305  beds  in  Army  hospitals  throughout  the 
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United  States  have  been  allocated  for  treat- 
ment of  veterans.  The  allocations  were  made 
at  the  request  of  the  Veterans  Administration. 
Beds  allocated  for  veterans  may  be  used 
partly  for  treatment  of  chronic  disabilities. 
None  of  the  beds  allocated  will  be  used  for 
patients  who  could  be  treated  in  domiciles. 

PLANS  FOR  NEW  SELECTEES.  Coinci- 
dental with  the  enactment  into  law  of  Selec- 
tive Service  authorizing  the  expansion  of  the 
Army  to  837,000  plus  110,000  eighteen-year 
old  one-year  volunteers,  the  Department  of 
the  Army  has  announced  the  training  plans 
for  new  troops  have  been  completed  and  are 
ready  for  implementation  when  the  first 
selections  are  made.  An  eight-week’s  basic 
training  program  will  be  employed  initially 
to  bring  new  and  old  Army  units  up  to  auth- 
orized strength  as  rapidly  as  possible.  The 
employment  of  the  student-instructor  rela- 
tionship in  training  in  lieu  of  driving  methods 
employed  by  “hard-boiled”  non-coms  have  re- 
sulted in  the  promotion  of  individual  initia- 
tive and  resourcefulness,  resulting  in  a better 
trained  soldier,  said  General  Jacob  L.  Devers, 
Chief,  Army  Field  Forces. 

UNCLE  SAM  REPORTS  that  a factor  of 
tremendous  importance  in  our  economy  is  the 
total  of  liquid  assets  held  by  individuals 
aggregating  approximately  200  billion  dollars 
at  the  present  time.  Of  this  amount,  nearly 
150  billion  dollars  has  been  accumulated  dur- 
ing the  past  eight  years.  Of  this  total  amount, 
67  billion  dollars  represents  individual  hold- 
ings of  United  States  Government  securities. 

DR.  ANDREW  G.  DuMEZ  RECEIVES 
HIGH  HONOR.  Dean  of  the  University  of 
Maryland  School  of  Pharmacy  and  Secretary 
of  the  American  Council  on  Pharmaceutical 
Education,  Dr.  Andrew  G.  DuMez  becomes 
the  twenty-sixth  recipient  of  the  Remington 
Medal.  Dr.  DuMez’s  educational  background 
and  experiences  is  as  diversified  as  his  many 
talents.  The  Remington  Honor  Medal  is  con- 
ferred upon  the  person  whose  work  during 
the  preceding  year,  or  culminating  over  a 
period  of  years,  is  judged  most  important  to 
American  pharmacy  by  the  committee,  which 
consists  of  past  presidents  of  the  American 
Pharmaceutical  Association.  N.A.R.D.  salutes 
Dr.  DuMez  for  his  meritorious  contributions 
to  pharmacy. 

“McKesson  is  known  by  your 


TELEPHONE  VOICE,”  is  the  title  of  a 
pocket-sized  publication  distributed  to  em- 
ployees of  McKesson  & Robbins  throughout 
the  country  to  promote  good  public  relations 
through  correct  handling  of  phone  calls.  The 
advice  is  to  answer  phones  promptly,  hold  re- 
ceivers correctly,  identify  the  speaker  and  his 
department,  keep  callers  notified  of  waits, 
stand  by  to  complete  outgoing  calls,  be  ready 
to  take  notes,  and  end  conversations, 
smoothly  and  politely. 

IT  IS  THE  LAW.  All  narcotic  prescriptions 
must  be  typed  and  then  personally  signed  by 
the  physician,  or  be  written  in  ink  or  indelible 
pencil.  They  must  bear  the  full  name  and 
address  of  the  patient,  the  physician’s  name 
and  address,  registry  number  and  written 
signature.  If  written  for  unusual  quantities, 
or  often  repeated  for  the  same  patient,  they 
must  show  the  purpose  for  which  they  are  to 
be  used. 

CANADA  HAS  ANNOUNCED  that  a new 
uranium  field  in  Northern  Saskatchewan  is 
the  most  promising  find  since  the  war. 

THE  AMERICAN  VETERANS  COM- 
MITTEE has  petitioned  President  Truman 
asking  that  “franking”  privileges  be  restored 
for  new  draftees,  so  they  can  write  home  free 
about  things  in  the  services. 

CUSTOMS  DECLARATION  REQUIRED. 
Effective  July  1,  1948,  the  French  Govern- 
ment assesses  duties  and  taxes  on  various 
articles  imported  into  France  through  the 
mails  by  Army  personnel  (including  civilian 
employees  and  dependents).  Therefore,  any 
parcel  accepted  for  mailing  must  be  accom- 
panied by  Form  2976  listing  the  nature  of 
the  articles  inclosed  and  value  of  contents. 

DAGGETT  AND  RAMSDELL  will  peddle 
their  “Debutante”  line  of  cosmetics  through 
Fuller  Brush  saleswomen. 

THE  MAGIC  OF  AMERICA.  In  Russia, 
with  communism,  one  hour’s  work  will  buy 
one-third  of  a quart  of  milk.  In  England, 
with  socialism,  it  will  buy  three  quarts.  In 
the  United  States,  with  free  enterprise,  one 
hour’s  work  will  buy  six  quarts  of  milk.  The 
number  of  telephones  per  hundred  persons 
in  Russia  is  three-quarters  of  one;  in  England, 
8;  and  in  the  United  States,  20. 

THOUGHT  FOR  THE  DAY 

Words  are,  of  course,  the  most  powerful 
drug  used  by  mankind.  Kipling 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Associate  Professor  Pharmacology 
South  Dakota  State  College 


Curare: 

“Curare”  is  a term  applied  to  extracts  from 
several  varieties  of  plants  prepared  by  the 
Indians  of  northern  and  western  South 
America  for  use  as  arrow  poisons.  Synonyms 
include  curara,  urari  and  woorari.  Actually, 
the  composition  of  curare  is  not  definitely 
known,  different  specimens  varying  depend- 
ing upon  the  species  of  plant  or  plants  used  in 
their  manufacture.  All,  however,  have  the 
same  essential  activity  — that  of  paralyzing 
skeletal  musculature.  Botanical  identifica- 
tion of  curare  plants  is  not  complete,  but  the 
most  important  sources  of  curare  are  from 
plants  of  the  genus  Strychnos  (Fam.  Logan- 
iaceae)  the  Chondodendron  and  Cocculus 
(Fam.  Menispermaceae).  The  species  most 
commonly  used  are  S.  Castelnaei  Wedd.,  S. 
toxifera  Benth.,  S.  Crevauxii  G.  Planch,  and 
Chondodendron  tomentosum  Ruiz  et  Pavon. 
Systematic  investigation  of  curare  was  first 
begun  in  1850,  with  the  work  of  Pelouze  and 
Claude  Bernard.  It  has  only  been  in  recent 
years,  however,  that  curare  has  received  ap- 
plication in  therapeutics  and  this  has  been 
due  largely  to  the  introduction  of  standard- 
ized preparations  and  purified  active  prin- 
ciples. 

Commercial  curare  is  a brownish  or  black, 
shiny,  resinoid  mass,  very  bitter  to  the  taste. 
It  is  soluble  in  cold  water  and  very  soluble 
in  diluted  alcohol.  The  active  principles  are 
alkaloids  which  differ  in  each  variety  of 
curare.  Varieties  are  designated  by  the  kind 
of  containers  in  which  they  appear  in  com- 
merce. Thus,  tubocurare  is  supplied  in  bam- 
boo tubes,  calabash  curare  in  gourds  and  pot 
or  jar  curare  in  earthenware  jars.  Tubocurare 
contains  two  alkaloids;  tubocurarine  and 
curine.  Calabash  curare  contains  curarine,  a 
potent  alkaloid  similar  to  tubocurarine.  Pot 
curare  yields  protocurarine.  In  addition  to 
these  alkaloids,  many  others  have  been  ob- 
tained and  studied.  Of  the  true  curare  alka- 
loids, d-tubocurarine  is  readily  available  in 
this  country. 


Actions:  The  principal  action  of  curare  is 
the  paralyzing  effect  on  skeletal  musculature, 
resulting  in  arrest  of  all  voluntary  movement. 
The  muscles  of  the  fingers,  toes,  eyes,  and 
ears,  are  affected  first,  then  those  of  the  limbs, 
neck,  and  trunk,  and  finally  the  intercostal 
muscles  and  diaphragm.  Animals  poisoned 
by  curare  eventually  lie  helpless  and  die  from 
asphyxia  when  the  muscles  of  respiration  be- 
come involved.  Cardiac  failure  results  from 
anoxia  following  the  respiratory  arrest. 
Consciousness  and  sensibility  are  retained 
until  death. 

Large  doses  of  curare  paralyze  autonomic 
ganglia,  but  this  action  is  not  as  pronounced 
as  in  the  case  of  nicotine. 

The  central  nervous  system  is  stimulated 
by  large  doses.  Convulsions  may  occur  and 
are  of  the  picrotoxin  type.  However,  they 
may  be  masked  by  the  muscular  depression 
which  occurs.  Blood  pressure  may  fall,  and 
the  heart  beat  quickened.  Movements  of  the 
intestine  and  other  organs  may  be  increased. 

The  action  of  curare  on  muscle  is  antag- 
onized by  physostigmine,  nicotine  and  neos- 
tigmine. Neostigmine  is  used  as  a physio- 
logical antidote  but  artificial  respiration  may 
be  necessary  in  the  more  serious  cases  of  over- 
dosage. 

With  intravenous  administration  of  suit- 
able preparations,  the  effects  of  curare  begin 
almost  immediately,  reach  a peak  in  a few 
minutes,  then  recede  and  the  muscles  grad- 
ually recover  their  tone  and  contractile 
power.  Effects  are  brief  due  to  rapid  ex- 
cretion. With  intramuscular  administration, 
full  effects  are  reached  more  slowly  and  the 
effects  are  more  lasting.  Gastro-intestinal  ab- 
sorption is  limited  and  consequently  the 
effects  of  curare  are  usually  not  obtained  by 
oral  administration. 

Uses:  The  introduction  of  standardized  pre- 
parations has  made  possible  the  clinical  use 
of  curare  for  producing  muscular  relaxation. 
Thus,  such  preparations  have  been  used  to 
treat  muscular  spasms  of  various  types,  to 
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control  the  convulsions  that  occur  in  tetanus 
and  shock  therapy  and  to  relax  muscles  in 
surgical  anesthesia.  This  last  use  is  one  of 
the  most  important  applications  of  the  curare 
preparations.  Such  preparations  have  been 
used  in  conjunction  with  Pentothal  Sodium, 
cyclopropane,  nitrous  oxide,  ethylene,  and 
ether.  Care  must  be  exercised  in  its  use  be- 
caue  overdosage  causes  paralysis  of  respira- 
tory muscles.  When  used  with  ether,  the 
dose  must  be  reduced  to  one-third  that  ordin- 
arily used.  It  is  said  that  curare  decreases 
the  amount  of  anesthetic  required  and  also 
the  depth  of  anesthesia. 

Curare  preparations  have  been  used  to 
lesson  the  intensity  of  the  convulsions  pro- 
duced by  Metrazol  or  electric  shock  and  thus 
lessen  the  danger  of  injury  to  the  patient. 

Curare  may  be  used  as  a diagnostic  agent  in 
doubtful  cases  of  myasthenia  gravis.  Such 
patients  exhibit  a greater  sensitivity  to  the 
drug  than  normal  individuals  and  an  im- 
mediate, marked  exaggeration  of  symptoms  is 
produced.  The  effects  are  then  antagonized 
with  neostigmine. 

In  addition  to  these  uses,  curare  has  also 
been  employed  as  a muscular  relaxant  in  cer- 
tain manipulative  procedures. 

Preparations:  Curare  has  been  available  for 
some  time  under  the  trade  name  of  Intocos- 
trin  (E.  R.  Squibb  & Sons).  This  is  a purified 
product  prepared  from  Chondodendron 
tomentosum  extract,  having  a typical  curare 
action  which  is  due  almost  entirely  to  the 
presence  of  d-tubocurarine.  The  physiological 
activity  is  determined  on  rabbits.  Each  cubic 
centimeter  of  Intocostrin  contains  an  amount 
of  Intocostrin  equivalent  to  20  units.  The 
provisional  unit  is  equivalent  in  potency  to 

0.15  mg.  of  d-tubocurarine  chloride. 

Solution  Tubocurarine  Chloride  (E.  R. 
Squibb  & Sons)  is  a sterile  isotonic  aqueous 
solution  for  parenteral  administration,  con- 
taining 2.7  mg.  of  the  anhydrous  crystalline 
alkaloid  per  cubic  centimeter. 

Abbott  Laboratories  have  available  d- 
Tubocurarine  Chloride  Solution,  containing 
in  each  cubic  centimeter  3 mg.  of  d-tubo- 
curarine chloride  pentahydrate,  1 mg.  of 
sodium  metabisulfite  and  0.9%  benzyl  alcohol 
(preservative)  in  a buffered  aqueous  solution 
made  isotonic  with  sodium  chloride. 


MEDICAL  REQUISITES  ON  VA 
PRESCRIPTIONS 

E.  Burns  Geiger,  Chief,  Pharmacy  Division, 
Veterans  Administration,  announced  on  July 
13,  1948,  that  the  limitation  on  “medical  re- 
quisites” subject  to  payment  under  our  VA- 
State  Pharmaceutical  Association  Agreement 
would  be  extended  for  the  fiscal  year  ending 
June  30,  1949.  Only  the  following  listed  items 
may  be  dispensed  as  “medical  requisites”  on 
a Veterans  Administration  prescription: 

1.  Insulin  suringe  and  two  (2)  needles 

2.  Two  (2)  hypodermic  (insulin  type) 
needles 

3.  Atomizer 

4.  Nebulizer 

5.  Hot  Water  Bottle 

6.  Founta4n  syringe 

7.  Combination  hot  water  bottle  and 
syringe 

8.  Ice  Bag 

9.  Ice  Cap 

10.  Urinal 

11.  Bed  pan 

12.  Enema  can 

13.  Feeding  tube 

14.  Ear  and  ulcer  syringe 

Each  VA  prescription  for  a medical  requisite 
must  be  for  a single  item  and  they  will  be 
processed  in  the  same  manner  as  prescrip- 
tions for  drugs.  The  medical  requisite  sup- 
plied should  be  the  lowest  priced  item  in 
stock  appropriate  for  the  intended  use. 

The  Pharmacy  Director  for  this  District 
has  advised  that  bandage,  gauze  and  ab- 
sorbent cotton  supplied  on  VA  prescription 
and  used  up  in  the  treatment  of  disease  are 
regarded  as  drugs  and  not  medical  requisites. 

Prescriptions  for  medical  requisites  must 
bear  name  and  address  of  the  veteran,  author- 
ization statement,  signature  of  prescribing 
physician  and  the  date  the  prescription  was 
written.  DATES  ARE  IMPORTANT.  The 
physician  should  remind  the  veteran  that  the 
VA  prescription  must  be  presented  for  filling 
within  ten  days  of  the  date  written.  The 
pharmacist  must  show  the  date  the  pre- 
scription was  filled  and  the  date  delivered  to 
the  veteran.  Prescriptions  presented  more 
than  ten  (10)  days  after  the  date  written 
should  not  be  accepted  for  filling. 
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NEWS  BITS 

Pharmacist  Leon  J.  Hobart  is  opening  a 
new  pharmacy  in  Rapid  City.  The  new  phar- 
macy to  be  known  as  Hobart  Drug  is  located 
at  613  Main  Street.  Leon  will  be  assisted  in 
the  pharmacy  by  his  father,  Pharmacist 
D.  C.  Hobart,  who  formerly  operated  a phar- 
macy at  Hill  City,  South  Dakota.  Leon  is  a 
graduate  of  the  College  of  Pharmacy,  Univer- 
sity of  Nebraska  and  was  registered  by  ex- 
amination in  South  Dakota  in  1942.  For  the 
past  few  years  he  has  been  employed  with 
Petersen  Drug  in  Rapid  City. 

Pharmacist  Ernest  M.  Trantina  has  applied 
to  the  State  Board  of  Pharmacy  for  the  reg- 
istration of  a new  pharmacy  to  be  known  as 
Fort  Randall  Drug  Store  at  Pickstown,  South 
Dakota.  The  pharmacy  is  located  in  the 
government  shopping  center  and  is  owned  by 
Pharmacists  Glenn  James  of  Wagner  and 
Ernest  Trantina. 

Pharmacist  O.  F.  Allbrighi  has  sold  his  bus- 
iness on  Canyon  Lake  Drive  in  Rapid  City. 
The  buyer  was  a non-pharmacist  so  the  drug 
store  department  will  not  be  continued  at 
this  location. 

Pharmacist  Thomas  P.  Mills  who  was  form- 
erly with  Haggar’s  Drug  Store  in  Watertown 
is  now  employed  at  the  Wheeler  Drug  Store 
in  Huron. 

Harvey  L.  Widmark,  now  empolyed  in  the 
Lehr  Drug  in  Rapid  City,  received  the  highest 
average  grade  in  the  class  of  nineteen  phar- 
macists who  were  registered  by  examination 
on  June  10,  1948.  His  average  grade  was  87.62 
per  cent.  Harvey  took  the  written  portion  of 
his  Board  examination  in  1944. 

The  highest  average  grade  for  candidates 
who  took  the  complete  examinations  this 
year,  went  to  Frank  L.  Base,  who  is  now  em- 
ployed by  Neil  E.  Fuller,  in  Chamberlain. 
Frank’s  average  grade  was  86.9  per  cent. 

Other  newly  registered  pharmacists  have 
announced  summer  employment  as  follows: 
Edgar  A.  Corneliuson  with  Smith’s  Drug, 
Inc.,  Lemmon;  Philip  E.  Case  with  Buck’s 
Pharmacy,  Wessington  Springs;  Karl  Fromm 
Jr.,  with  Eastman  Drug  Store,  Tripp;  John 
W.  Moriarty  with  Kendall’s  Drug  Store, 
Brookings;  Jerald  A.  Streit  with  Crissman 
Drug  Store,  Ipswich;  Paul  D.  Anderson, 
Assistant  Manager,  Walgreen  Drug,  Minn- 
eapolis, Minnesota;  Albert  F.  Bot  at  Marshall, 


Minnesota;  Dorothy  U.  Crouse  with  Knutson 
Drug  Store,  Clark;  Gene  R.  DenBeste  with 
DenBeste  Drug,  Corsica;  Calvin  R.  Estwick 
with  Cornell  Drug,  Webster  and  Pearson 
Drug  Co.,  Sisseton;  Pricilla  Heilman  Zenk 
with  Daniels  Pharmacy,  Aberdeen;  June  E. 
Lang-Chancellor-Schwartz  Pharmacy,  Huron; 
John  F.  Nelson  with  Hagger  Drug  Store, 
Watertown;  Dellard  J.  Peltier  with  Sward 
Kemp  Drug  Co.,  Marshall,  Minnesota;  Leland 
D.  Pratt  with  International  Pharmacy,  Yuma, 
Arizona;  Perry  E.  Rogers  with  Kreiser  Drug 
Store,  Watertown;  Milton  R.  Ross  with 
Pinard  Drug,  Sioux  Falls  and  Willard  D. 
Scott  with  Scotty’s  Drug,  Stevensville,  Mon- 
tana. 


LETTER  OF  APPRECIATION 

John  Halbkat,  son  of  the  late  Frank  W. 
Halbkat  whose  death  was  reported  in  the  last 
issue  of  this  journal,  wrote  the  Secretary  a 
letter  of  appreciation  which  we  feel  should  be 
passed  on  to  j^re  members  of  the  South 
Dakota  Pharnfaceutical  Association.  The 
letter  follows:  “Among  the  many  beautiful 
floral  pieces  sent  as  tribute  to  the  memory  of 
Dad  on  the  occaion  of  his  sudden  passing  was 
a lovely  bouquet  of  red  roses  with  a card 
from  the  Board  of  Pharmacy  and  the  Phar- 
maceutical Association.  May  I ask  you  to 
accept  in  your  capacity  as  secretary  of  the 
two  organizations  the  boundless  gratitude  of 
Mother  and  her  two  son’s  and  their  families 
for  the  kind  and  thoughtful  expression  of 
sympathy  conveyed  in  a way  that  helped 
more  than  a thousand  words  to  bring  comfort 
to  us  at  a very  sad  time.  It  was  all  the  more 
appreciated  coming  from  two  organizations 
embracing  all  the  ideals  and  principles  for 
which  Dad  lived  and  breathed.  He  was  al- 
ways first,  last  and  always  a druggist  to  his 
dying  day,  and  a tribute  from  the  profession 
to  which  he  devoted  his  life  seemed  to  be  the 
highest  symbol  of  the  honor  and  esteem  in 
which  he  was  held  and  which  he  tried  so  hard 
to  merit  by  a lifetime  of  honest  service.” 
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Diagnosis  and  Management  of  Glaucoma* 

Hugo  L.  Bair,  M.D. 

Section  on  Ophthalmology,  Mayo  Clinic,  Rochester,  Minnesota 


The  diagnosis  of  glaucoma  is  not  one  that 
can  be  made  or  excluded  simply  on  a statis- 
tical basis;  it  requires  the  presence  of  positive 
findings.  Objective  signs  on  the  basis  of  which 
the  diagnosis  can  be  made  are  definitely  in- 
creased pressure,  characteristic  field  defects, 
and  glaucomatous  cupping  of  the  disk.  No 
comment  is  necessary  on  the  well-advanced 
case.  Borderline  or  suggestive  findings,  how- 
ever, require  further  observation  and,  in  the 
case  of  the  intra-ocular  pressure,  special  tests. 

With  regard  to  the  intra-ocular  pressure, 
a few  comments  are  in  order  with  regard  to 
tonometry.  The  tonometer  may  be  con- 
sidered, to  a certain  extent,  an  instrument  of 
precision.  This  does  not  mean,  however,  that 
the  reading  of  the  tonometer  will  give  the 
absolute  intra-ocular  pressure  of  a given  eye. 
Not  all  eyes  have  the  same  physical  charac- 
teristics, such  as  corneal  curvature,  degree  of 
rigidity  and  compressibility  of  the  vascular 
bed.  The  standardization  of  the  tonometer 
is  with  respect  to  these  characteristics  in  the 
“average”  eye,  so  that  if  a particular  eye 
varies  from  the  standard  or  average  eye  in 
these  characteristics,  the  tonometric  reading 
for  this  eye  may  be  erroneous.  It  is  true  that 
the  error  is  usually  negligible,  but  occasion- 
ally it  may  be  enough  either  to  arouse  sus- 
picion of  glaucoma  when  none  is  actually 
present  or  to  give  a false  normal  reading. 

No  tonometer  will  indicate  the  true  dividing 
line  between  normal  and  increased  pressure 
for  all  eyes  or  for  a given  eye.  There  is,  how- 
ever, a borderline  range  within  which  the 
readings  may  be  interpreted  as  high  normal 
or  as  low  abnormal.  For  the  Schiotz  tono- 
meter which  I employ,  I have  somewhat  ar- 
bitrarily assumed  this  range  to  be  between 
readings  of  25  and  35  mm.  of  mercury. 

When  the  pressure  is  found  to  be  in  the 
borderline  range,  I consider  the  case  merely 
one  of  suspected  glaucoma  unless  charac- 
teristic field  defects  and  glaucomatous  cup- 
ping of  the  disk  are  present.  In  the  suspected 
case  further  observations  and  possibly  pro- 
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vocative  tests  are  indicated. 

As  a provocative  pressure  test  I prefer 
mydriasis,  starting  with  the  instillation  of 
eucatropine  hydrochloride.  If,  after  two  hours 
of  good  dilatation  with  this  drug,  no  signifi- 
cant increase  in  pressure  is  found,  I instill  1 
per  cent  solution  of  homatropine  and  observe 
the  pressure  over  a period  of  four  to  six  hours. 
If  still  no  increase  is  found,  I consider  the 
case  as  a presumptive  normal  with  the  reser- 
vation that  the  suspicion  of  glaucoma  should 
be  kept  in  mind  at  future  examinations  of  the 
patient.  Other  provocative  tests  can  be  em- 
ployed, such  as  the  dark  room  test,  the  coffee- 
drinking test,  water  drinking  and  so  forth. 
But  in  my  experience  they  are  not  so  reliable 
as  the  mydriatic  test,  especially  when  the  re- 
sult is  negative.  Recently,  the  Bloomfield- 
Lambert  test  has  been  developed,  but  the 
result  of  this  too  is  not  always  significant 
when  negative.  Positive  results  by  any  of 
these  tests  must  be  considered  significant  and 
indicate  further  observation  or  specific  treat- 
ment. 

Nocturnal  pressure  readings  have  been  ad- 
vocated as  indicative  of  the  presence  or 
absence  of  glaucoma.  I have  not  had  much 
experience  with  this  method,  chiefly  because 
of  the  inconvenience  to  the  patient  and  a 
personal  conviction  that  it  is  applicable  only 
to  certain  patients.  Not  all  persons  can  go  to 
sleep  well  or  easily  in  anticipation  of  being 
awakened  several  times  during  the  night  to 
have  tonometry  done.  Because  of  this  I 
should  hesitate  to  label  an  eye  glaucomatous 
on  this  basis  alone,  since  a certain  amount  of 
nervous  tension  and  anxiety  is  likely  to  be 
aroused  by  the  test  and  might  affect  the 
readings  adversely.  I should  prefer  to  classify 
those  cases  in  which  the  result  of  this  test  is 
positive  as  suspected  glaucoma  unless  other 
positive  signs  were  present.  In  the  presence 
of  normal  fields  and  disks,  nocturnal  pressure 
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readings  are  more  valuable  or  significant 
when  they  are  negative  than  when  positive. 

The  diagnosis  of  “preglaucomatous  state” 
has  been  advocated  to  cover  these  cases,  but 
unless  one  means  by  this  term  merely  a sus- 
pected glaucoma,  it  has  little  meaning.  Such 
a diagnosis  based  on  positive  nocturnal  read- 
ings should  indicate  that  definite  glaucoma  is 
not  yet  present  but  is  imminent  or  likely  to 
develop.  It  should  also  indicate  that  any 
existing  subjective  symptoms  are  probably 
not  due  to  glaucoma.  I am  not  convinced  that 
the  same  factors  are  always  responsible  for 
an  abnormal  nocturnal  pressure  increase  as 
for  clinical  glaucoma.  However,  I do  not 
think  the  same  is  true  with  regard  to  the 
mydriasis  test.  Normal  eyes  show  no  definite 
increase  of  pressure  with  it  and  the  only 
cause  we  know  to  explain  an  abnormal  in- 
crease with  mydriasis  is  the  same  as  is  known 
to  be  a definite  factor  in  the  causation  of 
clinical  glaucoma;  namely,  inadequate 
anatomic  facilities  for  the  absorption  of 
aqueous  at  the  angle  of  the  anterior  chamber. 

In  the  cases  that  I have  regarded  as  clinical 
glaucoma  as  a result  of  the  mydriasis  test,  the 
mydriasis  has  produced  marked  increases  in 
the  ocular  pressure,  frequently  a mild  con- 
gestive glaucoma.  The  negative  cases  usually 
have  shown  a slight  decrease  or  no  definite 
change  of  pressure. 

One  cannot  deny  the  value  of  an  abnormal 
nocturnal  pressure  increase  as  confirmatory 
evidence  in  a case  in  which  there  are  disk  and 
field  changes  suggestive  of  glaucoma.  I be- 
lieve it  to  be  a valuable  test  in  this  circum- 
stance, but  as  prima-facie  evidence  for  the 
positive  diagnosis  of  glaucoma,  I consider  it 
to  be  inadequate. 

The  expression  “predisposition  to  glau- 
coma” implies  the  knowledge  of  some  factor 
that  makes  the  eye  in  question  subject  to 
glaucoma.  The  only  valid  use  of  the  term 
would  be  to  indicate  an  established  heredi- 
tary precedent  for  glaucoma.  The  existence 
of  a shallow  chamber  or  a narrow  angle  as 
disclosed  by  gonioscopy  is  not  alone  enough 
for  one  to  state  that  there  is  a predisposition 
to  glaucoma,  in  other  words  to  enable  one  to 
predict  the  development  of  the  disease. 

In  the  differential  diagnosis  of  glaucoma, 
the  problem  of  disk  and  field  changes  be- 
comes important  only  in  the  absence  of  a 


finding  of  definitely  increased  pressure  or  in 
instances  in  which  increases  of  pressure  are 
found  only  at  night  or  as  the  result  of  pro- 
vocative tests.  As  I stated  before,  I do  not 
make  a positive  diagnosis  of  glaucoma  on  the 
basis  of  nocturnal  increases  of  pressure  with- 
out visual  field  or  disk  changes.  This  does 
not  mean  that  the  patient  may  not  have  glau- 
coma, but  merely  that  the  evidence  is  in- 
sufficient for  a definite  diagnosis  and  that  the 
case  should  not  be  regarded  as  more  than  one 
of  suspected  glaucoma. 

According  to  my  experience,  visual  field 
changes  that  are  characteristic  of  chronic  I 
glaucoma  are  never  present  without  glauco- 
matous changes  in  the  disk  and  vice  versa. 
Usually  the  situation  of  the  field  defect  can 
be  predicted  from  the  situation  of  the  changes 
in  the  disk.  The  judgment  as  to  whether  or 
not  a suspicious  appearance  of  a disk  is 
glaucomatous  depends  largely  on  the  exper- 
ience of  the  ophthalmologist.  At  just  what 
point  a physiologic  cup  has  changed  to  a ! 
glaucomatous  cup  cannot  always  be  deter- 
mined without  well-remembered  previous  ob- 
servations or  photographs  for  comparison. 
Comparison  of  a disk  with  the  disk  in  the 
fellow  eye  sometimes  is  helpful  but  is  not 
an  absolutely  reliable  criterion. 

The  appearance  of  early  glaucomatous 
changes  in  the  disk  may  vary  somewhat 
with  the  original  type  of  the  disk.  Early 
changes  are  more  readily  identified  in  disks 
that  have  a moderate  degree  of  physiologic 
cupping.  These  disks  may  originally  show 
even  a fairly  deep  normal  cup  in  which  the 
markings  of  the  lamina  cribrosa  are  evident, 
but  they  almost  invariably  have  a definite 
rim  of  normal  tissue  through  which  or  over 
which  the  vessels  run.  The  appearance  of 
this  rim  of  tissue  is  more  important  than  the 
depth  or  width  of  the  cup.  The  rim  normally 
has  a recognizable  pink  healthy  color  and  a 
certain  consistency.  In  glaucoma  this  tissue 
rim  usually  shows  the  first  definite  changes 
even  though  they  are  limited  to  a narrow  sec- 
tor. These  are  lessening  or  thinning  of  the 
consistency,  narrowing  of  the  width  or  shrink- 
age toward  the  scleral  edge  and  loss  of  color; 
in  other  words,  the  appearance  of  atrophy.  If 
any  of  the  main  vessels  are  in  the  affected 
portion,  an  increased  angulation  develops  and 
they  tend  to  be  displaced  toward  the  edge  of 
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the  disk.  There  may,  however,  be  no  such 
vessels  in  the  affected  sector  and  then  only 
the  appearance  of  the  disk  tissue  can  be  con- 
sidered. This  generally  is  more  reliable  than 
the  course  of  the  vessels.  Presumably  the 
size  of  the  cup  also  increases  but  in  the  early 
stages  and  at  the  first  examination  it  is  fre- 
quently impossible  to  be  certain  of  this. 

Experience  and  close  study  of  both  normal 
and  glaucomatous  disks  are  very  necessary 
and  are  most  helpful  in  evaluating  the  ap- 
pearances of  the  disk.  But  occasionally  truly 
borderline  cases  will  be  encountered  in  which 
the  disk  cannot  definitely  be  said  to  be  either 
normal  or  glaucomatous.  In  such  cases,  pro- 
vocative tests,  repeated  ocular  pressure  read- 
ings and  careful  visual  field  studies  are 
usually  the  deciding  factors  in  the  diagnosis. 

I consider  field  study  merely  an  adjunct  in 
making  a diagnosis  of  glaucoma.  However 
definite  or  characteristic  a field  defect  may 
be,  it  cannot  be  used  to  make  a positive 
diagnosis  of  glaucoma  without  a glauco- 
matous type  of  change  in  the  disk  and  the 
finding  of  abnormal  or  at  least  consistently 
borderline  ocular  pressure.  A field  defect 
and  a merely  suspicious  disk  should  never 
definitely  label  a case  as  glaucoma. 

What  changes  in  the  fields  can  be  regarded 
as  “suspicious”  and  what  are  the  differential 
points?  Probably  the  change  that  is  least 
characteristic  and  the  least  valuable  is  the 
so-called  Seidel  scotoma  or  comma-shaped 
enlargement  of  the  blind  spot.  It  is  usually 
mentioned  as  one  of  the  earliest  changes  as 
a result  of  increased  ocular  pressure.  This  is 
undoubtedly  true  but  as  a definite  sign  of 
early  glaucoma  it  is  unreliable,  since  it  may 
occur  as  a phase  of  almost  any  enlargement 
of  the  blind  spot  or  depression  of  the  field  in 
the  region  of  the  blind  spot.  The  causes  of 
enlargement  of  the  blind  spot  or  of  depression 
of  the  field  in  this  region  are  numerous. 

Enlargement  of  the  so-called  angioscotomas 
likewise  is  not  particularly  characteristic  of 
glaucoma  although  it  too  occurs  as  an  early 
change  in  the  course  of  glaucoma.  From  var- 
ious investigators’  reports  of  the  variety  of 
systemic  conditions  that  can  cause  enlarge- 
ment of  the  angioscotomas,  it  is  evident  that 
their  diagnostic  value  is  rather  low. 

Regular  arcuate  scotomas  or  nerve  fiber 
bundle  defects  are  probably  the  most  charac- 


teristic as  well  as  the  commonest  of  field 
changes  in  glaucoma.  Yet  it  must  not  be  for- 
gotten that  they  can  be  the  result  of  affec- 
tions of  the  optic  nerve  and  affections  about 
the  disk  other  than  glaucoma.  They  may  be 
the  result  of  tumors  affecting  the  chiasm, 
aneurysms  of  the  internal  carotid  or  ophthal- 
mic arteries,  optic  neuritis  or  retrobulbar 
neuritis,  sclerosis  of  arteries  in  the  circle  of 
Willis,  closure  of  branches  of  the  central  re- 
tinal artery  near  or  in  the  disk  or  chorioretin- 
itis juxtapapillaris.  Some  of  these  causes 
may  also  lead  to  pronounced  atrophy  in  the 
nerve  head  of  the  so-called  cavernous  type, 
which  is  sometimes  difficult  to  distinguish 
from  glaucomatous  atrophy  of  the  disk.  There 
are,  however,  two  characteristics  of  the  ar- 
cuate scotomas  associated  with  the  foregoing 
causes  that  may  help  in  distinguishing  them 
from  similar  defects  caused  by  glaucoma. 
These  are  the  density  and  the  slope  of  the 
defects.  The  density  of  the  defects  from 
causes  other  than  glaucoma  is  usually  great 
and  the  defects  have  steep  borders;  that  is, 
the  limits  for  different  sizes  of  test  objects 
fall  very  close  together.  In  such  defects 
caused  by  early  glaucoma,  however,  the  den- 
sity usually  is  not  great  and  the  slope  is  small; 
that  is,  there  is  generally  considerable  spread 
between  the  isopters  for  different  sizes  of 
test  objects. 

Another  peculiarity  of  the  arcuate  defect  in 
glaucoma  is  that  in  the  early  stages  it  fre- 
quently shows  only  a relative  junction  with 
the  blind  spot.  That  is,  for  small  test  objects 
it  may  connect  with  the  blind  spot  but  for 
larger  test  objects  it  may  be  separate.  This  is 
not  a constant  finding  but,  when  present,  it 
argues  for  the  glaucomatous  origin  of  the  de- 
fect. 

Characteristic  field  defects  should  by  them- 
selves be  regarded  only  as  confirmatory 
evidence  or  as  a basis  for  suspicion  of  glau- 
coma. The  occurrence  of  typical  or  unusual 
defects,  however,  should  not  mislead  the 
ophthalmologist  when  disk  changes  and 
ocular  pressure  readings  are  positive.  Arcuate 
defects  most  frequently  stem  from  affection 
of  the  upper  and  lower  portions  of  the  disk. 
They  may,  however,  come  from  affection  at 
any  other  portion  and  give  anything  from  a 
defective  sector  extending  temporally  from 
the  blind  spot  to  one  extending  nasally  from 
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it  and  affecting  the  whole  papillomacular 
area  or  upper  or  lower  half  sections  of  it. 

Various  technics  of  field  study  have  been 
advocated  for  improving  the  detection  of 
early  glaucomatous  field  defects.  The  best 
known  of  these  is  related  to  the  affection  of 
dark  adaptation  in  early  glaucoma.  It  is  true 
that  studies  of  the  course  of  dark  adaptation 
may  show  a disturbance  as  a result  of  chronic 
glaucoma,  but  I do  not  believe  that  this  is 
particularly  selective  or  of  any  real  diagnostic 
value. 

Of  more  value  in  detecting  the  presence  of 
very  early  field  changes  is  tangent  screen 
study  in  reduced  illumination.  This  is  more 
sensitive  than  the  ordinary  method.  It  de- 
pends chiefly  on  the  reduction  in  brightness 
of  the  test  object  and  on  the  change  in  con- 
trast or  differential  sensitivity  associated 
with  adaptation  to  low  brightness  of  the  back- 
ground. The  background  brightness  should 
be  reduced  to  a value  of  about  0.002  millilam- 
bert  or  apparent  foot-candle,  thus  about  2 per 
cent  of  the  ordinary  brightness  of  the  black 
felt  tangent  screen.  I do  not  believe  that 
there  is  any  selective  affection  of  the  course 
of  dark  adaptation  in  glaucoma. 

The  miosis  produced  by  pilocarpine  and 
physostigmine  operates  in  the  same  way  to 
bring  out  defects  but  to  a much  smaller  de- 
gree. For  example,  the  change  from  a pupil 
of  5 mm.  diameter  to  a pupil  of  1.5  mm.  in 
diameter  reduces  the  amount  of  light  entering 
the  eye  to  only  9 per  cent  of  its  previous  value, 
thus  a 91  per  cent  reduction.  This  is  an  im- 
portant consideration  when  the  first  field  is 
examined  with  the  pupil  of  average  size  and 
the  next  field  with  a markedly  contracted 
pupil  because  it  may  give  an  apparent  pro- 
gression of  the  defects  that  has  not  really 
occurred. 

On  consideration  of  the  case  of  suspected 
glaucoma,  there  are  three  possibilities  open. 
First  is  the  diagnosis  of  “not  glaucoma.” 
Second  is  the  diagnosis  “definite  glaucoma,” 
whether  early  or  advanced.  This  requires  the 
ophthalmologist  to  decide  on  a course  of 
specific  treatment  for  this  disease.  Third  is 
the  diagnosis  of  “borderline  case”;  that  is, 
there  is  inconclusive  evidence  for  or  against 
glaucoma.  I shall  first  consider  the  last  pos- 
sibility. 

What  is  the  ophthalmologist’s  responsibility 


is  a borderline  case?  Should  he  assume  that 
the  patient  is  incapable  of  properly  under- 
standing the  diagnostic  situation  regarding 
his  eye  condition  and  tell  him  nothing,  maybe 
prescribe  some  pilocarpine  and  advise  re- 
examination? Or  should  he  explain  to  the 
patient  the  situation  as  he  finds  it  and  why 
he  is  advising  the  patient  as  he  does?  I firmly 
believe  that  the  latter  is  the  better  procedure. 
It  frequently  means  the  difference  between 
having  an  intelligently  co-operative  patient 
and  a patient  who  eventually  may  become 
somewhat  suspicious  of  the  physician  and  try 
someone  else.  I think  that  the  extra  time 
taken  by  the  ophthalmologist  in  explaining 
the  situation  is  due  the  patient  and  pays 
dividends  in  the  long  run.  It  is  very  important 
to  keep  these  borderline  cases  under  the  ob- 
servation of  the  same  ophthalmologist  for  a 
long  enough  time  so  that  the  latter  can  either 
prove  or  disprove  the  diagnosis  of  glaucoma. 
That  may  mean  only  a few  months  or  it  may 
mean  several  years  of  observation. 

I believe  that  it  is  a wise  thing  not  to  pre- 
scribe miotics  when  the  diagnosis  is  in  doubt. 
Even  though  the  diagnosis  turns  out  to  be 
glaucoma,  the  small  amount  of  visual  damage 
that  may  occur  during  a period  of  careful 
observation  without  treatment  is  negligible. 

Also,  the  unjustified  prescription  of  miotics 
in  an  unproved  case  may  give  the  patient  a 
false  sense  of  security  so  that  he  fails  to  re- 
port periodically  for  observation.  If  he  has 
glaucoma,  there  may  then  occur  serious 
damage  in  spite  of  this  medical  treatment  be- 
fore the  ophthalmologist  has  an  opportunity 
to  do  something  about  it.  If  the  patient  does 
not  have  glaucoma  and  is  a conscientious  per- 
son, the  mere  fact  that  the  ophthalmologist 
saw  fit  to  prescribe  medicine  may  make  the 
patient  uneasy  about  his  condition  even  after 
the  ophthalmologist  eventually  assures  him 
he  does  not  have  glaucoma.  Usually  the 
patient  is  given  warning  or  implication  that 
such  medicine  is  necessary  to  prevent  failure 
of  vision. 

There  is  also  another  though  less  important 
aspect  of  the  prescription  of  miotics  in  the 
case  that  is  actually  not  glaucoma.  It  may 
give  the  ophthalmologist  the  impression  that 
he  is  actually  controlling  the  progress  of  the 
disease  with  miotics  and  may  cause  him  to 
have  more  faith  in  their  use  than  is 
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warranted. 

Regarding  the  case  of  unquestionable  or 
definite  chronic  simple  glaucoma,  there  are 
several  schools  of  thought  as  to  its  proper 
management.  Generally,  ophthalmologists 
may  be  put  in  either  of  two  groups  in  this  re- 
spect. One  is  the  group  that  believes  in  a 
trial  of  medical  treatment  and  resorts  to  sur- 
gical treatment  only  when  medical  treatment 
fails.  The  other  group  believes  in  surgical 
treatment  as  the  first  choice  in  any  case, 
especially  in  the  early  stages,  and  resorts  to 
medical  treatment  only  as  an  adjunct  to  sur- 
gical treatment  or  when  the  latter  is  im- 
possible or  contraindicated.  The  first  group 
may  consider  the  second  group  as  unneces- 
sarily radical,  as  being  addicted  to  surgery  or 
as  having  too  much  faith  in  surgery  without 
proper  respect  for  the  risks.  The  second  group 
may  consider  the  first,  however,  as  being 
overcautious  or  timid,  as  not  having  enough 
faith  in  their  surgery,  as  being  conservative 
or  as  disregarding  the  fact  that  in  most  cases 
glaucoma  progresses  in  spite  of  medical 
treatment. 

Both  groups  are  sincere  in  their  belief  that 
they  are  each  doing  what  is  best  for  the 
patient.  Various  eminent  ophthalmologists  in 
both  groups  have  stated  their  reasons  for  ad- 
hering to  their  chosen  beliefs  and  it  is  un- 
necessary to  review  the  arguments  justifying 
the  beliefs  of  each  group.  I believe,  however, 
that  it  is  possible  and  moreover  desirable  in 
most  cases  to  “straddle  the  fence”  somewhat. 

I mean  by  this  to  try  to  suit  the  choice  of 
management  to  the  individual  case.  This  in- 
volves consideration  of  the  personal  aspects 
of  each  case.  One  must  make  an  appraisal  of 
the  patient  with  regard  to  sociologic  state, 
social  habits,  personal  habits,  economic  situa- 
tion, occupation,  marital  situation,  educa- 
tional and  intellectual  state  and,  of  great  im- 
portance, his  attitude  toward  his  disease  and 
toward  the  ophthalmologist. 

The  sociologic  factors  are  of  more  or  less 
indirect  influence  on  the  management  of 
glaucoma.  Generally,  but  not  always,  the 
better  the  situation  in  life,  the  better  are  the 
education  and  intellectual  capacity,  and  the 
more  sensibly  will  the  patient  react  toward 
his  disease.  If  he  fits  this  class  and  is 
emotionally  stable  or  of  phlegmatic  tem- 
perament, I prefer  to  give  him  a trial  of  med- 


ical treatment  for  his  glaucoma  if  it  has  not 
already  been  done.  On  the  other  hand,  some- 
times the  person  in  this  class,  although  of 
great  ability  and  with  freedom  from  economic 
and  sociologic  stress,  may  be  a very  active 
person,  or  emotionally  unstable  and  unable  to 
co-operate  in  the  best  way  in  medical 
management.  Such  a person  is  from  the 
start  a candidate  for  surgical  treatment  of 
glaucoma.  Sometimes  the  patient’s  occupation 
may  make  it  impossible  for  him  to  carry  on 
with  satisfactory  medical  treatment.  Or,  if 
he  lives  or  travels  where  he  cannot  obtain,  or 
return  for,  satisfactory  observation,  surgical 
treatment  is  indicated. 

Besides  the  foregoing  considerations,  the 
attitude  of  the  patient  toward  his  affection 
and  toward  the  physician  is  important.  This 
cannot  be  determined  at  a single  observation, 
but  requires  several  visits  unless  the  phy- 
sician is  acquired  in  other  ways  with  the 
patient.  If  the  patient  is  a carefree  or  care- 
less person  who  is  likely  to  consider  his 
disease  as  of  no  particular  seriousness  or  who 
is  not  interested  enough  in  it  to  be  faithful  in 
his  treatment  and  to  return  for  regular  ob- 
servation, then  surgical  treatment  is  the  only 
answer.  The  same  holds  true  for  the  patient 
who  takes  his  physician’s  advice  lightly. 

Many  patients  will  exhibit  a fear  of  the 
disease  or  rather  a fear  of  blindness.  This  is 
a difficult  reaction  to  combat  and  may  in- 
dicate an  emotional  instability.  In  women 
especially,  mild  sedation  is  frequently  neces- 
sary. I think  it  is  best  to  put  such  patients  on 
medical  treatment  for  a while,  since  the  time 
factor  and  the  eventual  reassurance  that  they 
are  not  going  to  wake  up  and  find  they  are 
blind  will  make  it  easier  to  approach  the 
possibility  of  surgical  treatment  later  if  this 
is  necessary.  We  too  often  find  it  easier  to 
spare  the  patient’s  feelings  than  to  tell  the 
truth  as  we  see  it.  But  in  the  long  run  it  be- 
comes easier  to  be  perfectly  frank  if  one  has 
started  out  that  way  with  the  patient.  The 
patient  will  have  more  confidence  in  his 
physician  if  he  feels  that  the  latter  has  not 
held  back  important  information.  On  the 
other  hand,  I doubt  the  wisdom  of  telling  the 
patient  that  he  is  in  great  danger  of  going 
blind.  An  encouraging  but  not  necessarily  a 
blindly  optimistic  outlook  is  desirable.  One 
could  dwell  at  length  on  these  aspects  of  the 
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management  of  glaucoma  but  it  all  reduces 
to  the  rule  of  studying  the  individual  patient 
until  the  ophthalmologist  understands  him 
fairly  well  and  is  in  some  position  to  predict 
his  reactions.  For  this  reason  I believe  that  in 
most  cases  it  is  advisable  to  employ  medical 
management  for  a short  time  at  least,  in  order 
to  become  better  acquainted  with  the  in- 
dividual patient. 

With  regard  to  surgical  intervention,  the 
decision  to  operate  after  the  patient  has  been 
on  medical  treatment  depends  primarily,  of 
course,  on  the  failure  of  miotics  to  prevent 
progress  of  the  disease.  If  a consistent,  pro- 
gressive loss  of  visual  field  occurs,  there  is  no 
point  generally  in  delaying  the  decision  to 
operate. 

The  problem  of  so-called  tension  tolerance 
crops  up  "frequently.  The  point  to  be  decided 
is  just  what  level  of  ocular  pressure  is  dan- 
gerous and  by  itself  indicates  surgical  inter- 
vention without  waiting  for  signs  of  visual 
damage  to  develop.  There  is  no  rule  for  this 
and  not  enough  statistical  evidence  to  provide 
a good  guide.  Many  cases  with  frequent  or 
even  consistent  pressure  readings  in  the 
borderline  range  from  25  to  35  mm.  of  mer- 
cury are  in  this  category.  A few  of  these  I 
feel  are  truly  normal  readings  for  the  par- 
ticular eye.  Some,  however,  are  undoubtedly 
abnormal  readings  in  eyes  that  are  more  re- 
sistant for  some  unknown  reason  to  the 
effects  of  increased  pressure.  I am  usually 
guided  in  any  choice  of  medical  or  early  sur- 
gical treatment  in  such  cases  by  the  more  in- 
dividual aspects  of  the  case. 

It  may  sound  rather  contradictory  but  in 
some  few  cases  with  consistently  borderline 
pressure  readings  but  no  definite  confirma- 
tory evidence  for  glaucoma  in  the  disks  or 
fields,  I should  prefer  to  operate  in  order  to 
lower  the  pressure  despite  the  lack  of  a posi- 
tive diagnosis.  I think  one  may  salve  his 
conscience  if  he  wishes  by  calling  such  cases 
“presumptive  glaucoma,”  although  the  real 
reason  for  operating  is  the  inability  of  the 
patient  to  accept  the  uncertainty  either  of 
prolonged  observation  or  of  medical  manage- 
ment. This  situation  is  somewhat  similar  to 
that  in  cancer  surgery  in  which  a merely 
suspicious  lump  is  removed  to  relieve  the 
patient’s  anxiety  even  though  the  surgeon  is 
not  convinced  of  the  indications  for  its  re- 


moval. 

I have  tried  to  adhere  to  what  might  be 
termed  office  practice  in  the  diagnosis  and 
management  of  chronic  simple  glaucoma.  In 
office  practice  the  physician  must  be  his  own 
social-service  worker  and  make  his  own  eval- 
uation of  the  various  extraneous  factors  that 
are  significant  in  the  individual  case  of 
glaucoma. 

DR.  EYRES  TO  CHECK 
"U."  PERSONEL  HEALTH 

Personal  health  of  each  student  at  the 
University  of  South  Dakota  will  be  the  chief 
concern  of  Dr.  Thomas  E.  Eyres,  M.D.,  who 
has  joined  the  staff  to  direct  the  new  Univer- 
sity student  health  center,  according  to  Presi- 
dent I.  D.  Weeks.  Dr.  Eyres  also  will  teach 
courses  in  public  health  in  the  School  of 
Medicine  as  professor  of  public  health. 

Employment  of  a full-time  physician  at  the 
University  has  been  deemed  necessary  be- 
cause of  the  dual  function  of  teaching  in  the 
School  of  Medicine  and  running  of  the  health 
center  that  such  a staff  member  can  perform, 
President  Weeks  said.  Dr.  Eyers  has  had  ten 
years  experience  as  a private  practitioner 
and  came  to  the  University  from  the  Univer- 
sity of  Minnesota  where  he  has  been  taking 
graduate  work  in  public  health  for  the  past 
year.  He  received  his  degree  in  medicine 
from  the  University  of  Iowa  in  1932  and  his 
master  of  public  health  from  Johns  Hopkins 
University  in  1937. 

The  new  health  center  is  located  in  North 
Hall,  the  remodeled  frame  building  recently 
added  to  the  physical  plant  of  the  University 
from  the  former  army  air  base  at  Sioux  Falls. 
Each  student  must  take  a complete  physical 
examination  at  the  time  of  entrance  to  the 
University,  President  Weeks  said.  In  ad- 
dition, each  student  may  call  at  the  health 
center  for  treatment  as  often  as  is  necessary 
during  any  one  semester.  Each  student  is 
entitled  to  two  personal  calls  by  the  Univer- 
sity physician  to  his  rooming  place  during 
any  one  semester.  Night  calls  will  be  made  in 
cases  of  emergency.  Major  surgery  is  not  in- 
cluded in  the  health  fee  the  student  pays, 
President  Weeks  said.  Cooperation  with 
Dakota  hospital  and  with  physicians  and  sur- 
geons in  Vermillion  will  continue,  he  said, 
since  the  health  center  will  not  supplant  any 
hospital  or  surgical  services. 
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Over  80  persons  attended  the  Northern 
Great  Plains  Health  conference  held  at  the 
Box  Elder  cabin  camps  in  Nemo,  South 
Dakota  July  5th  through  the  10th. 

Harry  Gould,  Director  of  the  Nebraska  Ex- 
tension Service,  was  the  first  speaker  on  the 
Tuesday  morning  session.  Director  Gould 
stated  that  the  objective  of  the  Northern 
Great  Plains  Conference  was  to  discuss  and  to 
better  conditions  throughout  the  Northern 
Great  Plains  states.  He  explained  that  the 
Great  Plains  Council  was  organized  during 
the  dust  bowl  to  help  better  the  conditions 
and  to  educate  the  people  for  better  living. 
He  went  on  to  explain  that  the  Southern 
Plains  Council  of  the  Great  Plains  was  organ- 
ized in  the  early  30’s  to  better  rural  and  farm- 
ing conditions  in  the  Great  Plains  area.  In 
1946,  members  of  the  Northern  and  Southern 
Councils  joined  together  and  organized  the 
Great  Plains  Council  which  deals  with  the 
problems  of  the  great  plains  states.  These 
problems  are:  Soil  erosion,  Range  deterora- 
tion,  Water  conservation,  Flood  control,  Popu- 
lation difficulties  and  Health  conditions. 
Health  is  the  foundation  of  success  according 
to  Director  Gould. 

Elmer  Starch,  Executive  secretary  of  the 
Great  Plains  Council,  spoke  on  the  problems 
of  Health  in  the  Great  Plains  area.  In  1934, 
Mr.  Starch  stated,  conditions  were  extremely 
poor  and  the  Council  decided  to  better  the 
conditions  the  best  they  could  by  establishing 
or  helping  to  establish  agencies  which  would 
benefit  the  farmer.  In  1936,  it  was  estimated 
that  20,000  structures  should  be  built  to  help 
overcome  the  water  problem  in  the  Great 
Plains  state  and  so  construction  began  on 
these  projects.  Today  there  are  over  250,000 
such  structures,  greatly  overexceeding  the 
demand  of  the  1936  era  and  helping  overcome 
the  water  problem  in  the  great  plains  states. 

In  the  plains  area,  according  to  Mr.  Starch, 
the  people  live  far  apart  thus  keeping  the 
towns  small.  He  stated  that  there  were  only 
around  200  towns  of  a population  larger 


than  2.500  in  the  great  plains  area,  thus  mak- 
ing rural  health  incidental  to  cities  of  10,000 
or  more.  North  Dakota  was  the  most  out- 
standing of  small  town  states  with  South 
Dakota  second  in  the  number  of  small 
villages.  Mr.  Starch  went  on  to  say  that  the 
larger  towns  must  be  adapted  for  rural  health 
problems  by  establishing  better  equipment 
and  hospitals  in  their  health  services.  Good 
planning  of  hospitals  in  all  localities  are 
essential  to  the  health  of  the  rural  people  as 
well  as  the  urban  population.  Mr.  Starch  be- 
lieved that  the  people  should  try  to  encourage 
physicians  to  stay  in  their  area  by  being  co- 
operative and  by  making  the  community  a 
pleasant  place  to  live.  He  also  stated  that 
there  should  be  some  tpye  of  prepayment  of 
medical  care  plans  in  lean  years  as  well  as 
good  years  so  that  when  times  are  shabby 
the  people  of  the  great  plains  area  shall  and 
will  have  medical  care.  He  also  stated  that 
he  believes  that  the  doctors  should  have  an 
annual  leave  in  order  to  catch  up  on  the  new 
advancements  being  offered  in  the  field  of 
medical  science  and  that  every  doctor  should 
have  some  sort  of  rural  experience  every  year 
whether  it  be  of  the  week-end  variety  or 
monthly. 

In  concluding  his  talk,  Mr.  Starch  stated, 
that  it  was  feasible  for  the  medical  pro- 
fessions and  their  associations  to  study  the 
geographic  arrangements  of  towns,  financial 
arrangement  and  the  facilities  for  sparcely 
settled  areas. 

NATIONAL  HEALTH  ASSEMBLY 

Elin  Anderson,  Extension  Service  Health 
Specialist  of  Washington  D.  C.,  reviewed  the 
highlights  of  the  National  Health  assembly 
which  was  held  at  the  Nations  capital. 

Miss  Anderson  stated  that  the  National 
Health  Assembly  Conference  marked  a mile- 
stone in  the  progress  of  health  which  was 
born  out  of  frustration  and  defeat  during  the 
lean  years  of  the  dust  bowl.  She  went  on  to 
say  that  the  aim  of  the  health  conference  at 
Washington  was  to  lesson  the  area  of  con- 
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troversy  on  medical  payment  throughout  the 
country.  She  stated  that  mental  health  was 
a great  problem  and  one  which  should  have 
the  fullest  understanding  in  order  to  get 
better  cooperation  out  of  the  people  of  this 
country.  She  said  that  health  knowledge  of 
conditions  of  the  rural  areas  must  be  ex- 
panded and  that  the  materials  and  knowledge 
of  parental  help  must  be  obtained  and  that 
this  goal  can  only  be  obtained  by  educating 
the  people  by  books,  pamphlets  etc.  so  that 
they  will  know  the  situation  of  the  country. 
Miss  Anderson  related  that  there  are  two 
things  which  she  most  strongly  believed  in, 
these  being  the  importance  of  the  general 
practictioner  and  of  maintaining  him  in  the 
community.  She  concluded  her  short  talk 
by  stating  that  the  people  and  the  medical 
professions  must  work  closer  together  in  order 
to  bring  creative  medical  practice  to  every 
rural  community. 

FAMILY  AND  COMMUNITY  HEALTH 
NEEDS 

Sewall  Milliken,  Health  Specialist  of  the 
Extension  Service  of  Ohio  stressed  the  fact 
that  people  should  do  things  for  themselves. 
He  stated  that  rural  people  do  not  enjoy  the 
health  services  that  the  urban  people  do  be- 
cause they  do  not  have  the  facilities  as  the 
urban  population  does. 

In  a general  discussion  with  the  audience 
Mr.  Milliken  brought  out  the  problems  that 
face  the  people  of  today.  These  problems 
were  divided  into  5 catagories  namely,  Per- 
sonnel, Finances,  Community  organization, 
Areas  of  Public  Health,  and  Facilities.  Break- 
ing the  audience  into  four  discussion  groups 
the  conference  brought  out  many  recom- 
mendations that  could  and  will  be  made.  Out 
of  the  personal  discussion  the  groups  agreed 
that  there  was  a shortage  of  Doctors,  Nurses 
and  Dentists,  but  it  was  also  pointed  out, 
especially  in  the  Doctors  case,  that  there  was 
not  so  much  a shortage  as  a distribution  of 
doctors.  However,  it  was  stressed  that  there 
was  too  much  specialization  in  the  field  of 
medicine  today  and  if  more  doctors  would 
go  into  the  general  practice  of  medicine  the 
situation  in  the  rural  areas  would  be  greatly 
relieved.  It  was  generally  agreed  by  all 
groups  that  the  nursing  shortage  was  due  to 
a misunderstanding  by  the  public  toward  the 
nursing  profession  and  that  if  the  people  were 


better  educated  as  to  what  the  field  of  nurs- 
ing can  do  and  is  doing,  a larger  percent  of 
the  girls  would  be  nurses  today.  It  was  also 
agreed  that  in  the  majority  of  cases  the  pay 
of  the  graduate  nurse  was  too  low,  thus  draw- 
ing away  the  high  school  graduates  from  the 
nursing  profession  to  one  where  there  v/as 
much  better  pay  and  much  shorter  hours. 
The  committee  believed  that  consideration 
should  be  given  to  the  fact  that  funds  for 
nursing  training  should  be  set  up  by  some 
way  or  another.  It  was  believed  that  either 
state  or  federal  funds  could  be  used  for  this 
purpose. 

HOSPITAL  PLANNING 

It  was  agreed  by  the  committee  that  hos- 
pitals are  needed  in  increasing  numbers  in 
order  to  make  available  new  methods  of 
diagnosis  and  treatment,  such  as  use  of  the 
iron  lung,  blood  and  plasma  transfusions, 
oxygen  tents,  intravenous  feeding,  x-ray 
machines,  use  of  vaccines,  and  so  forth  which 
cannot  be  successfully  used  in  home  treat- 
ment. With  the  greater  use  of  the  hospitals 
in  each  community  the  doctor  would  be  able 
to  serve  a greater  number  of  patients  more 
efficiently. 

Under  the  Hill-Burton  Bill,  each  state  wish- 
ing to  participate  in  the  provisions  of  the  bill, 
must  develop  a state-wide  hospital  plan, 
which  indicates  areas  in  which  federal  funds 
could  be  made  available  for  hospital  construc- 
tion. 

This  plan  has  taken  all  factors  of  popula- 
tion, available  hospital  beds,  morbidity  rates, 
income  distance,  etc.,  into  consideration  and  it 
was  the  best  judgement  of  the  committee 
that  this  plan,  if  implemented  will  be  to  the 
best  interest  and  advantage  of  all  the  people. 

The  following  resolutions  were  adopted 
by  the  committee  on  hospital  planning: 

1.  Each  community  study  their  state  hos- 
pital plan  to  learn  how  their  community 
needs  fit  into  the  state  plan. 

2.  No  community  should  undertake  hos- 
pital construction,  which  does  not  conform 
to  the  overall  state  plan. 

3.  Any  community  which  feels  that  the 
state  plan  doesn’t  fit  or  meet  its  needs  should 
enter  into  discussion  with  the  state  advisory 
hospital  council  to  see  whether  or  not  the 
differences  can  be  reconciled. 

It  was  also  agreed  by  the  committee  that 
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their  should  be  a hospital  system  in  the 
Northern  Great  Plains  area  which  would  be 
inter-related  and  co-ordinated  so  that  there 
would  be  an  integrated  medical  care  program. 
Also  the  maintenance  of  hospitols  can  be  done 
by  tax  levies,  personal  and  organizational 
donations,  federal  grants  or  aids,  memorials, 
operation  by  church,  civic  or  private  organ- 
izations. Means  should  be  imployed  to  bring 
health  to  outlying  areas  by  use  of  mobile 
units,  airplanes  etc.  It  was  also  decided  that 
hospital  boards  should  have  lay  representa- 
tion and  that  the  medical  profession  should 
act  only  in  an  advisory  state. 

PUBLIC  HEALTH  SERVICES 
A coordinated  health  program  should  be 
developed  through  the  establishment  of 
Public  Health  Units  to  cover  the  entire  state 
with  a Health  council  to  guide  the  program. 
This  council  should  be  made  up  of  lay  and 
professional  people  according  to  the  com- 
mittee. It  was  also  stated  that  Health  educa- 
tion be  started  by  the  State  department  of 
Health. 

CHILD  HEALTH  PROGRAMS 
The  committee  on  child  health  made  the 
following  recommendations  which  were 
agreed  upon  by  the  members  present:  There 
should  be  a hot  lunch  program,  approved  im- 
munization, dental  programs,  crippled  chil- 
dren services,  parent  education,  parental 
services,  child  guidance,  hearing,  sight, 
Rheumatic  fever  control,  Speech  clinics, 
Cerebral  Palsy  programs,  Polio  treatment 
and  safety  programs  in  order  to  have  a better 
and  healthier  child  life. 

PREPAYMENT  PLANS 
Harry  Gould,  director  of  Extension  at  the 
University  of  Nebraska  was  chairman  for  this 
meeting.  First  speaker  on  the  afternoon  pro- 
gram was  Mr.  Christian  Smith  of  Saskat- 
chewan, Canada. 

Mr.  Smith  stated  that  Saskatchewan  was 
mainly  a rural  province  and  its  health  need 
were  many  but  that  the  step  in  the  right 
direction  had  been  taken.  In  1946,  the 
regional  board  of  Saskatchewan  introduced 
a compulsory  health  curative  program,  tak- 
ing overnight  the  boldest  step  in  Canadian 
medical  history  toward  granting  every  in- 
dividual his  right  to  good  health. 

Through  its  prepaid  medical  care  scheme, 
the  region  has  demonstrated  its  wisdom  of 


pooling  one’s  neighbor  while  both  are  well, 
rather  than  waiting  until  sickness  or  accident 
strikes.  The  Saskatchewan  region  provides 
prepaid  medical  care,  including  general  prac- 
titioner services,  surgery,  referral  to  special- 
ists, and  a dental  program  for  children  under 
16  years  of  age  by  full-time  regional  dentists 
according  to  Mr.  Smith. 

Following  Mr.  Smith  on  the  program  was 
Miss  Margaret  Nix  of  Manitoba,  Canada  who 
explained  the  Manitoba  program  on  health. 
Miss  Nix  stated  that  in  1945  the  health  serv- 
ice act  was  passed  which  established  local 
health  units,  diognostic  units  and  prepaid 
Medical  and  Hospital  care  plan.  This  plan  is 
also  government  sponsored  but  according  to 
Miss  Nix  has  worked  out  satisfactorily  and 
to  the  benefit  of  the  people.  However,  Miss 
Nix  stated,  if  the  countries  of  North  America 
could  better  educate  their  people  to  the  needs 
of  health  units  and  hospitals  in  areas  where 
they  are  stragically  located  the  health  of  the 
nation  would  improve  a great  deal.  Again 
comes  the  problem  of  educating  the  people 
which  was  one  of  the  main  points  of  this 
conference. 

Next  on  the  agenda  was  Dr.  Fred  Hum- 
phrey of  Fort  Collins,  Colorado,  representing 
the  American  Medical  Association.  Dr.  Hum- 
phrey pointed  out  the  views  of  the  American 
medical  association  of  the  paying  of  medical 
care.  He  stated  that  prepayment  is  the 
problem  of  the  family  and  that  if  every 
family  would  take  out  the  health  insurance 
offered  by  its  local  state  medical  associations 
or  private  companies,  the  need  for  fearing  the 
burdensome  load  of  the  doctor  bill  would  be 
lessened.  Dr.  Humphrey  also  stated  that  in 
every  dollar  paid  for  medical  insurance  85c 
is  paid  out  for  medical  care. 

Dr.  H.  Russell  Brown,  immediate  past  presi- 
dent of  the  South  Dakota  Medical  Association 
closed  out  the  afternoon  session  with  an  ex- 
planation of  the  South  Dakota  Injury-Illness 
Expense  Plan.  Many  favorable  accounts  were 
given  by  the  people  hearing  his  address  and 
an  desire  was  evidenced  to  know  more  about 
the  plan. 

As  a result  of  the  talks  given  by  the  four 
discussants  these  recommendations  were 
given  in  regard  to  non-profit  and  profit  pre- 
paid medical  care  plans. 

1.  There  is  a great  variation  in  the  health 
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services  offered  by  prepayment  plans  both  of 
the  profit  and  non  profit  types. 

2.  Non-profit  companies  may  not  offer  as 
much  service  for  the  money  as  well  managed 
health  insurance  companies  privately  owned. 

3.  It  would  be  desirable  for  medical  men  in 
other  states  to  arrange  a policy  similar  to  the 
South  Dakota  Plan. 

4.  Public  acceptance  of  health  insurance 
similar  to  the  South  Dakota  plan  would  en- 
courage rather  than  discourage  further  de- 
velopment of  public  health  services  not 
covered  by  the  plan. 

5.  Prolonged  illness  is  not  covered  com- 
pletely by  the  South  Dakota  Policy. 

6.  If  the  public  could  be  sold  on  the  health 
insurance  or  prepayment  plans  the  cost  of  the 
services  could  be  decreased. 

7.  Payment  for  illness  by  insurance  will  de- 
pend to  some  extent  upon  the  reliability  of 
the  firm  involved. 

The  health  conference  closed  Friday  eve- 
ning July  9th  with  a discussion  by  the  groups 
of  the  points  which  were  brought  out  at  the 
meeting. 

As  this  writer  attending  the  conference 
only  as  an  observer  and  not  as  a discussant  I 
believe  that  the  five  day  session  brought  out 
the  fact  that  the  public  is  not  aware  of  what 
the  medical  profession  is  trying  to  do  for 
them  and  that  if  there  could  be  some  way  to 
educate  the  people  to  the  fact  that  the  doctors 
are  here  to  help  the  health  of  the  country  in- 
stead of  just  taking  their  money,  the  health 
standards  of  the  country  would  be  of  a much 
higher  plain.  As  was  stated  by  an  extension 
worker  from  Kansas  at  the  conference  that 
when  the  dust  bowl  was  confronting  the 
Great  Plains  Area  we  brought  in  experts  to 
solve  the  problem,  as  to  the  health  problem 
of  this  area  why  not  leave  it  up  to  the  Doctors 
who  are  the  experts  in  their  profession.  He 
concluded  by  saying  that  he  thought  that  the 
health  problem  could  be  solved  this  way. 

3,035  ARMY  HOSPITAL  BEDS 
SET  ASIDE  FOR  VETERANS 

A total  of  3,035  beds  in  Army  hospitals 
throughout  the  United  States  have  been  al- 
located for  treatment  of  veterans.  Major  Gen- 
eral Raymond  W.  Bliss,  Surgeon  General  of 
the  Army,  announced  today.  The  allocations 
were  made  at  the  request  of  the  Veterans  Ad- 
ministration. 


Beds  allocated  for  veterans  may  be  used 
partly  for  treatment  of  chronic  disabilities, 
with  325  set  aside  specifically  for  tuberculosis 
cases  at  Fitzsimons  General  Hospital  in  Den- 
ver. None  of  the  beds  allocated  will  be  used 
for  patients  who  could  be  treated  in  domiciles. 

The  list  of  hospitals  where  veterans  will  be 
assigned  beds:  Army  and  Navy  General,  Hot 
Springs,  Arkansas,  175  beds  allocated;  Brooke 
General,  San  Antonio,  400;  Fitzsimons  Gen- 
eral, Denver,  700;  Letterman  General,  San 
Francisco,  175;  Madigan  General,  Tacoma, 
Washington,  350;  McCormack  General,  Pasa- 
dena, 100;  Oliver  General,  Augusta,  Georgia, 
125;  Percy  Jones  General,  Battle  Creek,  Mich- 
igan, 200;  Tilton  General,  Wrightstown,  New 
Jersey,  275;  Valley  Forge  General,  Phoenix- 
ville,  Pennsylvania,  175;  Walter  Reed  Gen- 
eral, Washington,  D.  C.,  50;  William  Beau- 
mont General,  El  Pasco,  150;  Fort  Benning 
Station,  Columbus,  Georgia,  50;  Fort  Belvoir 
Station,  Accotink,  Virginia,  35;  Fort  Bragg 
Station,  Fayetteville,  North  Carolina,  50;  and 
Spokane  Air  Force  Base  Station,  Spokane, 
Washington,  25. 


DOCTOR  CRONIN  JOINS  SCHERING'S 
MEDICAL  STAFF 

Mr.  Francis  C.  Brown,  president  of  Scher- 
ing  Corporation,  Bloomfield  and  Union,  New 
Jersey,  announces  the  appointment  of  Dr. 
David  L.  Cronin  to  the  staff  of  the  Division 
of  Clinical  Research  as  assistant  to  its  direc- 
tor, Dr.  Edward  Henderson. 

Dr.  Cronin,  prior  to  receiving  his  degree  of 
Doctor  of  Medicine  from  Georgetown  Univer- 
sity Medical  School,  obtained  a B.S.  degree 
from  The  City  College  of  New  York  and  an 
M.S.  degree  from  the  University  of  North 
Dakota. 

In  1938  Dr.  Cronin  worked  with  Dr.  Harry 
Gold  of  Cornell  Medical  Center,  New  York 
City,  on  digitalis  and  heart  disease. 

Dr.  Cronin,  a native  New  Yorker,  then  went 
to  Washington,  D.  C.  for  the  purpose  of 
training  laboratory  technicians  at  the  United 
States  Army’s  Walter  Reed  Hospital.  He  was 
still  a civilian  in  this  capacity.  Later,  as  a 
Lieutenant  of  the  Medical  Corps  of  the  Army, 
he  went  to  the  School  of  Aviation  Medicine 
at  Randolph  Field,  Texas,  where  he  studied 
antimalarial  drugs  under  the  Department  of 
Pharmacology. 
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Case  Report 

Cardiac  Failure  in  Pregnancy 

Edited  by  E.  Pekelis  M.D.,  Pathologist, 

McKennan  Hospital  Medical  Staff  Meeting,  (Feb.  11,  1948),  Sioux  Falls,  South  Dakota 


Case  no.  (7  Admissions)  56248,  71837,  76892; 
48A2.  Female,  white,  22  years  old,  housewife. 

This  patient  was  admitted  to  the  hospital 
for  the  7th  and  last  time  on  the  20th  of 
December  1947,  complaining  nausea,  vomit- 

Eing,  and  shortness  of  breath  of  two  weeks 
duration. 

The  patient’s  present  illness  had  its  initial 
onset  in  January  1942  following  scarlet  fever 
with  acute  tonsillitis  at  the  age  of  16  or  17 
years  followed  by  rheumatic  fever.  Follow- 
ing this  the  patient  complained  of  almost  con- 
tinuous pains  between  the  shoulder  blades. 
She  developed  pain  and  swelling  in  her  joints 
in  April  1943,  and  was  confined  to  bed  until 
June  1943  when  she  was  admitted  to  the 
hospital  for  the  first  time,  complaining  of 
pain  and  stiffness  in  joints  of  hands  and  toes, 
pain  between  the  shoulder  blades,  and  re- 
current attacks  of  nausea  and  vomiting. 
Physical  examination  at  this  time  revealed  in- 
jected pharynx,  coarse  rales  all  over  the  chest, 
heart  enlarged  7cms.  with  a systolic  murmur 
at  the  apex  and  transmitted  along  the  vessels; 
liver  palpable  2 cms.  below  costal  margin; 
tenderness  and  swelling  in  joints  of  hands  and 
feet.  At  this  time  sedmintation  rate  was  8, 
blood  and  urine  normal.  Patient  was  treated 
with  1 cat  unit  of  digitalis  twice  daily,  pheno- 
barbital,  and  triple  typhoid  vaccine  for  2 
days.  The  joint  symptoms  disappeared  and 
she  was  discharged  11  days  following  ad- 
mission. 

The  patient  was  fairly  well  until  October 
when  she  developed  the  same  symptoms  and 
was  readmitted  to  the  hospital.  She  was  dis- 
charged two  weeks  later  somewhat  improved. 

Patient’s  next  admission  to  the  hospital  was 
in  August  1945  when  she  had  a normal  de- 
livery. Laboratory  examinations  during  this 
hospitalization  revealed  a sedimentation  rate 
of  49,  red  blood  count  3,000,000  hgb.  54%, 
x-ray  of  chest  revealed  the  heart  to  be  en- 
larged to  the  right  with  dilatation  of  the  atria 
and  typically  mitral  configuration.  She  was 


discharged  one  month  after  this  hospital- 
ization in  good  condition.  During  the  winter 
of  1945-1946  patient  had  mild  attacks  of  bron- 
chitis and  twice  was  confined  to  bed  at  home 
for  periods  of  three  weeks. 


Old  healed  Rheumatic  Endocarditis  of  the  Mitral 
Valve  with  Acute  Valvular  Endocarditis 

(Gross;  Kaiserling's  firativel  Photo  by  Kermit  Jones 


Her  next  admission  to  the  hospital  was  in 
September  1946  when  she  was  admitted  com- 
plaining of  swelling  in  her  joints  and  pain  in 
her  lumbar  area.  On  this  admission  it  was 
noted  that  her  heart  was  enlarged  1 cm.  be- 
yond the  mammilary  line  in  the  6th  inter 
space.  This  was  also  the  point  of  maximal  in- 
tensity (pmi)  of  the  cardiac  impulse.  A thrill 
was  felt  over  the  same  area.  A systolic  mur- 
mur heard  over  5th  inter  space  near  the  ster- 
nal border,  and  over  pmi.,  was  radiating  into 
neck  and  supraclavicular  area.  Patient  was 
hospitalized  for  a period  of  two  weeks,  and 
treated  with  digitalis,  demerol,  and  improved 
on  discharge. 

Patient  was  again  admitted  to  the  hospital 
in  August  1947  where  she  delivered  normally 
her  second  child.  She  was  not  decompensated 
following  her  delivery  and  was  discharged 
improved  after  a 10  day  period  of  hospitaliza- 
tion. 

On  October  15th  she  was  readmitted  to  the 
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hospital  complaining  of  dyspnea  and  pain  in 
her  back.  The  shortness  of  breath,  she  ad- 
mitted, had  become  progressively  worse  the 
past  month.  Patient  was  treated  with 
digitalis,  oxygen,  demerol.  Laboratory  find- 
ings revealed  hgb  91,  4,  890,000,  wbc  10,600, 
normal  differential  count,  urine  negative, 
sedementation  rate  3 cms.  Patient  was 
fibrillating,  heart  enlarged,  with  a blowing 
presystolic  murmur  throughout  precordium, 
with  thrill  at  apex.  Liver  was  3 cms.  below 
costal  margin.  She  improved  slightly  and  was 
discharged  on  11-6-47  slightly  improved. 


Acute  Myocarditis  (Left  Ventricle) 

i430x;  H & E)  prepared  by  Miss  M.  Overgaard;  Photo  by 
Kermit  Jones 


The  patient’s  final  admission  occurred  on 
12-20-47  when  she  was  admitted  with  nausea 
and  vomiting  of  two  weeks  duration.  In  ad- 
dition she  complained  of  weakness,  a chronic 
productive  cough,  and  dryness  of  her  throat. 
Physical  examination  revealed  a dyspneic, 
pale  female.  Heart  revealed  occasional  extra 
systoles,  with  loud  blowing  pre-systolic  mur- 
mur heard  over  the  entire  precordium  which 
was  heard  throughout  systole  and  diastole.  A 
thrill  was  felt  at  the  apex  with  PMI  at  mid 
auxiliary  line  6th  inter  space.  Liver  was  ten- 
der, 3 cms.  below  costal  margin.  A small 
amount  of  fluid  was  found  “ballottable”  in 
the  abdomen,  not  pregnant.  The  patient  was 
treated  with  demerol,  digitalis,  viammins, 
iron,  salyrgan  and  aminopylline.  The  patient 
did  not  respond  to  medication  and  on  the  13th 
hospital  day  she  suddenly  became  cyanotic, 
dyspneic  and  expired  5 minutes  later. 

EPICRISIS 

This  patient  had  recurrent  episodes  of 
rheumatic  fever  following  scarlet  fever  and 
tonsillitis.  She  delivered  two  healthy  chil- 


dren. Following  the  delivery  of  the  second, 
she  developed  what  is  best  described  as  con- 
gestive failure  with  auricular  fibrillation.  She 
suddenly  expired  on  the  13th  day  of  her  7th 
and  last  admission,  the  course  of  which  was 
not  particularly  eventful. 


Active  Rheumatic  Myocarditis  (Left  ventricle) 
“Aschoffs  Body 

(430  x;  H & El  prepared  by  Miss  M.  Overgaard;  Photo  by 
Kermit  Jones 

The  question  of  the  ultimate  cause  of  death 
has  not  been  decided  because  of  the  fact  that 
the  changes  in  the  central  nervous  system  are 
not  known  (restricted  consent).  Grossly  and 
microscopically  the  final  diagnosis  offers 
quite  an  impressive  list  of  items  which  never- 
theless, can  be  boiled  down  to  the  following: 

Recurrent  rheumatic  pancarditis  with  little 
evidence  of  congestive  failure. 

Thrombosis  of  the  veins  in  the  pudendal 
plexuses. 

Pulonary  infarcts  and  sudden  death,  most 
likely  due  to  cerebral  embolism,  or  myocard- 
itis. 

Whether  or  not  the  emboli  came  from  the 
pudendal  plexus  is  immaterial  because  the 
patient  had  prolonged  bouts  of  auricular 
fibrillation. 

It  is  worth  while  to  stress  the  point  brought 
up  in  recent  years  by  authorities  on  rheumatic 
heart  disease:  In  the  majority  of  rheumatic 
heart  diseases  cases,  in  patients  who  have 
died  before  the  age  of  40,  death  is  due  not  to 
the  consequences  of  valvular  deformity  (old 
healed  endocarditis)  but  to  recurrent  attacks 
of  actual  myocarditis,  that  is  the  disease  re- 
currs  and  each  phase  is  active.  Furthermore, 
practically  none  of  the  women  of  the  child 
bearing  age,  when  afflicted  by  rheumatic 
heart  disease,  die  of  valvular  deformity.  All 
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of  these,  when  checked  at  post  mortem  ex- 
amination, show  evidence  of  active  rheumatic 
lesions  in  the  myocardium. 


Perineural  Inflammatory  Exudate  (intramyocar- 
dial)  (right  ventricle) 

(430  x;  H & E)  prepared  by  Miss  H.  Overgaard;  Photo  by 
Kermit  Jones 

A point  of  morphologic  interest  is  offered 
by  the  findings  of  the  perineural  infiltrates 
within  the  myocardium  of  the  ventricles. 
One  may  logically  suspect  that  such  finding 
may  not  necessarily  be  isolated.  It  is,  there- 
fore, not  unlikely  that  such  infiltrates  would 
have  been  found  in  the  myocardium  of  the 
walls  of  the  auricles  as  well.  If  so,  would 
one  be  entitled  to  assume  that,  at  least  in  this 
particular  case,  the  auricular  fibrillation 
could  be  correlated  with  such  perineural  in- 
tramyocardial  infiltrates?  It  is  obviously  im- 
possible to  find  the  answer  to  such  questions 
except  at  a review  of  a great  number  of 
autopsies. 

SCHERING  ANNOUNCES  NEW 
RESEARCH  GRANTS 

Five  new  research  studies  in  the  field  of 
hormone  therapy,  x-ray  diagnostics  and 
allergy,  instituted  under  grants  from  Scher- 


ing  Corporation,  have  been  announced  by 
Mr.  Francis  C.  Brown,  president  of  the  com- 
pany. These  grants  in  support  of  studies  at 
four  Eastern  and  one  Western  medical  in- 
stitutions are  a part  of  the  expanding  pro- 
gram of  research  of  the  Bloomfield,  N.  J., 
pharmaceutical  manufacturers. 

Companion  studies  on  the  utilization  and 
absorption  of  the  female  sex  hormones,  pro- 
gesterone, estradiol  and  estradiol  benzoate, 
by  routes  other  than  injection  will  be  studied 
at  Cornell  University  Medical  College  and 
New  York  Medical  College.  Progesterone,  the 
hormone  of  pregnancy,  will  be  studied  at  Cor- 
nell under  the  direction  of  Dr.  Ephraim  Shorr, 
associate  professor  of  medicine.  Dr.  Thomas 
H.  McGavack,  professor  of  clinical  medicine 
and  director  of  the  Metropolitan  Hospital  Re- 
search Unit,  will  supervise  the  studies  on 
estradiol  and  estradiol  benzoate  at  New  York 
Medical  College. 

At  Yale  University’s  School  of  Medicine, 
New  Haven,  Connecticut,  the  metabolism,  ab- 
sorption and  excretion  of  the  gall  bladder 
diagnostic  agent,  Priodax,  and  of  related  com- 
pounds will  be  studied  under  the  direction  of 
Dr.  William  T.  Salter,  professor  of  phar- 
macology.   

SAINT  PAUL-MERCURY 
WINS  NATIONAL  AWARD 

Diagnosis;  DANGER,  a motion  picture 
which  illustrates  hazards  in  hospitals  and 
stresses  accident  prevention,  was  judged  the 
best  non-theatrical  film  in  the  Occupational 
Safety  Field  during  1947.  Emblematic  there- 
of, a bronze  plaque  was  recently  awarded  by 
the  National  Safety  Council  to  M.D.  Price, 
President  of  the  Saint  Paul-Mercury  In- 
demnity Company,  producers  of  the  film. 

Pioneers  in  many  phases  of  hospital  work 
from  an  insurance  standpoint,  the  Saint  Paul 
Companies  have  long  been  interested  in  the 
welfare  of  community  hospitals.  It  was  in 
that  spirit  that  Diagnosis;  DANGER  was  pro- 
duced as  a contribution  to  hospital  safety. 

Don  C.  Hawkins,  Assistant  Secretary  of  the 
Saint  Paul  Companies,  wrote  the  script  and 
supervised  production  of  the  16mm  sound 
picture.  Bookings  are  available  without 
charge  and  may  be  secured  by  writing  to  the 
Safety  Engineering  Department,  Saint  Paul- 
Mercury  Indemnity  Company,  111  West  Fifth 
St.,  St.  Paul  2,  Minn. 
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ATHLETIC  ACCIDENT  BENEFIT  PLAN 
of  ihe 

So.  Dakota  High  School  Athletic  Association 

Last  year,  a number  of  members  of  the 
State  Medical  Association  requested  the 
Council  to  investigate  the  South  Dakota  High 
School  Athletic  Association  to  determine  its 
practicability  insofar  as  the  private  prac- 
titioner is  concerned.  At  the  time,  there  was 
a general  lack  of  information  available  so  the 
Council  instructed  the  Committee  on  Medical 
Economics  to  investigate  the  plan  and  report 
their  findings.  Accordingly,  M.  W.  Larsen, 
M.D.  of  Watertown,  South  Dakota,  and  John 
C.  Foster,  executive  secretary  met  with  Mr. 
Walseth  of  the  S.D.H.S.A.A.  in  Pierre  to  dis- 
cuss the  problem. 

Upon  explanation  it  appeared  that  the 
accident  plan  was  an  excellent  coverage  from 
the  standpoint  of  premiums  involved,  and 
that  the  plan  in  no  way  attempted  to  set  the 
fees  charged  by  the  physician. 

The  following  paragraphs  are  taken  from  a 
description  of  the  plan  in  the  S.D.H.S.A.A. 
handbook  and  are  reprinted  for  your  infor- 
mation and  guidance: 

The  Board  of  Control  of  the  SDHSAA 
shall  establish  and  maintain  a mutual  benefit 
plan  for  the  member  schools  of  the  SDHSAA, 
said  plan  to  provide  benefit  for  certain  in- 
juries or  other  contingencies  resulting  from 
athletic  activities  sponsored  by  the  South 
Dakota  High  School  Athletic  Association  and 
physical  education  classes. 

The  phrase  “other  contingencies”  is  in- 
terpreted to  include  a death  benefit  and  pay- 
ment for  injuries  of  such  serious  nature  that 
require  medical  attention,  the  payment  of  the 
same  to  be  left  to  the  discretion  of  the  Board 
of  Control,  provided  always  that  payment  for 
such  injuries  shall  in  no  case  exceed  the  sum 
of  $50.00.  Under  this  interpretation  it  should 
be  understood  that  claims  for  minor  injuries 
which  may  be  classified  as  “first  Aids”  will 
not  be  paid. 

This  is  not  an  insurance  plan  and  should 


not  be  so  construed.  It  is  an  athletic  accident 
benefit  plan  which  is  entirely  voluntary  and 
mutual  and  no  guarantee  is  made  that  the 
maximum  schedule  of  benefits  herein  men- 
tioned will  be  paid  in  full.  This  plan  applies 
only  to  bona  fide  students  in  high  schools 
that  are  members  in  the  South  Dakota  High 
School  Athletic  Association. 

The  Athletic  Accident  Benefit  Plan  covers 
both  boys  and  girls  in  all  activities  (athletic) 
sponsored  by  the  South  Dakota  High  School 
Athletic  Association. 

For  the  nominal  dues  charged,  the  Benefit 
Plan  provides  partial  coverage  for  medical 
and  dental  services  and  hospitalization.  It 
does  not  contemplate  extensive  remedial  care. 
Services  rendered  in  excess  of  the  maximums 
provided  in  the  Plan  are  a reasonable  and 
just  responsibility  of  the  parent. 

Section  2.  Sports  approved  by  the  South 
Dakota  High  School  Athletic  Association  are 
as  follows: 

Football  (any  form),  Basketball,  Track, 
Baseball,  Softball,  Volley  ball,  Physical  Edu- 
cation, Golf  and  Tennis. 

SCHEDULE  OF  FEES 

$1.50  registration  fee  per  student  covers 
student  for  football  (any  form)  basketball, 
baseball,  soft  ball,  volley  ball,  golf  and  tennis 
and  physical  education,  75c  registration  fee 
covers  students  in  all  the  above  sports  and 
physical  education  except  football.  If  foot- 
ball is  played  the  maximum  fee  of  $1.50  per 
student  must  be  paid.  The  above  schedule  of 
income  is  understood  to  be  in  addition  to 
regular  dues  which  each  school  pays  annually 
to  the  South  Dakota  High  School  Athletic 
Association.  (An  additional  fee  of  25c  will 
provide  some  hospitalization. 

Article  X,  Section  18  of  the  Rules  and  Regu- 
lations of  the  SDHSAA  provides  that  the 
physical  examinations  must  be  by  either  a 
duly  licensed  doctor  of  medicine  or  a duly 
licensed  four  year  trained  osteopath,  and  the 
Athletic  Accident  Benefit  Plan  is  consistent 
with  the  Rules  and  Regulations  in  allowing 
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only  claims  of  duly  licensed  doctors  of  med- 
icine and  duly  licensed  four-year  trained 
osteopaths,  and  dentists. 

Students  will  be  protected  only  when  an  in- 
jury occurs  in  a regularly  scheduled  game  or 
regular  practice  in  the  sports  approved  by  the 
SDSAA  found  printed  and  approved  on  the 
Examination  and  Permit  Form.  Protection 
will  be  effective  for  competition  — Inter- 
class, Intramural,  or  interscholastic  — as  well 
as  for  actual  directed  practice  in  the  approved 
sports.  Protection  is  also  given  students  par- 
ticipating in  physical  training  classes  under 
the  direction  of  instructors  provided  that  the 
registration  fees  have  been  paid  and  the  regu- 
lar Examination  and  Permit  Forms  have  been 
received. 

No  student  will  be  eligible  for  more  than 
one  benefit  of  $20.00  or  more  during  one  sport 
season  unless  re-examination  report  by  a 
physician  approving  participation  after  re- 
covery is  on  file  in  the  office  of  the  Executive 
Secretary  before  the  second  injury  occurs. 
No  registration  fee  is  necessary  for  re- 
registration. 

The  Board  of  Control  reserves  the  right  to 
ask  for  additional  evidence  beyond  that 
originally  submitted  should  the  Medical  or 
Dental  Advisor  deem  such  additional 
evidence  desirable  or  necessary  to  establish 
the  validity  of  the  claim. 

All  checks  will  be  made  payable  jointly  to 
the  Principal  as  the  agent  of  the  students 
and  the  physician  or  dentist  rendering  the 
service.  This  is  done  so  as  to  enable  the 
principal  to  establish  the  fact  that  the  account 
for  which  the  check  was  issued  is  paid. 

Payment  of  claims  will  be  made  at  the 
close  of  each  sport  season. 

The  South  Dakota  High  School  Athletic 
Association  will  not  pay  a benefit  unless  the 
preliminary  report  of  the  accident  is  received 
in  the  office  of  the  executive  secretary  within 
twelve  (12)  days  immediately  following  the 
day  of  the  injury.  Preliminary  report  cards 
supplied  by  the  SDHSAA  should  be  used. 
Failure  to  have  report  of  the  injury  in  the 
office  of  the  executive  secretary  within 
twelve  (12)  days  after  the  accident  eliminates 
the  benefit.  A few  preliminary  report  cards 
will  be  mailed  with  each  supply  of  examina- 
tion and  permit  forms. 

The  injury  for  which  the  benefit  is  re- 


quested must  occur  in  a regular  practice  or  a 
regularly  scheduled  game  or  in  a class  exer- 
cise conducted  by  the  regular  gymnasium 
instructor. 

Request  not  completed  within  sixty  (60) 
days  from  the  date  of  the  injury  will  be  con- 
sidered withdrawn  and  will  not  be  allowed. 
Extension  of  time  to  complete  a claim  will  be 
granted  upon  request  for  good  reason  shown. 

The  SDHSAA  Schedule  of  Benefit  is  the 
maximum  which  the  Association  can  afford 
to  pay.  The  schedule  does  not  intend  to  de- 
termine or  limit  the  charge  of  the  hospital. 


APPOINTMENTS  TO  U.  OF  S.  D. 

MEDICAL  SCHOOL 

J.  B.  Belogorsky,  M.D.,  Assistant  Professor 
of  Pharmacology. 

Kenneth  R.  Berquist,  M.D.,  Instructor  in 
Microbiology. 

Harold  M.  Carlisle,  Ph.D.,  Assistant  Pro- 
fessor of  Microbiology. 

James  Y.  Clarke,  M.D.,  Assistant  Professor 
of  Clinical  Pathology  and  Parasitology. 

T.  E.  Eyres,  M.P.H.,  M.D.,  Professor  of  Pub- 
lic Health  and  Director  of  Student  Health. 

Theodore  Mazur,  M.D.,  Associate  in 
Anatomy. 

Clark  Y.  Gunderson,  LL.  B.  Lecturer. 

Robert  H.  King,  Ph.D.,  Assistant  Professor 
of  Biochemistry. 

K.  K.  Krueger,  Ph.D.,  Associate  in  Bio- 
chemistry. 

Brooks  Ranney,  M.D.,  Clinical  Assistant 
Professor  of  Obstetrics  and  Gynecology. 

Theodore  H.  Sattler,  M.D.,  Clinical  Assist- 
ant Professor  of  Medicine. 

David  J.  Tschetter,  M.D.,  Clinical  Associate 
Professor  of  Radiology. 

Francis  C.  Tucker,  M.D.,  Research  Assistant 
Professor  of  Oncology. 

Cornelia  Van  Natten,  Medical  Librarian. 
PROMOTIONS 

E.  M.  Stansbury,  M.D.,  Clinical  Associate 
Professor  of  Obstetrics  and  Gynecology. 

Harold  Hansen,  M.D.,  Clinical  Associate 
Professor  of  Physical  Diagnosis. 
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LET'S  STRENGTHEN  OUR  DISTRICT 
SOCIETIES 

With  the  approach  of  fall  comes  the  time 
for  renewed  activity  in  our  District  Medical 
Societies.  For  a number  of  years  most  of  the 
District  Societies  in  South  Dakota  have  been 
notoriously  weak.  They  have  failed  to  func- 
tion as  they  should  for  various  reasons: — lack 
of  interest  by  officers  and  members,  un- 
interesting meetings  without  much  appeal  for 
encouraging  full  attendance,  districts  large 
in  area  with  members  separated  by  long  dis- 
tances and  with  small  rosters,  many  members 
more  interested  in  other  organizations  both 
lay  and  professional,  and  just  general  inertia. 

It  is  high  time  that  every  physician  in 
South  Dakota  take  an  active  interest  in  his 
District  Medical  Society.  The  County  and 
District  Societies  are  the  grass  roots  of  or- 
ganized medicine.  They  must  be  strong  if 
we  are  to  win  the  battles  which  lie  ahead. 

As  Dr.  Ernest  E.  Irons,  President-Elect  of 
the  A.M.A.,  stated  in  his  acceptance  speech  at 
Chicago  on  June  24th,  “We  have  before  us  a 
temporary  cessation  of  the  efforts  to  abridge 
the  freedom  of  American  medicine.  We  have 
won  some  preliminary  skirmishes  but,  make 
no  mistake,  we  are  not  through  with  this 
fight.  It  is  a fight  for  the  preservation  of 
American  democracy  and  the  American  way 
of  life.  We  have  knowledge  that  there  are 

other  attacks  in  the  offing I 

hope  that  every  one  of  us  may  begin,  if  he 
has  not  already  begun,  an  effort  to  arouse 
the  profession  in  the  county  societies  and 
then  at  the  state  levels.  If  we  do  that,  we 
have  130,000  doctors  who  can  swing  anything 
and  bring  the  public  to  know  the  problems 
that  they  are  facing  and  the  efforts  that  they 
must  make  if  they  are  to  maintain  their  in- 
dividual freedom  and  the  American  way  of 
life.” 

Our  District  Societies  must  join  in  this 
crusade.  Let’s  have  meetings  with  good  at- 
tendance; frank,  free  discussion  of  economic 


problems,  as  well  as  scientific  programs.  And 
above  all,  let  each  member  realize  his  own 
personal  responsibility  regarding  these  prob- 
lems, and  then  act  accordingly.  It  is  a duty 
he  owes  his  profession  and  his  country. 

R.  G.  Mayer,  M.D. 


THE  RIGHT  TO  CRITICIZE 

Not  long  ago  the  business  manager  of  the 
Journal,  who  sometimes  doubles  as  editorial 
writer,  received  a criticism  on  one  of  the 
editorials  published  in  the  Bulletin  last  year. 
The  editorial  was  an  attack  on  the  methods 
used  by  an  individual  in  the  job  he  was 
assigned  to  do  in  the  field  of  medical  educa- 
tion and  public  relations.  The  critic  of  our 
editorial  questioned  our  right  to  attack  per- 
sons working  toward  the  same  objectives  as 
we.  We  welcomed  the  criticism,  studied  it, 
and  allowed  as  how  we  were  still  right. 
Usually,  criticism  on  the  policy  of  this  Jour- 
nal is  made  by  people  who  have  an  ax  to 
grind,  or  by  those  that  are  afraid  to  say  and 
do  anything  for  fear  of  hurting  somebody’s 
feelings. 

The  first  are  obvious  and  we  write  them 
off  the  records.  The  second  group  irks  us 
just  a wee  bit.  We  feel  that  on  occasion,  it  is 
necessary  to  take  the  bit  in  our  teeth  and  let 
some  of  our  associates  know  just  where  we 
stand. 

Recently,  we  were  put  in  the  unhappy 
situation  of  having  to  ask  one  companies 
salesman  to  stay  away  from  our  Annual  Meet- 
ing and  to  escort  another  to  the  door.  We 
have  nothing  against  either  of  those  com- 
panies. In  fact  they  are  both  reputable  manu- 
facturers of  acceptable  products.  In  addition, 
we  don’t  think  that  the  home  offices  had  any 
idea  that  their  men  were  crashing  our  show. 
However,  after  the  men  were  instructed  to 
stay  away  from  the  meetings,  they  countered 
by  telling  some  of  our  members  that  their 
organizations  were  not  permitted  to  exhibit. 
This  was  not  true.  Their  home  organizations 
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had  decided  against  exhibiting,  so  it  was  no 
more  than  fair  that  their  men  should  be 
prohibited  from  detailing  in  front  of  a com- 
petitors booth.  We  put  an  announcement  in 
the  Journal  explaining  our  action  and  then 
waited  for  the  flood  of  criticism  .... 

Wonder  of  wonders  ....  only  one  letter 
pulled  in  concerning  the  entire  matter;  and 
even  more  wonderful,  it  was  from  another 
drug  corporation  who  commended  us  highly 
on  taking  such  a determined  stand.  Some- 
times it  pay  off  to  take  a stand  against  prac- 
tices of  our  friends  if  we  know  we’re  right. 
It  makes  more  friends 


THE  CANCER  SYMPOSIUM 

As  announced  in  full  page  advertisements 
in  this  and  last  month’s  JOURNAL,  there 
will  be  a Cancer  Symposium  in  Sioux  Falls 
on  October  12,  13,  and  14.  Twenty  three  of 
the  nations  better  known  cancer  researchers 
and  authorities  will  present  papers  on  all 
phases  of  the  subject. 

Daytime  sessions  are  open  to  members  of 
the  medical  profession,  while  evening  sessions 
are  directed  particularly  to  the  laity.  The 
entire  program  is  being  sponsored  by  the 
South  Dakota  section  of  the  American  Cancer 
Society  and  the  State  Board  of  Health. 

The  sponsoring  groups  have  mailed  invita- 
tions to  doctors  throughout  the  states  of 
South  Dakota,  Nebraska,  Minnesota,  and 
Iowa,  and  all  indications  point  to  a well  at- 
tended meeting. 

Perhaps  you,  doctor,  haven’t  given  attend- 
ance at  this  post-graduate  session  much 
serious  thought,  if  you  haven’t  there  is  still 
plenty  of  time  to  make  hotel  reservations  and 
plans  for  attending.  Your  attendance  will 
serve  a three-fold  purpose.  First,  and  most 
important,  you  will  be  able  to  absorb  more  in- 
formation in  the  field  of  cancer  in  three  days 
than  you  would  normally  read  from  the 
periodicals  in  six  months.  Second,  your 
prescence  will  assure  the  Cancer  Commission 
and  the  State  Board  of  Health  a successful 
meeting  which  will  encourage  them  to  pre- 
sent similar  programs  in  the  future.  And 
third,  your  attendance  at  a successful  meet- 
ing will  impress  upon  our  neighboring  states 
and  the  public  that  South  Dakota  is  doing 
something  to  build  better  health  through  a 
program  of  professional  education. 


This  symposium  is  definitely  an  opportun- 
ity for  the  physicians  of  South  Dakota.  We 
urge  you  to  take  advantage  of  the  oppor- 
tunity. 


DRUG  AND  MEDICAL 
PROFESSIONS  WARNED 

Druggists  and  the  medical  profession  were 
urged  today  by  the  Federal  Security  Agency’s 
Food  and  Drug  Administration  to  return  all 
stocks  of  Siliform  Ampuls  to  the  manufac- 
turer, The  Heilkraft  Medical  Company,  Bos- 
ton, Mass.  This  injection  drug,  which  should 
be  sterile,  is  potentially  dangerous  since 
samples  collected  on  the  market  contain  liv- 
ing organisms.  Siliform  is  injected  by  some 
physicians  and  osteopaths  in  the  belief  that 
it  will  relieve  patients  suffering  with  rheu- 
matism as  claimed  by  the  manufacturer.  The 
Food  and  Drug  Administration  found  the 
contaminated  samples  after  a routine  inspec- 
tion at  the  Heilkraft  factory  disclosed  that 
the  Siliform  Arnplus  had  been  manufactured 
without  sterilization.  Intensive  recall  efforts 
by  the  manufacturer  and  the  Food  and  Drug 
Administration  for  the  past  two  weeks  have 
not  brought  in  all  of  the  contaminated  stocks. 
The  article,  which  moves  slowly,  was  shipped 
to  37  states  from  Maine  to  California  and  later 
was  redistributed  by  wholesalers  who  cannot 
trace  many  of  their  sales.  Some  going  back 
as  far  as  1946  have  been  found  on  the  market. 
These  ampuls  may  be  in  the  hands  of  doctors, 
hospitals,  clinics,  and  retail  and  wholesale 
druggists. 


ANESTHESIOLOGISTS  TO  MEET 
IN  TOLEDO 

The  Hotel  Commodore-Perry  in  Toledo, 
Ohio  will  be  the  headquarters  for  the  joint 
meeting  of  the  American  Society  of  Anes- 
thesiologists and  the  Ohio  State  Society  of 
Anesthesiologists. 

All  Physicians  and  medical  students  are 
invited  to  attend  this  meeting  which  will  be 
held  on  October  1st  and  2nd. 

Main  Speaker  for  the  affair  will  be  Doctor 
H.  Boyd  Stewart  of  Tulsa,  Oklahoma,  Presi- 
dent-elect of  the  American  Society  of  An- 
esthesiologists. Dr.  Stewart  will  speak  on  the 
Practice  of  Anesthesiology. 
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The  Role  of  Private  Insurance  in  the 
Prepayment  of  Medical  Care 

by  JOHN  C.  FOSTER 


The  last  ten  years  have  seen  a tremendous 
growth  in  the  field  of  prepaid  medical  care. 
Various  non-profit  plans  such  as  Blue  Cross 
and  physician  sponsored  service  plans  have 
doubled  and  tripled  the  number  of  persons 
insured.  The  non-profit  plans  grew  to  such  a 
size  that  private  insurance  companies  learned 
the  value  of  returning  a major  portion  of  the 
insurance  dollar  to  the  insured.  Some  of  them 
liberalized  their  policies  while  others  con- 
tinued to  stress  other  types  of  coverage. 

Because  of  the  success  of  their  endeavors, 
the  non-profit  plans  continued  to  expand  and 
then  made  plans  to  form  a clearing  house 
known  as  the  Associated  Medical  Care  Plans. 
This  organization  started  operation  with 
money  provided  by  the  American  Medical 
Association  and  a board  of  twelve  com- 
missioners, three  of  whom  were  to  members 
of  the  AMA’s  Council  on  Medical  Service.  At 
this  time  no  stipulation  was  made  that  the 
organization  would  be  confined  only  to  non- 
profit plans. 

Since  the  dog  first  grew  its  tail,  the  tail 
gradually  started  to  wag  the  dog.  The  Asso- 
ciated Medical  Care  Plans  incorporated  in  the 
State  of  Illinois  and  then  read  into  their 
governing  rules  the  exclusion  of  all  but  non- 
profit service  plans. 

Several  state  medical  societies,  after  con- 
siderable study,  had  made  decisions  to  start 
prepayment  plans  which  would  be  under- 
written by  private  insurance  carriers.  These 
insurance  companies  to  make  an  ordinary 
profit  on  the  sale  of  the  insurance.  The  state 
societies  interested  in  these  plans  looked  to- 
ward Associated  Medical  Care  Plans  for 
guidance  but  were  unable  to  join  with  them 
because  of  the  action  of  AMCP’s  directors. 

Finally,  during  the  Annual  Convention  in 
Chicago,  representatives  of  the  medical  so- 
cieties of  Illinois,  Wisconsin,  Minnesota,  Ten- 
nessee, Arkansas,  Rhode  Island,  and  South 
Dakota  met  to  determine  whether  another 
organization  would  be  necessary,  this  one  to 
be  a clearing  house  of  information  for  those 


plans  using  private  carriers.  Dr.  Percy  Hop- 
kins of  Illinois  was  elected  chairman  of  the 
group  and  plans  made  to  set  up  the  organiza- 
tion during  the  interim  session  to  be  held  in 
St.  Louis. 

A group  of  representatives  from  Illinois 
and  Wisconsin  met  subsequently  in  Madison, 
Wisconsin  to  iron  out  plans  for  the  next  meet- 
ing and  to  select  a name  and  outline  purposes 
for  the  group.  The  tentative  name  selected  is 
“The  Conference  of  Medical  Society  Prepay- 
ment Plans.” 

The  objectives  as  suggested  for  approval  of 
the  group  are  as  follows: 

1.  Extend  the  principle  of  voluntary  health 
protection  through  approved  programs  of 
f rivate  enterprise. 

2.  Act  as  a medium  of  exchange  of  informa- 
tion and  technics. 

3.  Preserve  the  autonomy  of  each  member 
plan. 

4.  Cooperate  with  and  under  the  general 
approval  of  the  Council  on  Medical  Serv- 
ice of  the  American  Medical  Association. 

The  following  points  were  recommended 
on  membership: 

1.  Members  may  be  plans  functioning 
through  state  medical  societies  or  hav- 
ing the  approval  of  a state  medical 
society  to  join  this  organization. 

2.  A plan  must  not  be  a member  of  a similar 
organization. 

3.  There  shall  be  three  officers  who  shall 
be  physicians,  namely  a chairman,  vice- 
chairman,  and  secretary-treasurer.  In 
addition,  the  following  may  be  either 
laymen  or  physicians:  corresponding  sec- 
retary and  committee  chairmen.  There 
shall  be  an  Executive  Committee  com- 
posed of  the  committee  chairmen  and  of- 
ficers. 

This  new  organization  has  not  as  yet  been 
given  the  approval  of  the  South  Dakota  State 
Medical  Association,  but  the  Council  will 
more  than  likely  have  something  to  say  about 
it  at  the  next  meeting  which  will  be  sometime 
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during  the  month  of  September. 

The  whole  evolution  of  the  new  organiza- 
tion indicates  the  place  of  private  insurance 
carriers  in  the  prepayment  of  medical  care. 
The  SDSMA,  through  its  Committee  on  Pre- 
paid Medicine,  has  led  the  way  in  insisting 
that  insurance  must  be  the  business  of  the 
insurance  man  just  as  medicine  must  be  the 
business  of  the  doctor.  The  South  Dakota 
State  Medical  Association  has  no  fight  with 
any  non-profit  plan  in  this  state  or  elsewhere. 
Every  policy  sold,  no  matter  what  kind  it  is, 
helps  the  individual  patient.  However,  we 
feel  that  there  will  never  be  a time  when  the 
insurance  company  should  have  its  business 
turned  over  to  any  outside  group  or  govern- 
ment. 


OLIN  A.  KIMBLE,  M.D. 

Olin  A.  Kimble  was  born  at  Carbondale, 
Kansas,  January  13,  1878,  and  passed  away  at 
his  home  in  Murdo,  South  Dakota,  August 
24th  at  the  age  of  70,  after  an  illness  of  18 
months. 

Dr.  Kimble  received  his  Bachelor  of  Arts 
and  Master  of  Arts  degree  from  the  Lombard 
College  at  Galesburg,  Illinois.  For  two  years 
he  studied  medicine  at  the  University  of 
Michigan  at  Ann  Arbor  and  in  1908  he  grad- 
uated from  Rush  Medical  College  at  Chicago. 
Following  his  graduation  he  was  an  interne 
in  the  Presbyterian  Hospital  of  Chicago,  also 
was  assigned  duty  at  the  hospital  of  the  House 
of  Correction  in  that  city.  During  the  past  39 
years,  Dr.  Kimble  spent  varying  periods  of 
time  away  from  Murdo  attending  clinics  and 
taking  post-graduate  work. 

Dr.  Kimble  came  to  Murdo  in  1909  and  in 
1912  he  was  united  in  marriage  to  Florence 
Hargrove  of  Parker,  South  Dakota  who  died 
in  the  flu  epidemic  of  1918.  In  1920  he  was 
married  to  Mildred  Thompson  Jehu  of  Murdo. 

During  World  War  I Dr.  Kimble  was  a 
member  of  the  local  draft  board;  served  as 
city  councilman  for  25  years,  was  a member 
of  the  Pierre  District  medical  society,  South 
Dakota  Medical  Association  and  American 
Medical  Association  and  was  Vice-President 
of  the  Jones  County  bank  until  his  death. 

Dr.  Kimble  is  survived  by  his  wife,  two 
daughters,  and  one  son,  two  grandchildren, 
two  brothers  and  one  sister. 


METHYL  CELLULOSE  VEHICLES 

Some  special  preparations  heretofore  used 
in  making  medicines  palatable  and  easy  to 
administer  to  persons  afflicted  with  diabetes 
may  have  had  nearly  as  unfavorable  an  effect 
on  the  patients  as  if  they  had  contained  sugar, 
the  one  item  most  rigorously  excluded  from 
diabetic  diets. 

That  was  one  conclusion  arrived  at  by  Dr. 
Charles  W.  Bauer,  professor  of  chemistry  at 
the  Massachusetts  College  of  Pharmacy,  in  a 
paper  presented  before  the  Scientific  Section 
of  the  American  Pharmaceutical  Association, 
in  San  Francisco.  Dr.  Bauer’s  paper  was 
written  in  collaboration  with  Laurence  A. 
Wasson,  graduate  student  at  the  Mas- 
sachusetts College  of  Pharmacy. 

“Certain  of  the  special  pharmaceutical 
vehicles  in  which  medications  for  diabetic 
patients  have  been  mixed  in  the  past  are  not 
safe  and  reliable  preparations,”  Dr.  Bauer 
told  the  pharmacists.  “Alcohol,  glycerin  and 
propylene  glycol  are  glycogenetic,”  he  stated. 
This  means,  in  effect,  that  the  body’s  response 
to  these  chemicals  is  similar  to  its  response  to 
sugar. 

“Therefore,  these  materials  should  not  be 
labeled  as  ‘sugar-free’  nor  should  they  be  used 
in  significant  amounts  in  diabetic  prepara- 
tions,” Dr.  Bauer  said.  Ordinarily  such  ma- 
terials are  needed  in  medications  to  hold  cer- 
tain fluids  in  solution. 

The  two  Massachusetts  pharmaceutical 
scientists,  realizing  the  need  for  substitute 
materials  as  vehicles  for  medicines  for  dia- 
betics, developed  a synthetic  compound, 
methyl  cellulose,  which  will  serve  as  well  as 
the  older  objectionable  compounds  without 
producing  untoward  effects. 
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THE  SOUTH  DAKOTA  DIVISION  OF  THE 
AMERICAN  CANCER  SOCIETY 
in  cooperation  with  the 
STATE  BOARD  OF  HEALTH 

Presents  a 

CANCER  SYMPOSIUM 

ai  the  Coliseum 

SIOUX  FALLS,  SOUTH  DAKOTA 
October  11-12-13,  1948 


The  Program 


October  11,  1948  — Morning 

9:00  A.  M. 

Dr.  Brewster  S.  Miller.  New.  York  City.  Assistant  Medical 
Director.  American  Cancer  Society. 

The  American  Cancer  Society. 

Dr.  Robert  L.  Cherry,  Kansas  City,  Missouri.  Senior  Sur- 
geon. U.  S.  Public  Health  Service. 

Role  of  the  Public  Health  Service  in  Cancer  Control. 

Dr.  Cornelius  P.  Rhoads.  New  York  City,  Memorial 
Hospital. 

Present  Status  of  Cancer  Research. 

Dr.  John  R.  McDonald,  Rochester,  Minnesota.  Pathologist, 
Mayo  Clinic. 

Status  of  the  Papanicolaou  Stain  for  the  Diagnosis  of 
Cancer. 

Dr.  Elbert  DeCoursey.  Ft.  Sam  Houston,  Texas.  Colonel 
M.  C..  Chief,  Laboratory  Service. 

Pathological  Diagnosis  of  Cancer. 

Afternoon 

2:00  P.  M. 

Dr.  John  R.  McDonald,  Rochester,  Minnesota.  Pathologist 
— Mayo  Clinic. 

Pathology  of  Tumors  of  the  Head  and  Neck. 

Dr.  Douglas  Quick,  New  York  City.  Surgeon. 

Diagnosis  and  Treatment  of  Tumors  of  the  Mouth. 
Accessory  Sinuses  and  Salivary  Glands. 

Dr.  Max  Cutler.  Chicago,  Illinois,  Oncologist  — Chicago 
Tumor  Institute. 

Radiological  Treatment  of  Neoplasms  of  Head.  Neck  and 
Larynx. 

Dr.  Ferdinand  C.  Helwig.  Kansas  City.  Missouri.  Path- 
ologist, St.  Lukes  Hospital. 

Special  Pathology  of  Thyroid  Tumors. 

Dr.  Arnold  S.  Jackson,  Madison,  Wisconsin.  Surgeon  — 
Jackson  Clinic. 

Treatment  of  Thyroid  Tumors. 

Evening  — Open  To  Laity 

8:00  P.  M. 

Dr.  Cornelius  P.  Rhoads,  New  York  City. 

Future  Outlook  of  Cancer. 

Dr.  Douglas  Quick,  New  York  City. 

Early  Diagnosis  of  Cancer  of  Head  and  Neck. 

Dr.  Elbert  DeCoursey,  Ft.  Sam  Houston.  Texas. 

The  Destructive  Effects  of  Radiation.  The  Modern  Treat- 
ment of  Cancer. 

October  12,  1948  — Morning 

9:00  A.  M. 

Dr.  John  V.  Goode,  Dallas,  Texas.  Professor  Surgery, 
Southwestern  University  Medical  School. 

Diagnosis  and  Treatment  of  Neoplasms  of  the  Skin  and 
Fascia,  Including  Hands  and  Feet. 

Dr.  Charles  L.  Martin.  Dallas.  Texas.  Radiologist  — Martin 
X-Ray  and  Radium  Clinic. 

Radiological  Treatment  of  Neoplasms  of  Skin. 

Dr.  Murray  M.  Copeland,  Washington,  D.  C.  Professor  of 
Oncology.  Georgetown  University  Medical  Center. 

Benign  Tumors  of  the  Breast. 

Dr.  William  Crawford  White,  New  York  City.  Surgeon 
Roosevelt  Hospital. 

Malignancies  of  the  Breast. 


Dr.  Max  Cutler.  Chicago,  Illinois.  Oncologist  — Chicago 
Tumor  Institute. 

Radiological  Treatment  of  Malignancies  of  the  Breast. 
Dr.  Edwin  Bayrd.  Rochester.  Minnesota.  Department  Med- 
icine — Mayo  Clinic. 

Lymphomas. 

Afternoon 

2:00  P.  M. 

Dr.  Charles  G.  Johnston.  Detroit.  Michigan.  Professor  Sur- 
gery. Wayne  University  Medical  School. 

Pre  and  Post-operative  Care  of  the  Patient  with 
Malignancy. 

Dr.  Ferdinand  C.  Helwig,  Kansas  City,  Missouri. 

Pathology  of  Pulmonary  and  Mediastinal  Tumors. 

Dr.  Thomas  J.  Kinsella,  Minneapolis,  Minnesota.  Surgeon. 

Treatment  of  Pulmonary  and  Mediastinal  Tumors. 

Dr.  Robert  E.  Fricke,  Rochester,  Minnesota.  Radiologist  — 
Mayo  Clinic. 

Radiological  Treatment  of  Chest  Tumors. 

Dr.  Ernest  Sachs,  St.  Louis,  Missouri.  Neuro-Surgeon, 
Barnes  Hospital.  Washington  University  Medical  School. 
Neoplasms  of  Cranial  Nerves,  Spinal  Cord  and  Peripheral 
Nerves. 

Evening  — Open  to  Laity 

8:00  P.  M. 

Dr.  William  Crawford  White,  New  York  City. 

Tumors  of  the  Breast. 

Dr.  Brewster  S.  Miller.  New  York  City. 

The  American  Cancer  Society  and  the  Laity. 


October  13,  1948  — Morning 

9:00  A.  M. 

Dr.  Murray  M.  Copeland.  Washington.  D.  C. 

Pathology  of  Bone  Tumors. 

Dr.  Henry  C.  Marble,  Boston,  Massachusetts.  Surgeon  — 
Massachusetts  General  Hospital. 

Diagnosis  and  Treatment  of  Bone  Tumors. 

Dr.  Charles  L.  Martin.  Dallas.  Texas. 

Radiological  Treatment  of  Bone  Tumors. 

Dr.  Joe  V.  Meigs,  Boston.  Massachusetts.  Gynecologist  — 
Vincent  Memorial  Hospital. 

Surgical  Treatment  for  Cancer  of  the  Cervix  and  Fundus 
Uteri. 

Dr.  Robert  E.  Fricke,  Rochester,  Minnesota. 

Radiological  Treatment  of  Carcinoma  of  the  Cervix  and 
Fundus  Uteri. 

Afternoon 

2:00  P.  M. 

Dr.  C.  D.  Creevy,  Minneapolis,  Minnesota.  Professor 
Urology,  Minnesota  University  Medical  School. 

Diagnosis  and  Treatment  of  Malignancies  of  the  Bladder 
and  Prostate.  Kidneys  and  Testicles. 

Dr.  Robert  E.  Fricke.  Rochester.  Minnesota. 

Radiological  Treatment  of  Malignancies  of  the  Bladder, 
Prostate,  Kidneys  and  Testicles. 

Dr.  Karl  A.  Meyer,  Chicago,  Illinois.  Surgeon,  Cook  County 
Hospital. 

Carcinoma  of  the  Upper  Gastro-Intestinal  Tract. 

Dr.  Raymond  W.  McNealy,  Chicago.  Chief  Surgeon.  Wesley 
Memorial  Hospital. 

Carcinoma  of  the  Colon  and  Rectum. 


No  Registration  Fee 


For  Hotel  Reservations: 

Write  A.  C.  Fisher,  % Hotel  Carpenter,  Sioux  Falls 
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S.  Dak.  Cancer  Symposium 
To  Draw  from  Four  States 


The  Cancer  Symposium  to 
be  held  in  Sioux  Falls  Oc- 
tober 12,  13,  14  will  draw 
physicians  from  the  four 
state  area  of  South  Dakota, 
Minnesota,  Iowa,  and  Ne- 
braska. 

Plans  call  for  three  days 
of  meetings  at  the  City 
Coliseum  for  doctors  and  two 
evening  sessions  that  will  be 
open  to  the  public. 

The  schedule  of  papers  is 
published  elsewhere  in  the 
Journal.  Some  extra  Jour- 
nals will  be  available  at  the 
registration  desk.  No  regis- 
tration fee  will  be  charged. 

The  Symposium  is  under 
the  sponsorship  of  the  South 
Dakota  Cancer  Society  and 
the  State  Board  of  Health, 
O.  S.  Randall,  M.D.,  of  Water- 
town,  Chairman.  Reserva- 
tions are  being  handled  by 
A.  C.  Fisher,  % Carperter 
Hotel,  Sioux  Falls. 

Speakers  on  the  program 
include;  Dr.  Brewster  S. 
Miller  of  New  York,  Dr. 
Robert  L.  Cherry,  Kansas 
City;  Dr.  John  R.  McDonald, 
Rochester,  Minnesota;  Dr. 
Douglas  Quick,  New  York; 
Dr.  Max  Cutler,  Chicago;  Dr. 
A.  S.  Jackson,  Madison,  Wis- 
consin; Dr.  John  V.  Goode, 


Dallas,  Texas;  Dr.  Robert 
Fricke,  Rochester,  Minnesota; 
and  Doctor  Raymond  W.  Mc- 
Nealy,  Chicago. 


35  DOCTORS  GET 
S.  D.  LICENSES 

Thirty-five  physicians 
were  licensed  by  the  state 
board  of  health  to  practice  in 
South  Dakota. 

They  raise  to  451  the  num- 
ber practicing  in  the  state, 
an  increase  of  113  since  the 
low  of  338  was  recorded  in 
1945,  said  Dr.  G.  J.  Van 
Heuvelen,  state  superintend- 
ent of  health. 

Twenty  physicians  were 
licensed  by  reciprocity  and 
15  by  examination. 

Those  licensed  by  recipro- 
city and  their  locations:  Ron- 
ald W.  Barr,  James  Y.  Clarke, 
Robert  R.  Donahoe,  Claude 
S.  Larson  and  Edmond  J.  Mc- 
Greevy,  Sioux  Falls;  Vernon 
R.  Vonburg  and  George  G. 
Spellman,  Mitchell;  Val  V. 
Kobza  and  John  Grau,  Rapid 
City;  Brooks  Ranney  and  Leo 
E.  Hayes,  Yankton;  Max 
Bakalinsky,  Wilmot;  Grant 
D.  Bullock,  Inwood,  Iowa; 
Kenneth  P.  Curris,  Britton; 
Oswald  P.  Erickson,  Lem- 
mon; John  M.  Hermanson, 


Valley  Springs;  B.  F.  King, 
Aberdeen;  Dagfinn  Lie,  Web- 
ster; Edward  E.  Mueller, 
Custer,  and  Floyd  U.  Sebring, 
Martin. 

Lincesed  by  examination 
were: 

Theodore  H.  Sattler  and 
David  J.  Tschetter,  Yankton; 
Lawrence  D.  Amick,  Millers- 
burg,  Iowa;  John  W.  Aspaas, 
Dell  Rapids;  George  L.  Bar- 
nett, Sioux  Falls;  James  V. 
Carroll,  Tyndall;  Edward  J. 
D’Arata,  New  Underwood; 
Edward  T.  Driscoll,  Water- 
town;  Wilbert  E.  Hieb,  Mar- 
ion; Henry  W.  Hogan,  Jr., 
Midland;  Fred  D.  Leigh, 
Huron;  Frederick  Rosenfeld, 
Philip;  Quinten  Scherman, 
Hoven,  and  William  D. 
Trumpe,  Fort  Meade. 


NEWS  NOTES 

The  South  Dakota  State 
Hospital  Association  will 
hold  its  fall  meeting  at  Yank- 
ton, starting  on  the  18th  of 
October.  Registrations  will 
be  made  at  noon  on  the  18th 
and  the  banquet  will  be  held 
at  the  Charles  Gurney  Hotel 
that  evening.  The  meetings 
will  continue  to  the  19th. 

The  Third  District  Medical 
Society  will  hold  a meeting 
on  October  16,  in  Redfield. 
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DR.  R.  E.  FRICKE 
TO  SPEAK 

Doctor  Robert  E.  Fricke, 
associate  professor  of  Ra- 
diology at  the  University  of 
Minnesota  Medical  school 
will  be  one  the  guest 
speakers  at  the  Cancer  Sym- 
posium which  will  be  held 
October  11,  12,  and  13  at  the 
coliseum  in  Sioux  Falls. 

Dr.  Fricke  was  born  in  Mil- 
waukee, Wisconsin  and  re- 
ceived his  A.B.  at  Johns  Hop- 
kins in  1916  and  his  M.D.  in 
1920.  He  was  a member  the 
staff  of  the  Howard  A.  Kelly 
hospital  from  1920  to  1927. 

Dr.  Fricke  is  a member  of 
the  American  Radium  So- 
ciety, American  Roentgen- 
Ray  Society,  Radiological 
Society  of  North  America, 
American  Therapeutic  So- 
ciety, Minnesota  Radiological 
Society,  Minnesota  State 
Medical  Association,  Dodge 
County  Medical  Society  and 
the  American  College  of 
Radiology. 


Prepayment  Committee 
Meets  in  Watertown 

The  Prepayment  Com- 
mittee of  the  South  Dakota 
State  Medical  Association 
met  in  Watertown  in  the 
Lincoln  Hotel,  Sunday,  Aug. 
8.  Those  present  were:  Mem- 
bers, Brown,  Mayer,  Sher- 
wood, Robbins  — Insurance 
men,  Stevenson,  Baker,  John- 
son, of  St.  Paul  Mercury,  and 
the  Executive  Secretary. 

H.  Russell  Brown,  Water- 
town,  presided  over  the  ses- 
sion and  discussed  the  report 
of  sales  from  the  beginning 
of  the  plan  on  February  12, 
1947  to  June  30,  1948.  The 
increase  in  loss  ratio  was 
pointed  out  showing  that  the 
insured  are  making  excellent 


use  of  their  coverage. 

The  Committee  then  dis- 
cussed the  possibility  of  sup- 
porting legislation  providing 
for  counties  and  municipali- 
ties to  make  pay  check  de- 
ductions for  insurance  pur- 
poses and  have  said  munici- 
palities and  counties  contri- 
bute to  the  cost  of  such  in- 
surance. 

The  Associated  Medical 
Care  Plan  — Blue  Cross  re- 
lationship was  discussed  and 
then  the  Committee  voted  to 
recommend  to  the  Council 
that  the  South  Dakota  State 
Medical  Association  support 
and  join  the  new  conference 
of  prepayment  insurance 
plans  which  will  be  formed 
in  St.  Louis,  November  27. 

The  remainder  of  the  meet- 
ing time  was  spent  on  discus- 
sion of  problem  cases  that 
have  come  up  in  the  insur- 
ance plan. 

The  meeting  adjourned  at 
6:00  P.M. 


National  P.  T.  A. 

Studies  Health 
In  4-Pt.  Program 

Of  interest  to  all  South 
Dakota  doctors  is  the  four 
point  program  of  the  Na- 
tional Congress  of  Parents 
and  Teachers.  Interesting  be- 
cause of  its  health  plank,  and 
vital  because  it  takes  in  and 
arouses  the  interest  of  many 
South  Dakota  laymen. 

Point  two  of  the  program 
is  health,  the  others  being 
School  Education,  World 
Understanding  and  Parent 
and  Family  Life  Education. 
The  introductory  paragraph 
under  the  health  plank  reads 
as  follows: 

“The  war  showed  us 
vividly  enough  the  effects  of 
our  negligence  in  this  de- 


partment of  life.  Adequate 
health  facilities  are  vital  to 
a nation  and  must  be  set  up 
speedily  wherever  they  are 
lacking.  Health  cannot  be 
slighted  without  disaster;  if 
we  are  to  have  a generation 
of  healthy  minds  that  will  be 
developed  in  healthy  bodies.” 
The  points  of  recommended 
activity  are  as  follows: 

1.  Cooperate  in  every  way 
possible  with  public  health 
departments  to  intensify  and 
expand  present  local  health 
services  and  facilities  and 
also  to  spread  sound  health 
information  throughout  the 
community. 

2.  Instill  in  students  and 
parents  an  understanding  of 
the  modern  changes  that 
have  taken  place  in  the  pro- 
fessions of  nursing,  dentistry, 
medicine  and  other  technical 
fields  of  health  service;  and 
point  out  to  them  the  ad- 
vantages of  training  for 
careers  in  the  field  of  health 
— not  only  to  relieve  per- 
sonnel shortages  but  to  gain 
personal  satisfaction,  eco- 
nomic and  social  security, 
and  a sense  of  service  to  man- 
kind. 

3.  Study  and  evaluate  com- 
munity provisions  for  mater- 
nal and  infant  care:  prenatal 
clinics,  hospital  and  nursing 
facilities,  well-baby  clinics, 
and  the  like;  and,  with  the 
counsel  of  the  local  health 
officer  or  department,  pro- 
mote action  to  expand  or 
augment  whatever  services 
are  necessary  to  safeguard 
the  physical  and  mental 
health  of  both  children  and 
adults. 

4.  Survey  community  pro- 
visions for  the  care  and  edu- 
cation of  all  exceptional 
children,  including  the  phys- 
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Cancer  Society  Executive 
To  Appear  in  Symposium 


ically  handicapped,  the  men- 
tally deficient,  the  emotion- 
ally troubled,  and  the  gifted; 
work  with  appropriate  agen- 
cies to  give  these  children 
the  special  training  they  re- 
quire to  attain  their  best  de- 
velopment; and  act  to  secure 
necessary  legislation  to  in- 
sure such  provisions  on  a 
state-wide  basis. 


Digitalis  Film 
Made  Available 
To  Districts 

Any  District  Medical  So- 
ciety desiring  a new  film  en- 
titled “The  Use  of  Digitalis 
in  Heart  Failure”  may  bor- 
row it  from  the  Wyeth  Inc. 
Film  Library,  1600  Arch 
Street,  Philadelphia  3,  Pa. 
The  film  is  the  work  of  the 
Department  of  Pharm- 
acology, Cornell  Medical  Col- 
lege, and  describes  recent 
clinical  and  laboratory  in- 
vestigations which  demon- 
strate the  use  of  digitalis 
glycoside. 

The  film  is  sixteen  milli- 
meter and  runs  about  thirty- 
five  minutes. 


ASSOCIATION  MEN 

ON  RADIO  PROGRAM 

Two  representatives  of  the 
South  Dakota  Medical  Asso- 
ciation appeared  on  a radio 
forum  on  KSOO,  Sioux 
Falls,  Suday  August  15,  dis- 
cussing “Is  Everyone  En- 
titled to  Adequate  Medical 
Care?”  Dr.  J.  A.  Nelson, 
president  of  the  Sioux  Falls 
District  Medical  Society  and 
John  C.  Foster,  State  Execu- 
tive Secretary  represented 
the  Association  on  the  panel. 
Other  members  were  a Mrs. 
Mosher  of  the  Minnehaha 
County  T.  B.  Association  and 
Mr.  Shaw,  Sioux  Falls  social 
worker. 


Dr.  Brewster  S.  Miller, 
assistant  director,  Profes- 
sional education  section,  of 
the  American  Cancer  Society 
will  be  one  of  the  speakers 
v/hen  the  Cancer  Symposium 
holds  its  meeting  here  in 
Sioux  Falls,  October  11,  12 
and  13. 

Dr.  Miller  will  speak  on, 
“The  American  Cancer  So- 
ciety and  the  Laity.” 

Dr.  Miller  was  born  in 
Winthrop,  Massachusetts, 
shortly  after  World  War  I. 
He  was  graduated  from  the 
College  of  Physicians  and 
Surgeons  at  Columbia  Uni- 
versity in  1944.  He  spent  his 
internship  at  the  Hartford 
Hospital  in  Hartford,  Con- 
necticut. 

At  the  Westfield  State 
Sanatorium  in  Westfield, 
Massachusetts,  Dr.  Miller 
took  his  residency  in  cancer 
surgery.  From  1946  to  1947 
he  was  a medical  officer  in 
the  Navy.  In  1948  he  became 
a Consultant  in  the  Division 
of  Biology  and  Medicine  at 
the  U.  S.  Atomic  Energy 
Commission  in  Washington, 
D.  C. 


THIRD  DISTRICT 
HOLDS  MEETING 

The  Third  District  Medical 
Society  met  at  the  Congrega- 
tional Church  in  Estelline, 
South  Dakota  Thursday, 
August  12,  1948. 

Doctor  John  R.  Hodgson, 
Mayo  clinic,  section  on  Ro- 
entgenolgy,  was  the  main 
speaker  for  the  evening.  Dr. 
Hodgson’s  topic  was,  “Radio- 
logy of  the  Gastro-intestinal 
tract.” 


DR.  SHAW 


ELECTED  CHAIRMAN 

Chairman  of  the  Sioux 
Valley  section  of  the  Amer- 
ican Chemical  Society  is  Dr. 
Edwin  H.  Shaw,  Jr.,  pro- 
fessor of  biochemistry  and 
head  of  that  department  at 
the  University  of  South  Da- 
kota. Professor  Shaw  was 
elected  to  the  post  of  chair- 
man at  the  May  meeting  of 
the  section  and  will  take  of- 
fice at  the  next  meeting 
which  will  be  at  the  Univer- 
sity in  October. 

The  American  Chemical 
society  is  composed  of  chem- 
ists working  in  industry, 
universities,  colleges  and 
high  schools.  The  Sioux 
valley  section  of  the  society 
includes  chemists  from  east- 
ern South  Dakota,  north- 
eastern Nebraska  and  north- 
western Iowa  in  its  member- 
ship, Professor  Shaw  said. 

Professor  Shaw  has  been 
on  the  staff  of  the  University 
since  1927  and  has  been  head 
of  the  department  of  bio- 
chemistry since  1935.  The 
biochemistry  department  has 
an  active  research  program 
which  has  produced  a num- 
ber of  papers  at  national 
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meetings  and  publications. 
One  of  the  newer  research 
projects  that  is  just  getting 
underway  in  this  department 
is  a search  for  new  vitamins 
that  might  be  important  in 
human  and  animal  nutrition. 
This  research  is  being  car- 
ried on  with  the  aid  of  a 
grant  of  federal  funds  re- 
cently awarded  to  the  de- 
partment. 

MISS  VAN  NATTEN 
JOINS  "U"  STAFF 

Added  to  the  staff  of  the 
School  of  Medicine  of  the 
State  University  on  July  1 
was  Miss  Cornelia  Van  Nat- 
ten,  formerly  of  Rochester, 
New  York,  as  medical  li- 
brarian, according  to  an  an- 
nouncement from  the  office 
of  President  I.  D.  Weeks. 

Dr.  Donald  Slaughter,  dean 
of  the  Medical  School, 
estimates  that  the  expanding 
medical  library  at  the  Uni- 
versity is  now  worth  approx- 
imately $100,000.  Because  of 
its  valuation,  importance  and 
constant  usage,  he  said  that 
it  was  found  necessary  to 
move  it  into  new  quarters  in 
the  University  library  build- 
ing and  employ  a separate 
medical  librarian  to  have 
charge  of  the  6,000  medical 
volumes  and  265  scientific 
journals  to  which  the  Med- 
ical School  subscribes.  Dr. 
R.  Perry  Elrod  of  the  School 
of  Medicine  is  chairman  of 
the  library  committee. 

Miss  Van  Natten  was  li- 
brarian in  charge  of  the  city 
of  Rochester’s  Academy  of 
Medicine  library  prior  to  be- 
coming librarian  for  the  Med- 
ical School  of  the  University. 
Her  experience  also  includes 
work  in  the  Cleveland  public 
library  and  in  the  library  of 
Cornell  university  at  Ithaca, 


New  York.  She  was  grad- 
uated with  a degree  in  li- 
brary science  from  Syracuse 
university. 


DR.  KARL  MEYER 
TO  SPEAK 

Dr.  Karl  Meyer,  professor 
of  Surgery  at  Northwestern 
Medical  school,  will  be  one 
of  the  Speakers  at  the  Can- 
cer Symposium  held  in  Sioux 
Falls  in  October. 


Dr.  Meyer  was  graduated 
from  the  University  of  Ill- 
inois Medical  School  in  1908 
and  then  interned  in  the 
Cook  County  Hospital  from 
1908  to  1910.  He  then  became 
associated  with  Dr.  D.  W. 
Basham  at  S.  Francis  Hos- 
pital in  Wichita,  Kansas.  In 
1913  he  became  Medical 
Superintendent  of  the  Cook 
County  Hospital  and  has  re- 
mained in  that  capacity  to 
date.  In  1913  he  began  his 
teaching  career  at  the  Uni- 
versity of  Illinois  becoming 
full  Professor  of  Surgery  in 
1926. 

That  same  year  he  resigned 
from  the  University  of  Ill- 
inois and  became  Associate 
Professor  of  Surgery  at 
Northwestern  University  and 
was  appointed  full  Professor 
of  Surgery  in  1945. 

He  is  a member  of  Alpha 
Omega  Alpha,  Sigma  Xi, 


Chicago  Surgical  Society, 
Western  Surgical  Associa- 
tion, Chicago  Medical  So- 
ciety, American  Medical  As- 
sociation, Institute  of  Med- 
icine of  Chicago,  American 
College  of  Surgeons  and  In- 
ternational Surgical  Society 
and  the  International  College 
of  Surgeons. 

Dr.  Meyer  was  elected  to 
the  Board  of  Trustees  of  the 
University  of  Illinois  in  1932 
and  has  held  that  post  since 
then. 

SEARCH  FOR 
NEW  VITAMINS 

A search  for  new  vitamins 
important  in  animal  and  hu- 
man nutrition  will  be  con- 
ducted in  the  Medical  school 
of  the  University  of  South 
Dakota  under  a grant  of 
money  from  the  United 
States  Public  Health  Service, 
it  was  announced  by  Dr. 
Donald  Slaughter,  dean  of 
the  school.  The  grant  of  $1,- 
600  is  for  the  period,  Septem- 
ber 1,  1948  to  August  31,  1949, 
he  said. 

Mrs.  Elaine  V.  Ordal,  form- 
erly on  the  staff  of  Sioux 
Falls  College,  will  join  the 
staff  of  the  University  Med- 
ical school  to  conduct  the  re- 
search under  the  direction  of 
Dr.  Keatha  K.  Krueger,  as- 
sistant in  the  department  of 
Biochemistry  which  is 
headed  by  Dr.  Edwin  H. 
Shaw,  Jr. 

In  the  quest  for  new  vit- 
amins, Dr.  Krueger  said  that 
the  research  workers  in  the 
Biochemistry  department 
will  use  a simple  form  of 
animal  life,  Paramecium  cau- 
datum,  which  is  an  animal 
micro-organism.  By  study- 
ing the  food  habits  and  nu- 
tritive needs  of  this  organ- 
ism, Dr.  Krueger  said  that  it 


— 365  — 


is  possible  to  discover  how 
changes  in  the  diet  will  af- 
fect the  growth  and  develop- 
ment of  the  organism. 

By  trial  and  error  com- 
bined with  a process  of  elim- 
ination, the  research  workers 
can  eventually  determine  if 
the  factors  affecting  growth 
of  the  organism  have  any 
characteristics  of  vitamins. 
Results  of  this  research  may 
be  applied  to  animals  and 
humans  later  on,  Dr.  Krue- 
ger stated.  She  added  that 
the  last  three  or  four  vit- 
amins discovered  were  the 
result  of  research  on  micro- 
organisms. 


DR.  CHARLES  JOHNSTON 
ON  CANCER  PROGRAM 

Dr.  Charles  G.  Johnston, 
professor  of  Surgery  at 
Wayne  University  in  Detroit, 
Michigan  will  be  on  the  Can- 
cer Symposium  to  be  held  in 
Sioux  Falls  October  11,  12 
and  13th. 

Dr.  Johnston  received  his 
B.S.  and  M.D.  from  the  Uni- 
versity of  Washington  in 
1926.  He  received  his  grad- 
uate training  as  an  instruc- 
tor in  Physiological  Chem- 
istry at  the  University  of 
Pennsylvania  and  was  house 
Physician  at  the  Presbyterian 
hospital  in  1929. 

At  the  present  time,  Dr. 
Johnston  is  professor  of  Sur- 
gery at  Wayne  University 
and  Director  of  Surgery  at 
the  Detroit  receiving  hos- 
pital. 

He  belongs  to  the  Amer- 
ican College  of  Surgeons, 
American  Surgery  Associa- 
tion, American  Diabetes  As- 
sociation, Central  Surgical 
Association,  Wayne  County 
Medical  Society  and  the  De- 
troit Surgical  Association. 


Colonel  DeCoursey  to  Speak 


in  Sioux  Falls 

Colonel  Elbert  De  Coursey, 
M.D.,  will  be  one  of  the 
speakers  on  the  Cancer  Sym- 
posium program  October  11, 
12  and  13. 

Colonel  De  Coursey  re- 
ceived his  M.D.  from  John 
Hopkins  University  in  1928 
and  graduated  from  the 
Army  medical  school  in  1929. 

Colonel  De  Coursey  is  a 
member  of  the  American 
Board  of  Pathology,  college 
of  American  Pathologists, 
American  College  of  Phys- 
icians, American  Society  of 
Clinical  Pathologists  and  a 
member  of  the  National 
board  of  Medical  Examiners. 

He  is  the  author  of  the 
book,  Atlas  of  Ophthalmic 
Pathology,  and  several  other 
scientific  articles.  He  re- 
ceived the  Legion  of  Merit 
Medal  from  the  U.  S.  Army 
in  1945. 


DR.  WILLIAMS 
ANNOUNCES  APPOINT- 
MENT 

Appointment  of  Wayne  F. 
Cameron,  M.D.  as  Surgical 
Resident  of  the  Rapid  City 
Medical  Center  was  an- 
nounced today  by  Dr.  F.  R. 
Williams,  Chief  of  Surgery. 

For  the  first  time  in  the 
annals  of  the  Northwestern 
Medical  School,  a Fellow  in 
Surgery  who  is  working  to- 
wards certification  by  the 
American  Board  of  Surgery 
has  been  permitted  to  take  a 
year’s  study  under  another 
Board  man  away  from  the 
University. 

This  innovation  in  the  Sur- 
gical Fellowship  program 


was  brought  about  between 
Dr.  Loyal  Davis,  Chairman 
of  the  Department  of  Sur- 
gery at  Northwestern  Med- 
ical School  and  Dr.  Williams 
who  is  an  alumnus  of  North- 
western, a Fellow  in  the 
American  College  of  Sur- 
geons and  a Diplomate  of  the 
American  Board  of  Surgery. 

Dr.  Cameron  who  begins 
his  one  year  Surgical  As- 
sistance ship  under  Dr.  Wil- 
liams received  his  B.A.  de- 
gree from  Stanford  and  M.D. 
degree  from  Northwestern. 
One  year  internship  was 
taken  at  Evanston  Hospital 
in  Evanston  followed  by  a 
three  months  residency  in 
Surgery  at  the  same  hospital. 

After  his  release  from  four 
years  service  in  the  Medical 
Corps  of  the  U.  S.  Army  with 
the  rank  of  Major,  Dr.  Cam- 
eron served  as  Research 
Fellow  and  Surgical  Fellow 
at  Northwestern  University 
and  as  Surgical  Resident  at 
Passavant  Hospital  in 
Chicago. 

Dr.  Cameron’s  wife  who 
is  a native  of  Cork,  Ireland 
is  also  an  M.D.  and  was  prac- 
ticing in  London  during  the 
Blitz.  They  have  one  child,  a 
girl,  one  year  old. 
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Farmer's  Aid  Corporation 
Settles  Accounts 

The  Farmer’s  Aid  Corpora- 
tion, which  functioned  in 
South  Dakota  for  several 
years  before  the  war,  settled 
its  final  accounts  on  August 
25. 

Assets  of  $6,553.37  were 
listed  and  the  Courts  allowed 
attorney’s  fees  and  trusties 
expenses  reducing  money  for 
distribution  to  $4,706.00.  The 
Medical  Associations’  share 
of  this  is  approximately  $2,- 
400.00. 

Waiviers  of  claim  to  in- 
dividual apportionment  have 
been  circulated  by  the  South 
Dakota  State  Medical  As- 
sociation and  were  presented 
to  the  court  by  the  Associa- 
tion’s executive -secretary, 
J.  C.  Foster. 


North  Dakota  Society 
Raises  Dues  in  1949 

The  news  letter  of  the 
North  Dakota  State  Medical 
Association  dated  July  7,  an- 
nounces that  the  dues  of  the 
Society  for  the  year  of  1949 
will  be  fifty  dollars.  This  is 
in  line  with  the  national 
trend  which  indicates  a 
greater  interest  in  the  func- 
tions of  the  Association  by  its 
members.  Many  of  the  med- 
ical organizations  have  raised 
their  dues  in  recent  years 
and  others  have  increased 
their  revenue  by  special 
assessments. 


IDLE  CHATTER 
Dr.  E.  R.  Priest,  a graduate 
of  the  University  of  Illinois 
is  now  associated  with  Dr. 
C.  E.  Lowe  at  Mobridge. 

The  Burke  Community 
Hospital  opened  around  Aug- 
ust 1st.  Miss  Jane  Hoffman, 
a Sioux  Valley  graduate  is 


the  new  Superintendent  in 
charge. 

Dr.  Quentin  Sherman  is 

now  practicing  at  Hoven, 
South  Dakota.  His  offices 
are  in  the  Holy  Infant  hos- 
pital there. 

Mr.  Lester  Heilman,  Phar- 
macist at  Eureka  Drug  Store 
was  married  the  week  of 
July  15th. 

The  South  Dakota  State 
Nurses  Association  meeting 
was  held  September  14 
through  the  18th  at  Aber- 
deen, South  Dakota. 


DR.  CHARLES  MARTIN 
GUEST  SPEAKER 

Doctor  Charles  L.  Martin 
of  Dallas,  Texas  will  be  one 
of  the  guest  speakers  who 
will  appear  on  the  Cancer 
Symposium  program  in  Oc- 
tober. 


Dr.  Martin  received  his 
E.  E.  from  the  University  of 
Texas  in  1914  and  his  M.D. 
from  Harvard  Medical  school 
in  1919.  He  was  associate 
professor  of  Radiology  at  the 
Baylor  Medical  School  from 
1925  to  1926  after  which  he 
became  Professor  of  Radi- 
ology at  Baylor  up  till  1942 
when  he  accepted  the  posi- 
tion of  Professor  of  Radiology 
at  the  Southwestern  Medical 
school  in  Dallas.  He  has  held 


this  position  up  to  the  present 
time. 

Doctor  Martin  has  been 
Secretary  of  the  American 
Roentgen  Ray  Society,  Vice 
President  of  the  American 
Roentgen  Ray  Society,  Presi- 
dent of  the  American  Rad- 
ium Society  and  Vice-Presi- 
dent of  the  American  College 
of  Radiology. 


Rectal  Carcinoma  io  be  Sub- 
ject of  R.  W.  McNealy's  Talk 

Dr.  R.  W.  McNealy  of 
Chicago  will  be  one  of  the 
speakers  at  the  Cancer  Sym- 
posium which  will  be  held  in 
Sioux  Falls  in  October. 

Dr.  McNealy  graduated 
from  the  University  of  Ill- 
inois Medical  School  in  1910. 
He  received  his  post-graduate 
work  in  Vienna,  Austria  in 
1913  and  since  that  time  has 
practiced  in  Chicago. 

He  is  the  Chief  Surgeon  at 
the  Wesley  Memorial  Hos- 
pital in  Chicago  and  Presi- 
dent of  the  Staff  and  attend- 
ing Surgeon  at  the  Cook 
County  Hospital.  Dr.  Mc- 
Nealy is  also  Associate  Pro- 
fessor of  Surgery  at  North- 
western University  Medical 
School. 

Dr.  McNealy  is  a member 
of  the  Illinois  Medical  So- 
ciety, American  College  of 
Surgeons,  International  Col- 
lege of  Surgeons,  Western 
Surgical  Association,  Amer- 
ican Medical  Association, 
U.  S.  Naval  Institute,  Chicago 
Surgical  Society,  and  the 
Mississippi  Valley  Medical 
Society. 

Dr.  McNealy  will  address 
the  Symposium  Wednesday 
afternoon,  October  13th. 
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Georgetown  University  Oncologist 
on  Cancer  Program 


Dr.  Murray  M.  Copeland,  a 
graduate  of  Oglethorpe  Uni- 
versity and  John  Hopkins 
Medical  school,  will  present 
a paper  at  the  Cancer  Sym- 
posium being  held  here  in 
October. 

Dr.  Copeland  has  had 
varied  and  extensive  grad- 
uate training  in  Surgery  and 
in  the  diagnosis,  treatment, 
and  investigative  work  in 
neoplastic  diseases  and  has 
completed  a four-year  resid- 
ency in  Surgery  at  the  Union 
Memorial  Hospital  in  Balti- 
more. 

He  was  a one  time  clinical 
fellow  for  sixteen  months  in 
Surgery  at  the  Mayo  Clinic 
in  Rochester,  Minnesota. 

Dr.  Copeland  was  instruc- 
tor in  Surgery  at  the  Johns 
Hopkins  University  Hospital 
and  Medical  school  from  1937 
to  1946,  except  for  Army 
duty. 

While  in  the  Army,  Dr. 
Copeland  served  three  years 
overseas,  beginning  his  tour 
of  duty  as  a Major,  Medical 
Corps,  in  the  Reserve  and 
was  promoted  to  Lieutenant 
Colonel  and  then  to  Colonel 
while  on  active  duty.  Dur- 
ing this  period  he  served  as 
Commanding  Officer  on  one 
of  the  two  Maryland  Units 
and  was  in  command  of  this 
Unit  when  he  returned  to  the 
United  States. 

Following  his  entry  into 
private  practice,  Dr.  Cope- 
land devoted  himself  to  the 
specialty  of  Oncology,  at- 
tending the  Out-Patient  On- 
cological Clinic  at  the  Uni- 
versity of  Maryland  Medical 
School  participating  in  the 
teaching  of  students.  He  was 


also  attending  Oncologist  at 
the  Baltimore  City  Hospitals. 


In  April  1947  he  was  ap- 
pointed as  Professor  of  On- 
cology at  the  Georgetown 
University  Medical  Center, 
Washington,  D.  C. 


ST.  LOUIS  SURGEON 
IS  SYMPOSIUM  SPEAKER 

Dr.  Ernest  Sachs,  Emeritus 
Professor  of  Clinical  Neu- 
rological Surgery  at  the 
Washington  University  of 
Medicine  at  Saint  Louis, 
Missouri  will  be  another  of 
the  noted  guest  speakers  to 
appear  at  the  Cancer  Sym- 
posium meeting. 

Dr.  Sachs  graduated  from 
Harvard  in  1900  and  received 
his  M.D.  from  Johns  Hopkins 
University  in  1904. 

He  has  been  connected 
with  the  Washington  Univer- 
sity School  of  Medicine  since 
1911  serving  as  associate  in 
Surgery,  then  Associate  Pro- 
fessor of  Clinical  Neu- 
rological Surgery.  In  1946, 
he  was  made  Emeritus  Pro- 
fessor of  Clinical  Neuro- 
logical Surgery. 

Dr.  Sachs  is  the  author  of 
two  books  and  author  of  over 
125  articles  on  subjects  of 
neurosurgical  interest. 


DIRECTOR  OF  TUMOR 
INSTITUTE  ON  PROGRAM 

Dr.  Max  Cutler,  Director 
of  the  Chicago  Tumor  In- 
stitute since  1938,  will  speak 
at  the  October  meeting  of  the 
Cancer  Symposium  which 
will  be  held  in  Sioux  Falls. 

Dr.  Cutler  received  his 
M.D.  from  John  Hopkins 
Medical  school  in  1922.  He 
served  as  resident  house  sur- 
geon at  John  Hopkins  in 
1922-23.  He  was  Instructor 
in  pathology  at  Cornell  Med- 
ical School  from  1924  to  1926. 
In  1938,  Dr.  Cutler  was  ap- 
pointed Director  of  the 
Chicago  Tumor  Institute. 

Dr.  Cutler  is  a member  of 
the  National  Advisory  Can- 
cer Council,  New  York  Acad- 
emy of  Medicine,  Chicago 
Institute  of  Medicine,  Amer- 
ican Radium  Society,  Amer- 
ican Association  for  Cancer 
Research  and  the  American 
Board  of  Radiology. 

DR.  C.  D.  CREEVY 
ON  PROGRAM 

Dr.  C.  D.  Creevy,  professor 
of  Urology  at  the  University 
of  Minnesota,  will  appear  on 
the  Cancer  Symposium  pro- 
gram October  11  through  the 
13th. 

He  received  his  M.D.  from 
the  University  of  Minnesota 
in  1926  and  interned  at  Lane 
Hospital  in  San  Francisco  in 
1927.  He  was  appointed  As- 
sistant Dean  of  the  Univer- 
sity of  Minnesota  Medical 
school  and  served  as  Director 
of  Urology  in  1936.  In  1941 
he  was  appointed  full  direc- 
tor of  Urology  at  the  Univer- 
sity of  Minnesota. 

Dr.  Creevy  is  a member  of 
the  Minnesota  Surgical  So- 
ciety, American  College  of 
Surgeons  and  the  American 
Medical  Association. 
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NEW  YORK  SURGEON 
ON  CANCER  PROGRAM 

“Diagnosis  and  Treatment 
of  Tumors  of  the  Mouth, 
Ascessory  Sinuses  and  Sal- 
ivary Glands”  will  be  the 
subject  of  the  address  that 
Dr.  Douglas  Quick  will  pre- 
sent at  the  Cancer  Sym- 
posium. 

Dr.  Quick  received  his 
M.D.  in  Canada  in  1914  and 
in  1934  he  obtained  his  cer- 
tification of  Radiology.  He  is 
attending  Surgeon  at  the 
Doctors  Hospital  in  New 
York,  visiting  consulting  Sur- 
geon at  Roosevelt  Hospital, 
Consulting  Surgeon  at  St. 
Luke’s  Hospital  in  Newburg, 
New  York  and  the  consulting 
Surgeon  at  the  Memorial 
Hospital  in  Morristown,  New 
Jersey. 


Dr.  Rhodes  io  Speak 
On  Outlook  of  Cancer 

The  “Outlook  of  Cancer” 
will  be  the  subject  of  Dr. 
C.  E.  Rhodes  address  to  the 
South  Dakota  Cancer  Society 
which  will  be  held  in  Sioux 
Falls  in  October. 

Dr.  Rhodes  received  his 
M.D.  at  Harvard  in  1924. 
Since  1940  he  has  been  direc- 
tor of  the  Memorial  Hospital 
for  the  Treatment  of  Cancer 
and  Allied  Diseases  in  New 
York  City.  He  served  as  a 
Colonel  in  World  War  II 
from  1943  to  1945. 

Dr.  Rhodes  is  the  author  of 
many  medical  articles  for 
professional  Journals  and  is 
a member  of  the  American 
Medical  Association,  Amer- 
ican Radium  Society,  Med- 
ical Society  of  the  State  of 
New  York,  and  a fellow  in 
the  American  College  of 
Physicians. 


Drs.  Perry  and  Sanders 
Buy  Airplane 

Drs.  E.  J.  Perry  and  Dr. 
M.  E.  Sanders  (Mrs.  Perry)  of 
Redfield,  South  Dakota  have 
purchased  a Stinson  Reliant 
airplane.  They  use  this  plane 
for  both  business  and  pleas- 
ure having  flown  to  the  AMA 
convention  in  Chicago  this 
year. 

Dr.  Sanders  learned  to  fly 
during  the  last  year  and  is  a 
fully  licensed  pilot  while 
Dr.  Perry  has  been  flying  for 
some  time. 


Mayo  Clinic  Pathologist 
On  Cancer  Program 

Dr.  John  McDonald  re- 
ceived his  education  in  Man- 
itoba, Canada  and  graduated 
from  the  University  of  Man- 
itoba in  1932.  He  was  cer- 
tified in  Clinical  Pathology 
and  Pathologic  Anatomy  in 
1937. 

Dr.  McDonald  will  appear 
on  the  Cancer  Sympsoium 
program  Monday  afternoon, 
October  11.  His  subject  will 
be:  “Pathology  of  Tumors  of 
the  Head  and  Neck.” 


DR.  JOHN  V.  GOODE 
ON  CANCER  PROGRAM 

Dr.  John  Goode  is  a grad- 
uate of  the  Johns  Hopkins 
Medical  School,  class  of  1925. 
At  the  present  time  he  is 
Professor  and  Chairman  of 
the  Department  of  Surgery 
at  the  Southwestern  Medical 
college  in  Dallas,  Texas. 

Dr.  Goode  will  appear  on 
the  Cancer  Symposium  Pro- 
gram Monday  morning  Oc- 
tober 12,  speaking  on  the, 
“Diagnosis  and  Treatment  of 
Neoplasms  of  the  Skin  and 
Fascia.” 


BOSTON  GYNECOLOGIST 
ON  PROGRAM 

Dr.  Joe  Meigs  of  Boston 
Massachusetts  will  speak  on 
the  Surgical  Treatment  for 
Cancer  of  the  Cervix  and 
Fundus  Uteri  at  the  October 
meeting  of  the  South  Dakota 
Cancer  Society. 

Dr.  Meigs  is  a graduate  of 
the  Harvard  Medical  school, 
class  of  1919.  He  has  prac- 
ticed medicine  in  Massachu- 
setts since  that  time  and  is 
now  Clinical  Professor  of 
Gynecology  at  the  Harvard 
Medical  School. 

Dr.  Meigs  is  a member  of 
the  American  Surgian  As- 
sociation, American  Gyneco- 
logical Society,  American  So- 
ciety of  Obstetricians,  Gyne- 
cologists and  Abdominal  Sur- 
geons, New  England  Surgical 
Society,  and  a Diplomate  of 
the  American  Board  of  Sur- 
gery and  of  the  American 
Board  of  Gynecology  and 
Obstetrics. 

Minneapolis  Surgeon 
To  Address  Cancer  Socieiy 

Dr.  Thomas  J.  Kinselia  of 
Minneapolis  will  be  one  of 
the  speakers  at  the  Cancer 
symposium  to  be  held  in 
Sioux  Falls  in  October.  He 
will  speak  on  the  Treatment 
of  Pulmonary  and  Med- 
iastinal Tumors. 

Dr.  Kinselia  graduated 
from  the  University  of  Minn- 
esota Medical  School  in  1919 
and  received  his  interne 
training  at  the  Minneapolis 
General  Hospital  from  1919- 
20. 

He  has  served  as  past  presi- 
dent of  the  Hennepin 
County  Medical  Society, 
President  of  the  Minneapolis 
Surgical  Society,  President  of 
the  Minnesota  Surgical  So- 
ciety, and  President  of  the 
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Minnesota  Trudeau  Society. 

Dr.  Kinselia  is  a member 
of  the  Alumni  Association  of 
Mayo  Foundation,  American 
Association  for  Thoracis  Sur- 
gery, American  College  of 
Chest  Physicians,  American 
College  of  Surgeons,  Amer- 
ican Medical  Association, 
Hennepin  County  Medical 
Society,  Minneapolis  Acad- 
emy of  Medicine,  Minn- 
eapolis Surgical  Society, 
Minnesota  Academy  of  Med- 
icine, Minnesota  State  His- 
torical Society,  Minnesota 
Medical  Association,  Minn- 
esota Surgical  Society  and 
the  National  Tuberculosis  As- 
sociation. 

DR.  E.  D.  BAYRD 
CANCER  SPEAKER 

“Lymphomas”  will  be  the 
subject  of  Dr.  E.  D.  Bayrd’s 
address  when  he  appears  at 
the  Cancer  Symposium  in 
Sioux  Falls  Monday  morning 
October  12. 

Dr.  Bayrd  graduated  from 
Harvard  Medical  school  in 
1942  and  served  his  interne- 
ship  at  St.  Luke’s  hospital  in 
Chicago.  He  is  a Fellow  in 
Tropical  Medicine  and  Par- 
asitology, Tulane,  1943-44; 
Fellow  in  Medicine  at  the 
Mayo  Foundation  in  Roches- 
ter, Minnesota. 

At  the  present  time  Dr. 
Bayrd  is  connected  with  the 
Department  of  Medicine  at 
the  Mayo  Clinic  in  Rochester. 

NEW  YORK  SURGEON 
TO  ADDRESS  SYMPOSIUM 

Dr.  William  Crawford 
White  of  New  York  will 
speak  on,  “Malignancies  of 
the  Breast,”  at  the  Cancer 
Symposium  which  will  be 
held  in  Sioux  Falls  October 
11th  through  the  13th. 

Dr.  White  received  his 


M.D.  from  Columbia  Univer- 
sity in  1912  and  in  1913  was 
appointed  professor  of  Sur- 
gery at  Columbia. 

He  is  a Fellow  of  the  Amer- 
ican College  of  Surgeons, 
Member  of  the  American 
Surgical  Association, 
Founder  of  the  American 
Board  of  Surgery,  and  a 
former  director  of  the  Amer- 
ican Cancer  Society. 


DR.  HENRY  MARBLE 
WILL  BE  SPEAKER 

Dr.  Henry  Marble,  consult- 
ing surgeon  for  the  Mas- 
sachusetts General  Hospital 
and  Faulkner  Hospital,  will 
address  the  Cancer  Sym- 
posium in  Sioux  Falls  Oc- 
tober 13.  His  subject  will  be 
on  the  Treatment  of  Bone 
Tumors. 

Dr.  Marble  was  graduated 
from  the  Harvard  Medical 
school  in  1910  and  is  a mem- 
ber of  the  American  Associa- 
tion for  Surgery  of  Trauma, 
Boston  Surgical  Society,  Mas- 
sachusetts Medical  Society 
and  the  American  College  of 
Surgeons. 


Cancer  Consultant 

To  Address  Symposium 

Dr.  Robert  L.  Cherry,  a 
graduate  of  the  University  of 
Texas  Medical  school,  will 
speak  at  the  Cancer  Sym- 
posium in  Sioux  Falls  Oc- 
tober 11. 

During  World  War  II,  Dr. 
Cherry  served  as  Com- 
municable Disease  Officer  in 
the  North  Africa  and  Italian 
sectors. 

He  is  a member  of  the 
American  Medical  Associa- 
tion, Texas  Public  Health 
Association,  Texas  Medical 
Association,  Columbian  Pub- 
lic Health  Association,  and  a 


Fellow  of  the  American  Pub- 
lic Health  Association. 

Dr.  Cherry  is  Senior  Sur- 
geon of  the  United  States 
Public  Health  Service  and  is 
a Cancer  Control  Consultant 
for  the  United  States  Public 
Health  Service. 


DR.  HELWIG  ON 
CANCER  PROGRAM 

Dr.  F.  C.  Helwig,  Clinical 
professor  of  Pathology  and 
Oncology  at  the  University 
of  Kansas  Medical  school  will 
speak  on  “Thyroid  Tumors” 
at  the  Cancer  symposium  in 
October. 

Dr.  Helwig  graduated  from 
the  University  of  Kansas 
Medical  school  in  1922  and 
took  his  postgraduate  work 
in  Pathology  in  Berlin  in 
1923. 

He  is  a member  of  the 
American  Medical  Associa- 
tion, Kansas  State  Medical 
Society,  American  Society 
for  Clinical  Pathologists, 
American  Board  of  Path- 
ology and  the  College  of 
American  Pathologists. 

CANCER  SYMPOSIUM  TO 
HEAR  DR.  JACKSON 

Dr.  Arnold  S.  Jackson,  As- 
sociate Editor  of  the  Journal 
of  d:he  International  College 
of  Surgeons,  will  address  the 
Cancer  Symposium  in  Sioux 
Falls,  October  11. 

Dr.  Jackson  was  graduated 
from  the  College  of  Phys- 
icians and  Surgeons,  Colum- 
bia University  in  1919  and 
received  his  M.S.  in  Surgery 
at  the  University  of  Minn- 
esota in  1922. 

Dr.  Jackson  is  a member 
of  the  Dane  County  Medical 
Society,  Wisconsin  State 
Medical  Society,  American 
College  of  Surgeons  and  the 
Wisconsin  Surgical  Society. 
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The  South  Dakota  Journal 
of  Medicine  and  Pharmacy 


Has  made  arrangements  through  its  Jour- 
nal to  secure  MEDICINE  OF  THE  YEAR  for 
those  of  its  members  who  wish  to  subscribe. 
MEDICINE  OF  THE  YEAR  is  an  annual  re- 
view of  medical  progress  which  will  appear 
as  a supplement  to  the  Journal  early  in  1949. 
It  will  be  a descriptive  and  analytical  account 
of  progress  in  medical  science  and  practice 
during  the  preceding  year  presented  in  a 
practical,  useful,  and  informative  manner, 
particularly  as  it  relates  to  the  everyday  prac- 
tice of  general  medicine  and  the  specialties. 

The  editorial  management  is  under  the 
direction  of  Dr.  John  B.  Youmans,  Dean, 
College  of  Medicine,  University  of  Illinois. 
The  principal  contributors  and  their  subjects 
are  the  following  well  known  medical  educa- 
tors and  writers: 

Internal  Medicine  — Dr.  Hugh  J.  Morgan, 

Professor  of  Medicine,  Vanderbili  Uni- 
versity, Nashville,  Tennessee. 

Obstetrics  — Dr.  Frank  Whitacre,  Pro- 
fessor of  Obstetrics  and  Gynecology, 
Memphis,  Tennessee. 

Pediatrics  — Dr.  Henry  G.  Poncher,  Pro- 


fessor of  Pediatrics,  University  of  Illinois, 
Chicago,  Illinois. 

Surgery  — Dr.  Warren  H.  Cole,  Professor 
of  Surgery,  University  of  Illinois, 
Chicago,  Illinois. 

These  men  will  have  associated  with  them 
an  equally  competent  and  distinguished  group 
of  authors  in  special  fields. 

This  annual  review  of  medical  progress 
is  being  offered  to  members  of  state  medical 
societies  and  subscribers  to  state  medical 
journals.  Of  the  subscription  price  your  As- 
sociation will  retain  a part  to  defray  any  costs 
associated  with  the  announcement  of  this 
service  and  the  handling  of  subscriptions.  In 
order  to  secure  this  service,  subscriptions 
from  approximately  one-third  of  our  mem- 
bers and  subscribers  is  required.  Because  of 
the  short  time  available,  subscriptions  must 
be  entered  promptly.  DO  NOT  DELAY. 
Send  in  the  coupon  below,  or  write  directly, 
sending  check  or  money  order.  If  an  in- 
sufficient number  of  subscriptions  is  obtained, 
no  obligation  will  be  incurred  and  your 
money  will  be  refunded.  ACT  NOW. 


South  Dakota  State  Medical  Association 
300  First  National  Bank  Building 
Sioux  Falls,  South  Dakota 

Please  enter  my  subscription  to  MEDICINE  OF  THE  YEAR,  an  annual  review  of 
medical  progress,  to  be  issued  as  a supplement  to  the 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE  AND  PHARMACY 

It  is  my  understanding  that  if  the  number  of  subscriptions  is  insufficient  to  warrant 
publication,  I incur  no  obligation  and  my  money  will  be  refunded. 

Name  1 ~ 

Address  

Subscription  Price  $1.60 
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The  Responsibility  of  the  Practicing  Physician 

for  Diabetes  Detection 

By  the  Committee  on  Diabetes  Detection,  Howard  F.  Root,  Chairman 
81  Bay  State  Road,  Boston,  Massachusetts 


The  discovery  and  treatment  of  diabetes 
mellitus  at  an  early  stage  demand  the  atten- 
tion of  all  practicing  physicians.  Failure  to 
discover  and  treat  diabetes  early  result  in 
preventable  disabilities  and  impairments  of 
health.  In  the  Diabetes  Exhibit  at  the  Annual 
Meeting  of  the  American  Medical  Association 
held  in  Chicago  in  June,  1948,  it  was  shown 
that  the  mortality  rate  for  diabetics  first  seen 
when  a complication  had  occurred  was  three 
times  the  rate  for  diabetics  first  seen  earlier 
and  before  impairments  had  developed.  Act- 
ually the  future  for  the  diabetic  patient  under 
modern  medical  treatment  is  brighter  and 
more  hopeful  today  than  ever  before. 

In  1929,  Dr.  George  H.  Bigelow  and  Dr. 
Herbert  Lombard  began  a study  of  chronic 
disease  in  Massachusetts  which  led  to  the  pub- 
lication of  statistics  showing  that  the  number 
of  diabetic  patients  in  Massachusetts  was  far 
higher  than  had  been  heretofore  thought. 
In  1935,  a National  Health  Survey  was  con- 
ducted which  confirmed  these  figures.  In  Ox- 
ford, Massachusetts  results  of  a survey  by  the 
United  States  Public  Health  Service  indicates 
that  at  least  a million  undiagnosed  diabetics 
exist  in  the  United  States  and  Canada. 

District  and  state  medical  societies  now 
have  the  opportunity  to  take  the  lead  in  the 
fight  against  diabetes  in  response  to  an  appeal 
to  the  practicing  physicians  of  the  United 
States,  presently  being  made  by  the  Com- 
mittee on  Diabetes  Detection  of  the  American 
Diabetes  Association.  This  committee  was  ap- 
pointed by  Dr.  Charles  H.  Best,  President,  at 
the  Annual  Meeting  in  June,  1948.  Plans  are 
being  formulated  for  National  Diabetes  Week 
December  6 to  12,  1948. 

As  a first  step  in  a full-scale  attack  on  dia- 
betes, eighth  among  the  leading  causes  of 
death,  a medical  society  should  appoint  its 
committee  on  diabetes.  The  National  Com- 
mittee on  Diabetes  detection  stands  ready  to 
assist  local  committees  in  their  work.  Already 


the  Committee  is  preparing  material  contain- 
ing information  on  diabetes  for  use  by  the 
physician  in  his  own  town.  These  materials 
include  programs  for  medical  meetings,  radio 
broadcasts  and  spot  radio  announcements  for 
use  by  city  and  county  medical  societies,  and 
suggestions  for  cooperation  with  local  hos- 
pitals toward  the  control  of  diabetes. 

The  Committees  on  Post-Graduate  Instruc- 
tion in  State  and  County  societies  should  plan 
instruction  and  demonstrations  in  diabetes  in 
county  meetings  this  fall.  Also,  Hospital  staff 
meetings  should  provide  a place  on  their  pro- 
gram for  diabetes.  Committees  on  Public  Re- 
lations and  Public  Information  should  plan 
meetings  for  instruction  of  laymen,  including 
patients,  their  families,  and  all  others  inter- 
ested. 

Women  too,  have  an  important  role  to  play 
in  the  fight  to  control  diabetes.  It  is  signi- 
ficant that  among  women,  diabetes  is  more 
frequent  than  among  men.  It  is  desirable  to 
enlist  the  aid  of  women’s  organizations, 
especially  the  women’s  auxiliaries  of  the  med- 
ical societies,  as  an  adjunct  to  the  program 
planned  by  medical  societies. 

Already  a number  of  local  diabetes  associa- 
tions affiliated  with  the  American  Diabetes 
Association  have  been  formed.  More  such 
associations  composed  of  physicians  are 
needed.  With  the  cooperation  of  the  phys- 
icians within  their  area  these  associations 
have  accepted  the  challenge  and  will  strive 
to  find  and  treat  the  million  hidden  diabetics. 
Associations  will  be  assisted  by  the  American 
Diabetes  Association  in  attaining  such  ob- 
jectives as:  more  graduate  courses  in  diabetes 
for  physicians;  providing  better  laboratory 
services;  and  helping  with  instruction  for 
patients.  Now  is  the  time  for  action  — will 
the  practicing  physician  seize  this  opportun- 
ity for  progress  in  an  all-important  field  or 
will  he  prefer  to  surrender  to  others  his  res- 
ponsibility for  diabetes  detection  and  treat- 
ment? 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


WARNING  ON  NEMBUTAL 
SUPPOSITORIES 

The  Abbott  Laboratories,  of  North  Chicago, 
Illinois,  and  the  Federal  Security  Agency’s 
Food  and  Drug  Administration,  issued 
a joint  warning  to  physicians,  hospitals, 
wholesale  and  retail  druggists,  and  con- 
sumers, that  some  Nembutal  Suppositories 
manufactured  before  October  1947  contain 
from  40  to  223  % of  the  labeled  amount  of 
Nembutal. 

Analyses  by  the  firm  and  the  Government 
show  that  most  of  the  suppositories  are  of 
the  declared  strength,  but  variations  caused 
by  manufacturing  difficulties  which  have 
now  been  corrected  have  been  found  in  a 
number  of  different  codes. 

The  variation  was  first  called  to  the  firm’s 
attention  in  October  1947,  when  a physician 
of  Eagle  Pass,  Texas,  reported  that  two  3- 
year  old  children  slept  24  and  36  hours  in  a 
hospital  following  the  administration  of  a 
suppository  to  each.  Abbott  Laboratories  re- 
called the  code  involved  from  its  branch  ware- 
houses in  November  1947. 

Another  complaint  was  addressed  to  the 
firm  in  January  1948,  by  a physician  of  Forest 
Hills,  New  York,  who  reported  that  a child 
to  whom  a Nembutal  Suppository  was  given 
required  emergency  treatment.  The  code 
number  involved  in  this  case  is  not  known. 
No  fatalities  or  permanent  injuries  have  been 
reported. 

On  January  16,  1948,  the  manufacturer  sent 
a special  bulletin  to  all  of  its  salesmen 
throughout  the  United  States  asking  them  to 
pick  up  immediately  one  grain  and  one-half 
grain  suppositories  produced  before  the  date 
on  which  the  factory  revised  its  manufactur- 
ing procedures. 

The  Food  and  Drug  Administration  learned 
of  the  incident  only  recently  when  an  in- 
spector, during  a routine  visit  to  a hospital, 
found  out  about  Abbott  Laboratories’  recall 


program.  Spot  checks  have  shown  that  small 
amounts  of  the  code  involved  in  the  complaint 
and  other  codes  manufactured  at  about  the 
same  time  are  still  on  the  market  and  in  the 
hands  of  consumers.  The  Food  and  Drug  Ad- 
ministration and  the  Abbott  Laboratories  are, 
therefore,  recalling  from  the  market  all  codes 
manufactured  before  October  1947. 

Any  stocks  of  Nembutal  Suppositories  bear- 
ing the  code  Number  710  T 292  or  any  smaller 
code  number  should  be  returned  to  the  Ab- 
bott Laboratories,  North  Chicago,  Illinois. 
Suppositories  with  larger  numbers  or  without 
the  letter  T in  the  code  number  are  not  being 
recalled. 


NEWS  ITEMS 

Mr.  A.  A.  Jarrati,  former  president  of  the 
South  Dakota  Pharmaceutical  Association, 
has  sold  his  interest  in  the  drug  store  at  Col- 
man,  South  Dakota  to  Mrs.  Mildred  C.  Jarrall, 
a Registered  Pharmacist.  Mrs.  Jarratt  and 
her  husband  E.  A.  Jarratt  will  operate  the 
business  as  partners,  using  the  name  Jarratt 
and  Company,  as  in  the  past.  Mrs.  Mildred 
Jarratt  has  been  an  instructor  at  the  Division 
of  Pharmacy,  in  Brookings,  for  the  past 
several  years.  She  resigned  this  spring  to  go 
into  business  with  her  husband  at  Colman. 

It  is  reported  that  Pharmacist  Waldo  A. 
Speirs  of  Aberdeen  has  purchased  the  Law- 
ler Drug  Store  in  Milbank  from  the  widow 
of  Frank  M.  Lawler  who  died  late  in  February 
of  this  year.  Mrs.  Lawler  has  continued  to 
operate  the  pharmacy  since  her  husband’s 
death  with  the  assistance  of  registered  phar- 
macist help. 

J.  E.  McDonnell  is  the  new  pharmacist 
manager  of  the  Corner  Drug  Store  at  Tyndall 
replacing  L.  F.  Chladek  who  continued  to 
manage  the  drug  store  after  he  had  sold  it  to 
Mr.  A1  Petersen.  Mr.  McDonnell  came  to 
Tyndall  from  Milbank  where  he  had  been 
in  charge  of  the  Lawler  Drug  Store. 
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Norman  B.  Porter  is  back  on  duty  at  the 
Vilas  Drug  Company  in  Pierre  after  an  ex- 
tended vacation  during  the  asthma  season. 

Two  of  South  Dakota’s  newly  registered 
pharmacists  have  applied  for  reciprocal  regis- 
tration to  the  State  of  Arizona.  They  are, 
Leland  D.  Pratt  whose  home  is  at  Yuma, 
Arizona  and  Albert  F.  Boi,  of  Marshall,  Minn- 
esota. Both  of  these  young  men  are  now  em- 
ployed in  retail  professional  pharmacies  in 
Yuma,  Arizona. 

Inspector,  Walter  McCurdy,  reports  that  his 
daughter  Mercedes  and  her  family  have 
moved  from  Canby,  Minnesota  to  Yakima, 
Washington  where  his  son-in-law  is  to  be 
in  charge  of  a large  co-operative  creamery 
and  dairy  products  manufacturing  plant.  This 
is  a continuation  of  the  work  he  has  done  at 
Canby  except  on  a much  larger  scale. 

Floyd  M.  Cornwell  and  Bliss  C.  Wilson  and 
their  wives  motored  to  San  Francisco  early 
last  month  to  attend  the  annual  convention 
of  the  American  Pharmaceutical  Association 
which  was  held  during  the  week  of  August 
9 to  13.  The  west  trip  was  made  via  Salt  Lake 
City  and  Reno  the  return  trip  via  Portland, 
Boise  and  Yellowstone  Park.  It  was  a hurried 
trip  from  daylight  until  dark  each  day,  but 
enjoyable  because  none  of  them  had  ever 
been  west  of  the  Black  Hills  before.  Floyd 
was  the  official  delegate  from  South  Dakota 
to  the  American  Pharmaceutical  Association 
and  Secretary  Wilson  attended  the  annual 
meetings  of  the  National  Association  of 
Boards  of  Pharmacy  and  the  National  Con- 
ference of  State  Pharmaceutical  Association 
Secretaries. 

A series  of  drug  store  break-ins  during  the 
month  of  August,  in  the  northeastern  part  of 
the  state,  indicated  that  the  offenders  were  in 
search  of  narcotic  drugs.  Minor  loses  were  re- 
ported. The  complete  stock  of  all  narcotics 
should  be  keep  under  lock  and  key  at  all 
times  to  discourage  such  practice  by  addicts. 

The  Alexandria  Herald  has  been  awarded 
the  printing  of  the  1948  Proceedings  of  the 
South  Dakota  Pharmaceutical  Association. 
The  copy  was  delivered  to  Mr.  L.  Fred  Hart 
at  Alexandria  on  July  30.  We  hope  to  have 
the  annuals  ready  for  mailing  within  a short 
time. 

Mr.  and  Mrs.  Thomas  P.  Mills  of  Huron  an- 
nounced the  birth  of  a son,  Robert  Kendall 
(future  pharmacist)  on  July  17,  1948.  Dad  is 


employed  in  the  Wheeler  Drug  Store  and 
Mom,  the  former  Marie  LaCraft,  is  a graduate 
of  the  Division  of  Pharmacy  at  State  College 
and  will  be  eligible  to  complete  her  examina- 
tions for  licensure  as  a pharmacist  next  sum- 
mer. Congratulations.  We  trust  Robert  Ken- 
dall Mills  will  carry  on  the  profession  of 
pharmacy  into  the  twenty-first  century. 

President  Roger  Eastman  and  Past-Presi- 
dent Richard  Kendall  are  to  be  the  official 
delegates  from  the  S.  D.  Ph.  A.  to  the  Golden 
Anniversary  Convention  of  the  National  As- 
sociation of  Retail  Druggists  to  be  held  at 
Atlantic  City,  October  12  to  16. 

It  has  been  reported  that  the  son  of  Jack 
Sturdevant,  Druggist  of  Buffalo,  South  Da- 
kota was  stricken  with  polio,  during  the 
month  of  August. 


EBERT  PRIZE  WINNER 

Skillful  research  on  methods  for  preparing 
drug  solutions  for  use  in  the  eye  has  gained 
the  1948  Ebert  Prize  for  Harry  W.  Hind  of 
San  Francisco.  The  award  was  made  by  the 
American  Pharmaceutical  Association  at  its 
annual  convention.  Mr.  Hind,  a practicing 
pharmacist  and  co-owner  of  the  Barnes-Hind 
Laboratories,  received  his  professional  educa- 
tion at  the  University  of  California  College 
of  Pharmacy. 

Frank  M.  Goyan,  assistant  professor  of 
chemistry  at  the  University  of  California 
College  of  Pharmacy,  was  Mr.  Hind’s  col- 
laborator in  the  research.  He  received  the 
special  recognition  of  honorable  mention  for 
his  contribution  to  the  investigations. 

These  researchers  recognized  the  problem 
of  chemical  stability  and  other  complex  ques- 
tions that  have  arisen  concerning  the  deli- 
cately adjusted  solutions  prescribed  by 
ophthalmologists.  They  undertook  a basic 
study  to  develop  more  satisfactory  solutions 
and  throw  new  light  on  the  inter-related  fac- 
tors encountered  by  the  pharmacist  in  pro- 
viding such  prescriptions  that  will  be  stable 
over  a period  of  time,  non-irritating  to  the 
delicate  eye  tissues,  and  at  the  same  time 
have  the  exact  drug  action  desired  by  the 
physician. 

As  recipient  of  the  Ebert  Prize  Medal,  Mr. 
Hind  joins  a group  of  distinguished  phar- 
macists who  have  been  thus  honored  for  out- 
standing work  since  the  award  was  estab- 
lished in  1873. 
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The  Importance  of  Organized  Activities 
in  the  Retail  Drug  Field* 

By:  P.  P.  Sletlerdahl,  Associate  Editor,  N.A.R.D.  Journal 


The  annual  drug  store  sales  are  now  more 
than  two  and  a half  times  higher  in  dollars 
than  they  were  in  1939.  The  volume  of  the 
average  pharmacy  in  the  last  eighteen  years 
has  increased  from  $22,000  to  $55,000.  Off- 
hand the  casual  student  of  the  figures  might 
conclude  that  the  drug  store  owners  enjoy 
unusual  prosperity.  He  would  be  in  error. 
The  pharmacy  overhead  climbed  along  with 
the  volume  of  business  and  the  result  was 
deep  slashes  in  the  gross  income. 

Dr.  John  W.  Dargavel,  Executive  Secretary 
of  the  National  Association  of  Retail  Drug- 
gists, in  a statement  published  in  a recent 
issue  of  the  N.A.R.D.  Journal  declared  that 
refusals  of  numerous  manufacturers  to  re- 
vise their  discounts  had  jeopardized  the 
economic  stability  of  the  drug  store.  He  in- 
sists that  the  discounts  of  the  majority  of  the 
manufacturers  are  more  reflective  of  con- 
ditions of  a decade  ago  than  they  are  of  to- 
day. “The  retail  druggists  now  have  the 
figures  on  individual  operations  of  last  year.” 
Dr.  Dargavel  said.  “They  show  that  the  net 
profits  were  low  to  a hazardous  point.  They 
were  close  to  zero  in  many  cases  even  with 
record  sales.  The  figures  further  divulge  that 
the  margins  of  the  majority  of  the  manufac- 
turers were  out  of  line  with  drug  store  over- 
head. The  retail  druggists  were  unable  to 
mesh  the  discounts  with  the  added  costs 
which  inflation  had  forced  upon  them.  It  re- 
quired nothing  more  than  elementary  arith- 
metic to  forecast  the  consequences  of  the 
lopsided  situation.” 

Numerous  efforts  were  made  last  year  to 
persuade  the  manufacturers  to  help  counter- 
act the  effects  of  overhead  increases.  Some 
of  them  responded  with  additions  to  the  mar- 
gins on  their  products.  Others  manifested 
deceptive  sympathy  toward  the  retail  drug- 
gists. One  segment  of  the  manufacturers  was 
downright  arrogant  in  refusals  to  discuss  dis- 
counts. 

The  retail  druggists  continue  to  be  pushed 
towards  the  corner  of  bankruptcy.  The  mar- 
gins they  still  have  to  work  with  average  too 


low  to  insure  the  net  profits  they  must  have 
to  survive  the  uncertainties  of  economic 
fluctuations.  It  is  compulsory  to  fight  for 
modifications  of  the  discounts. 

The  greatest  development  to  insure  the 
economic  stability  of  the  drug  store  was  Fair 
Trade.  The  protective  legislation  is  of  such 
importance  that  it  is  compulsory  for  us  to 
have  an  extensive  familiarity  with  it.  Sur- 
veys reveal  to  us  that  only  a small  number 
of  persons  in  the  drug  field  have  a compre- 
hensive knowledge  of  Fair  Trade.  Therefore 
it  seems  appropriate  for  me  to  discuss  it  at 
length. 

Soon  after  the  first  world  war  a serious 
menace  to  the  survival  of  small  business  took 
shape.  It  was  in  the  form  of  a retailer  with 
a deceptive  sales  plan.  He  relied  on  the 
ignorance  of  the  public  to  make  high  profits 
on  products  of  poor  quality. 

Here  is  how  the  deceptive  sales  plan 
worked: 

A retailer  advertised  quality  articles  iden- 
tified by  popular  brand  names.  The  con- 
sumers were  unaware  they  were  “bait.”  They 
saw  only  the  obvious  bargains.  It  never 
entered  their  minds  that  the  advertised  prices 
were  less  than  the  retailer  had  to  pay  for  the 
quality  products.  The  consumers  furthermore 
thought  that  everything  the  retailer  sold  was 
in  line  with  the  featured  goods.  It  seemed 
logical  to  them.  They  were  familiar  with  the 
advertised  articles.  It  was  ridiculous  to  think 
anyone  was  crazy  enough  to  offer  the  public 
such  products  for  less  than  they  cost. 

The  obvious  bargains  attracted  droves  of 
customers.  The  predatory  retailer  was  pre- 
pared for  them.  The  clerks  had  been  instruc- 
ted in  the  technique  to  follow.  Displays  had 
been  arranged  to  focus  the  eyes  of  the  cus- 
tomers on  goods  other  than  popular  products. 
Nothing  was  visible  that  might  divert  atten- 
tion to  the  advertised  bargains.  The  un- 

* (Published  above  is  a portion  of  the  address  of 
Mr.  Sletterdahl  as  delivered  before  the  Sixty- 
Second  Annual  Convention  of  the  South  Dakota 
Pharmaceutical  Association.) 
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scrupulous  retailer  was  indeed  prepared  for 
the  customer. 

One  of  the  customers  asked  a clerk  for  one 
of  the  products  included  in  the  “bait.”  The 
salesgirl  proceeds  to  tell  him  about  a sub- 
stitute she  hands  him  from  a nearby  table. 
He  insists  that  he  prefers  the  advertised  item. 
The  clerk  sells  it  to  him  for  twenty-three 
cents  less  than  it  cost  the  predatory  retailer. 
Then  he  sees  three  other  articles  of  interest 
to  him.  He  buys  them  despite  the  fact  that  he 
knew  little  or  nothing  about  them.  The 
chances  are  he  had  never  heard  of  their  brand 
names.  He  perhaps  takes  for  granted  they 
are  also  quality  products.  The  trickery  he 
had  unwittingly  fallen  for  brought  the  re- 
tailer total  profit  of  $3.79  though  there  was  a 
sales  loss  of  twenty-three  cents  on  the  first 
item. 

A woman  looks  around  for  a certain  tooth 
powder.  She  knew  it  was  excellent.  It  was 
an  item  of  the  highest  quality.  The  retailer 
had  advertised  the  tooth  powder  for  nine 
cents,  six  cents  less  than  it  cost  him.  The 
drug  store  of  the  neighborhood  in  which  she 
lived  sold  it  for  twenty  cents.  She  figured 
she  would  save  eleven  cents  on  a single  can 
of  the  tooth  powder.  So  she  took  two  of  them. 
She  was  twenty-two  cents  to  the  good.  But 
the  woman  tarried  long  enough  to  be  induced 
to  make  several  additional  purchases.  She 
bought  a brush  for  ninty  cents,  worth  thirty 
cents;  a bottle  of  hand  lotion  for  forty  cents 
that  cost  the  unscruplous  retailer  fifteen 
cents,  and  a box  of  medicated  soap  for  one 
dollar  and  thirty  cents,  worth  sixty  cents.  She 
could  have  procured  products  of  identical  or 
even  better  quality  elsewhere  for  one  dollar 
and  forty-five  cents  less  than  she  paid.  The 
trickery  of  the  phoney  bargains  fleeced  the 
woman  in  the  amount  of  one  dollar  and 
twenty-three  cents.  The  predatory  retailer 
had  counted  on  it  to  enable  him  to  make 
handsome  profits  on  sale  of  articles  that  the 
customer  knew  little  or  nothing  about.  It  is 
obvious  he  would  have  been  forced  to  drop 
the  “bait”  selling  method  had  the  people  con- 
fined their  purchases  to  the  popular  products 
he  advertised  at  prices  less  than  they  cost 
him. 

The  deceptive  sales  plan  spread  over  the 
country.  Prominent  leaders  of  business  pro- 
tested to  the  users  of  the  scheme.  They  argued 


that  it  was  in  violation  of  the  rules  of  decency. 
They  pointed  to  the  reliance  of  the  consumers 
on  the  integrity  of  the  merchants  and,  in  con- 
nection with  it,  they  stressed  that  it  was 
wrong  to  betray  the  confidence  of  the  public 
through  phoney  bargains.  Their  efforts  were 
in  vain. 

The  manufacturers  of  the  quality  articles 
misused  for  “bait”  in  dishonest  sales  activities 
also  objected  in  sharp  language.  They  saw 
the  consequences  to  them  and  the  consumers. 
The  trickery  of  slashes  in  the  prices  of  popular 
products  identified  by  trade  marks  tended  to 
push  the  manufacturers  of  the  quality  articles 
towards  ruination. 

It  was  a foregone  conclusion  that  the  re- 
tailer must  make  profits  to  continue  in  bus- 
iness. Cut-throat  competition  that  slices 
prices  on  popular  products  to  the  point  they 
become  less  than  they  cost  created  a destruc- 
tive situation  for  the  manufacturers  of  the 
quality  articles. 

The  regular  dealers  would  come  to  refuse 
to  handle  them.  Nobody  with,  an  ounce  of 
sense  would  blame  them.  The  retailer  to  con- 
tinue in  business  must  devote  intensive  sales 
activities  to  products  salable  at  prices  with 
margins  of  sufficient  size  to  cover  overhead 
expenses  plus  an  additional  amount  to  give 
him  an  adequate  income.  Cut-throat  competi- 
tion in  the  form  of  the  “bait”  sales  plan  com- 
pelled the  regular  dealers  to  refuse  to  stock 
popular  products  they  could  dispose  of  only 
at  prices  less  than  cost.  Thereby  quality 
articles  were  penalized.  Before  long  they 
would  cease  to  be  available.  Then  there  would 
be  a revival  of  bygone  marketplace  devoid  of 
brand  names  to  measure  quality.  The  result 
would  be  contrary  to  the  welfare  of  the  con- 
sumers. The  possibilities  disturbed  the  manu- 
facturers of  popular  products.  They,  too,  tried 
to  cope  with  the  deceptive  sales  plan.  Their 
efforts,  also  were  in  vain.  It  became  obvious 
that  more  effective  corrective  action  was 
necessary.  There  seemed  to  be  only  one 
course  left  to  follow.  It  called  for  a law  in 
every  state  to  provide  additional  protection 
for  the  consumers.  California  was  the  first  to 
enact  such  a law.  It  was  called  the  Fair  Trade 
Act.  One  state  and  then  another  adopted  a 
similar  law  to  make  a total  of  forty-five  with 
it  in  effect  at  the  present  time. 

I am  asked  many  questions  about  Fair 
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Trade.  They  evidence  considerable  confusion 
on  many  points  of  the  protective  legislation. 
I have  selected  the  more  common  questions 
to  answer  in  plain  language. 

What  is  the  Fair  Trade  Act?  It  is  a law 
that  makes  it  legal  for  manufacturers  of  pro- 
ducts identified  by  brand  names  to  decide  the 
lowest  prices  their  products  may  be  sold  for 
in  retail  stores.  The  purposes  of  the  law  are: 

1.  To  provide  protection  for  the  consumers 
against  the  trickery  of  the  “bait”  sales  plan; 

2.  To  bring  about  a lower  general  level  of 
retail  prices  for  quality  products;  3.  To  insure 
the  quality  of  products  identified  by  brand 
names;  4.  To  eliminate  cut-throat  competi- 
tion that  tends  towards  monopoly  through 
destruction  of  the  system  of  small  independ- 
ent retailers. 

Did  the  manufacturers  of  popular  products 
identified  by  trade  marks  originate  the  agita- 
tion for  the  Fair  Trade  Act? 

No.  The  small  independent  retailers  did. 
They  were  the  first  to  feel  the  effects  of  the 
cut-throat  competition  of  the  deceptive  sales 
plan  coupled  to  “bait”  in  the  form  of  quality 
products  advertised  to  the  public  at  prices 
lower  than  the  manufacturers  sold  them  for 
to  the  users  of  the  “bait”  sales  method.  It  be- 
came clear  to  the  small  independent  retailers 
that  they  lacked  capital  necessary  to  compete 
with  the  large  firms.  They  also  saw  that  once 
the  small  independent  retailers  had  been  des- 
troyed, the  large  firms  would  be  in  control  of 
the  marketplace  and  that  thereafter  the  con- 
sumers would  escape  the  inevitable  monopoly 
only  through  a revolution  in  the  direction  of 
Socialism. 

Is  it  compulsory  for  manufacturers  to  place 
minimum  retail  prices  on  their  products  to  do 
business  in  a state  with  a Fair  Trade  Act?  No. 
They  do  it  of  their  own  free  will  in  order  to 
procure  the  protection  the  law  affords  them. 
The  Fair  Trade  Act  enables  them  to  prevent 
injury  to  the  prestige  of  their  products 
through  misuse  as  “bait.”  Prior  to  enactment 
of  the  law  there  was  little  the  manufacturers 
could  do  to  overcome  the  harm  done  by  de- 
ceptive sales  activities  to  the  valuable  recogni- 
tion their  brand  names  enjoy.  Now  through 
a law  in  force  in  every  state  except  three 
they  can  safeguard  the  goodwill  they  have 
developed  for  their  products.  Justice  entitles 
them  to  that  protection  for  investments  in- 


volved in  trade  marks  of  popular  products. 
The  chances  are  it  took  many  years  of  effort 
and  large  sums  of  money  to  build  them  to 
the  point  of  general  acceptance  among  the 
consumers. 

What  assurances  is  there  that  the  manu- 
facturers of  popular  products  will  hold  their 
prices  down  to  a reasonable  level?  The  pres- 
sures of  legitimate  competition  take  care  of  it. 
Here  is  an  example  to  make  the  answer  clear. 
There  are  more  than  one  hundred  tooth 
pastes  identified  by  brand  names.  Manufac- 
turers unwise  enough  to  put  prices  on  them 
that  are  too  high  would  soon  discover  that 
most  of  the  consumers  have  changed  to  other 
tooth  pastes  available  at  lower  prices. 

Is  it  possible  for  the  manufacturers  of 
similar  products  to  come  together  in  an  agree- 
ment to  put  uniform  prices  on  them?  An 
agreement  of  that  kind  is  a violation  of  the 
Sherman  Anti-trust  Law.  It  is  a serious 
offense  against  the  common  welfare.  The 
Fair  Trade  Act  contains  nothing  to  give  pro- 
tection to  monopolistic  combinations. 

It  is  untrue  then  that  it  is  possible  to  fix 
prices  through  the  Fair  Trade  Act?  It  is  an 
absolute  falsehood.  Peddlers  of  the  lie  are 
either  ignorant  of  the  law  or  they  spread  it 
to  misguide  the  consumers.  How  can  it  be 
possible  to  fix  prices  with  legitimate  com- 
petition allowed  to  function  unobstructed? 
The  Fair  Trade  Act  applies  only  to  products 
identified  with  trade  marks.  They  must  also 
be  in  competition  with  other  similar  products. 
The  law  denies  the  protection  it  provides  to 
articles  minus  competition. 

How  have  prices  been  affected  by  the  Fair 
Trade  Act?  The  truth  is  that  the  law  has 
done  much  to  hold  prices  down.  A recent  re- 
liable survey  covered  7,334  drug  store  items 
provided  with  the  protection  of  Fair  Trade. 
It  shows  that  the  prices  on  4,377  items  re- 
mained unchanged  from  1929  into  1947.  Prices 
decreased  through  the  same  period  of  time 
on  697  items.  The  average  increase  in  the 
prices  on  the  7,334  items  from  1929  into  1947 
was  only  3.12%. 

Dr.  M.  S.  Mason,  a prominent  economist, 
declared  in  a recent  address  that  the  worst 
excesses  in  inflation  may  be  prevented 
through  Fair  Trade.  The  high  prices  that 
trouble  the  public  today  are  on  products  out- 
side the  area  of  Fair  Trade.  They  are  coupled 
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to  speculation  and  other  forces  such  as  greed. 
The  stable  prices  follow  the  level  of  Fair 
Trade. 

Has  the  Fair  Trade  Act  been  tested  in  the 
courts?  Yes,  it  has  been  found  to  be  con- 
stitutional in  every  case  it  has  been  tested. 
The  United  States  Supreme  Court  sustained 
the  Fair  Trade  Act  in  1936.  Justice  George 
Sutherland  said  in  the  statement  of  the  de- 
cisions: “There  is  a great  body  of  fact  and 
opinion  tending  to  show  that  price  cutting 
by  retail  dealers  is  not  only  injurious  to  the 
good  will  and  business  of  the  producer  and 
distributor  of  identified  goods,  but  injurious 
to  the  general  public  as  well.  The  evidence 
to  that  effect  is  voluminous.” 

It  is  important  from  a social  standpoint  to 
hold  fast  to  the  protection  of  Fair  Trade?  In- 
deed it  is.  Fair  Trade  belongs  to  the  way  of 
life  we  have  in  the  United  States.  Fair  Trade 
provides  protection  for  the  consumers  against 
harmful  business  practices.  Fair  Trade  brings 
about  a lower  general  level  of  retail  prices 
on  quality  products.  It  does  much  to  elimin- 
ate cut-throat  competition  that  contributes 
to  the  growth  of  monopoly  through  destruc- 
tion of  the  system  of  independent  small  bus- 
iness. Fair  Trade  is  the  public  interest.  It  is 
important  from  the  standpoint  of  the  com- 
mon welfare  for  the  consumers  to  oppose  the 
efforts  made  to  destroy  it.  Nothing  must  be 
allowed  to  persuade  them  to  turn  against 
Fair  Trade. 

I wish  to  drive  home  the  fact  that  Fair 
Trade  is  coupled  to  the  welfare  of  the  nation 
through  the  contributions  it  makes  to  the 
preservation  of  small  business. 

Only  seven  percent  of  the  people  in  the 
world  live  in  the  United  States.  Yet  we  pro- 
duce as  much  wealth  as  the  rest  of  the  world 
combined.  More  than  a billion  people  look  to 
us  for  food  and  clothes  and  other  necessaries. 
The  United  States  to  them  is  Paradise. 

Thomas  Jefferson  was  a stalwart  champion 
of  small  business.  He  believed  it  was  essential 
to  the  common  welfare.  He  was  convinced 
that  progress  was  coupled  to  small  business. 
Thomas  Jefferson  held  fast  to  the  belief  in 
the  debates  of  the  Constitutional  Convention 
held  at  Philadelphia  in  1787.  James  Madison 
joined  with  him  to  make  certain  of  conditions 
that  served  to  stimulate  the  growth  of  small 
business.  Small  business  grew  with  the  na- 


tion. It  was  a major  factor  in  the  onward 
march  of  the  young  republic.  Small  business 
made  possible  the  development  of  the  United 
States.  It  provided  the  opportunities  in 
abundance.  It  stimulated  individual  initia- 
tive, and  with  the  sureties  of  liberty  it  be- 
came the  mightiest  builder  in  the  history  of 
the  world. 

Today  plotters  of  revolution  are  out  to 
smash  everything  that  was  born  of  liberty. 
They  are  the  tools  of  the  gangsters  with  head- 
quarters in  the  Kremlin  of  Moscow.  The  con- 
spirators are  determined  to  destroy  the  funda- 
mental institutions  of  freedom.  They  know 
they  must  wreck  them  before  they  can  trans- 
plant Communism  in  the  United  States.  One 
of  the  fundamental  institutions  of  freedom 
they  strive  to  tear  down  is  small  business.  It 
is  plain  to  them  that  they  can  go  nowhere 
while  small  business  is  strong.  They  under- 
stand the  power  of  three  million  storekeepers. 
The  plotters  of  revolution  will  leave  nothing 
undone  to  destroy  small  business. 

The  United  States  will  continue  to  be  a 
land  of  liberty  only  as  long  as  small  business 
enjoys  conditions  that  enable  it  to  prosper. 
We  will  lose  the  glorious  privileges  of  free- 
dom we  now  have  soon  after  small  business 
has  ceased  to  be  strong. 

It  follows  then  that  it  is  a patriotic  duty 
for  us  to  do  everything  necessary  to  insure 
stability  to  small  business  in  the  United 
States. 

SUNBURN  CHART 
MOST  EFFECTIVE 

A “sunburn  chart”  by  which  Dr.  Warren 
D.  Kumler  and  Dr.  Troy  C.  Daniels  plotted 
the  most  effective  agents  for  protecting 
against  sunburn  was  displayed  at  the  con- 
vention of  the  American  Pharmaceutical  As- 
sociation. A certain  span  of  wave  lengths  of 
the  sun’s  radiation  were  found  by  the  phar- 
maceutical researchers  to  cause  sunburn. 

Dr.  Kumler  told  the  150  pharmacists  at- 
tending his  lecture,  “We  were  able  to  pre- 
pare compounds  which  are  theoretically  two 
to  eight  times  more  efficient  in  screening  out 
the  harmful  rays  than  are  other  preparations 
now  commonly  used.” 

The  “sunscreen  compounds”  developed  by 
the  two  San  Francisco  pharmaceutical 
workers  are  being  tested  at  present  but  are 
not  commercially  available. 
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G.  C.  Gross,  Associate  Professor  Pharmacology 
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Antihistaminic  Drugs  Compared: 

Dr.  Carl  E.  Arbesman,  writing  in  the  Jour- 
nal of  Allergy,*  has  conducted  comparative 
studies  of  several  antihistaminic  drugs.  The 
drugs  studied  were  Pyribenzamine,  Neoanter- 
gan, Hydryllin,  Neohetramine  and  Antistine./ 
Information  on  the  drugs  was  obtained  from 
their  use  in  a total  of  291  patients  with  ex- 
trinsic allergic  rhinitis  and/or  bronchial 
asthma.  In  these  studies  patients  might  be 
given  two  or  more  drugs  at  different  times, 
some  patients  having  received  as  many  as 
five  different  antihistaminic  agents.  Fifty  to 
100  mg.  doses  were  given  as  needed,  Neo- 
antergan,  Antistine  and  Neohetramine  usually 
being  given  in  100  mg.  doses,  Pyribenzamine 
in  50  mg.  doses  and  Hydryllin  in  doses  of  one 
or  two  tablets. : A patient  was  not  considered 
improved  unless  there  was  at  least  50  percent 
relief  of  symptoms. 

Studies  conducted  on  268  patients  with  ex- 
trinsic allergic  rhinitis  showed  that  Pyriben- 
zamine gave  more  relief  than  did  the  other 
drugs  studied.  Pyribenzamine  was  given  to 
133  patients  and  of  these,  106  or  80  percent 
showed  relief  of  symptoms.  Of  208  patients 
receiving  Neoantergan,  131  or  63  percent 
were  improved.  Hydryllin  relieved  56  per- 
cent of  86  patients,  Neohetramine  43  percent 
of  115,  and  Antistine  30  percent  of  67. 

In  extrinsic  bronchial  asthma,  a total  of 
100  patients  was  studied.  Hydryllin  was  the 
most  effective  of  the  drugs  studied.  Of  48 
patients  receiving  Hydryllin,  64  percent  were 
benefited. 

Pyribenzamine  was  beneficial  to  45  percent 
of  29  patients,  Neoantergan  to  43  percent  of 
69,  Antistine  to  36  percent  of  14  and  Neo- 
hetramine to  33  percent  of  27.  Pyribanzamine 
and  Hydryllin  were  given  to  18  patients  at 
different  times.  Hydryllin  was  more  effec- 
tive in  7 of  the  cases,  whereas  Pyribenzamine 
was  more  effective  in  5.  Neither  was  of  value 
in  6 patients. 

The  same  types  of  side  reactions  were  ob- 
served in  all  of  the  agents  studied,  the  in- 


cidence being  highest  with  Hydryllin  (35  per- 
cent) and  Neoantergan  (33  percent)  followed 
by  Pyribenzamine  (26  percent),  Neohetramine 
(16  percent)  and  Antistine  (14  percent).  The 
incidence  of  severe  side  effects  (severe  enough 
to  discontinue  the  drug)  was  highest  with 
Neoantergan  (16  percent)  and  Hydryllin  (14 
percent)  followed  by  Neohetramine  (9  per- 
cent), Antistine  (7.5  percent)  and  Pyriben- 
zamine (6.7  percent). 

Although  Neohetramine  and  Antistine  were 
not  as  effective  in  as  great  a percentage  of 
cases  as  Pyribenzamine  and  Neoantergan,  in 
many  instances  they  were  more  effective  in 
certain  patients.  Also,  the  incidence  of  side 
effects  was  least  with  these  two  drugs  and 
often  they  could  be  given  when  patients 
could  not  tolerate  Pyribenzamine,  Neoanter- 
gan, and  Hydryllin. 

Histamine  in  Migraine: 

A review  of  one  hundred  and  forty-four 
cases  of  migraine,  in  which  histamine  was 
used  in  treatment,  is  presented  by  Drs.  Macy 
and  Horton,  in  a recent  article  appearing  in 
the  Journal  of  the  American  Medical  Associa- 
tion.// In  these  cases,  the  histamine  was  ad- 
ministered either  subcutaneously,  intraven- 
ously, or  by  combined  intravenous  and  sub- 
cutaneous routes,  the  course  of  treatment  and 
dosage  varying  with  individual  cases.  Re- 
sponse to  the  histamine  therapy  was  judged 
by  comparison  of  the  frequency,  intensity  and 
duration  of  attacks  before  and  after  treat- 
ment. 

The  combined  intravenous-subcutaneous 
administration  was  found  to  be  the  most 
effective  method  of  therapy.  Seventy  to  85 
(Continued  on  Page  381) 

* Arbesman,  C.  E.:  Comparative  Studies  of  Several 
Antihistaminic  Drugs,  J.  Allergy  19:178  (May, 
1948). 

/ Pyribenzamine  and  Antistine,  Ciba  Pharmaceu- 
tical Products.  Inc. 

Neoantergan,  Merck  & Company.  Inc. 

Hydryllin,  G.  D.  Searle  & Company 
Neohetramine,  Nepera  Chemical  Company.  Inc. 
Distributed  by  Wyeth  Inc. 
t Each  tablet  of  Hydryllin  contains  25  mg.  of 
Diphenhydramine  and  100  mg.  of  Aminophyllin. 


— 379  — 


Reports  from  the  Washington  Representative  of  N.  A.  R.  D. 

by 

George  H.  Fraies 


WHAT  GOES  ON  HERE  — AT  RANDOM 

THE  RECENT  SURVEY  MADE  BY  THE 
FWDA  on  “How  High  Operating  Costs  Can 
be  Solved,”  brought  forth  the  statement 
"We  are  going  to  have  to  run  like  hell  to  stand 
still."  The  goal  is  to  do  everything  possible 
to  hold  sales  volume  where  it  is  and  not  let  it 
slip. 

I.  H.  BANDER,  VICE-PRESIDENT  OF  MC- 
KESSON & ROBBINS,  Inc.,  in  addressing  the 
Store  Modernization  Show  held  in  New  York 
City  said  “Retail  drug  stores  are  faced  with 
new  and  added  competition  which  can  be  off- 
set at  least  in  part  by  a more  productive 
presentation  of  merchandise  ....  One  of 
the  greatest  problems  facing  drug  stores  is 
that  of  the  need  of  more  intensive  mer- 
chandising and  better  use  of  space.”  While 
Uncle  Sam  is  working  for  an  overall  economy, 
individual  responsibility  towards  the  main- 
tenance of  the  economy  of  the  country  is  the 
important  and  vital  factor. 

SOME  NON-POLITICAL  ECONOMISTS 
have  come  up  with  cold  turkey  figures  on  just 
how  much  value  our  folding  money  has  to- 
day. A concise  resume  of  so  gloomy  a subject 
is  given  in  the  August  13  issue  of  the  U.  S. 
News  & World  Report.  The  price  roundup 
explains  in  terms  of  normal  1939  dollars,  how 
much  has  already  been  squeezed  out  of  every 
American  citizen’s  wages,  salary,  and  savings 
with  perhaps  worse  to  come.  Most  of  your 
dollar’s  anemia,  economists  are  pointing  out, 
shows  up  in  food  and  other  basic  items. 

THE  FOOD  AND  DRUG  ADMINISTRA- 
TION has  sent  out  notice  to  manufacturers 
of  CONGO  RED  SOLUTIONS  for  intraven- 
ous injections.  Deaths  and  adverse  reactions 
have  been  reported  following  its  use.  A 
sample  of  the  dye  used  in  the  manufacture  of 
the  ampuls  was  examined  and  found  to  con- 
tain free  color  acid  which  would  not  go  into 
solution  without  an  adjustment  of  the  pH. 
The  investigations  are  still  incomplete,  but 
it  appears  from  the  information  developed 
thus  far  that  it  is  imperative  that  manufac- 


turers of  Congo  Red  solutions  for  injection 
take  every  precaution  to  insure  that  the  free 
color  acid  is  not  present  in  the  ampuled  ma- 
terial. 

SELECTIVE  SERVICE.  Ages:  All  males 
born  after  August  30,  1922,  and  before  Sept. 
19,  1930.  Youths  born  after  September  19, 
1930,  will  register  on  their  18th  birthday  or 
within  five  days  thereafter.  World  War  II 
veterans  in  that  age  group  must  register,  al- 
though they  are  exempt  from  training  under 
specified  conditions.  Registration  dates: 
August  30  — September  18. 

The  District  of  Columbia  has  adopted  a 
plan  for  on-the-job  registration.  The  largest 
business  establishments  have  already  agreed 
to  register  their  employees  in  the  buildings 
in  which  they  work.  The  method  is  in  the 
blueprint  stage  but  may  even  include  “flying 
squadrons”  of  registrars,  who  will  travel  from 
place  to  place  signing  up  draftees. 

Drafted  men  are  to  be  given  20-day  grace 
and  some  officials  thing  it  will  take  at  least  60 
days  from  the  time  the  registration  starts 
on  August  30  to  process  the  registrants.  The 
first  men  called  up  will  not  actually  don  uni- 
forms before  November  1.  That  would  mean 
that  anyone  turning  26  in  the  next  80  days 
very  likely  will  escape  the  21-month  hitch 
prescribed  by  the  new  law  though  they  other- 
wise are  eligible  for  military  training.  About 
100,000  men  turn  26  each  month  but  they  are 
replaced  on  the  draft  rolls  by  an  equal  num- 
ber of  youths  reaching  19. 

ARMY  EXCHANGES  AND  SHIPS’  SERV- 
ICE STORES,  it  is  reported,  have  notified 
the  Bureau  of  Internal  Revenue  that  they 
will  not  collect  excise  taxes  as  of  July  1,  1948, 
thereby  terminating  a wartime  agreement 
suspending  such  collection.  The  military 
authorities  in  presenting  their  side  of  the 
question  have  submitted  briefs  to  Attorney 
General  Tom  C.  Clark  for  a ruling  on  the 
legal  aspects  of  this  question.  The  American 
Retail  Federation  has  asked  the  Attorney 
General  for  copies  of  these  briefs.  The  re- 
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quest  was  denied  but  the  ARF  was  asked  to 
make  a statement  of  their  own  on  the  subject, 
which  they  have  done. 

HAVE  YOU  PLANNED  TO  ATTEND  THE 
N.A.R.D.  GOLDEN  ANNIVERSARY  CON- 
VENTION, ATLANTIC  CITY,  — OCTOBER 
12  to  16  — HOTELS  AND  RATES  ON  PAGE 
1230  N.A.R.D.  JOURNAL  AUG.  2,  ISSUE. 

THE  80th  CONGRESS  was  our  first  post- 
war Congress,  and  it  faced  mountains  of 
problems.  It  was  a Congress  of  a different 
party  from  that  of  the  President.  During  de- 
pression days  a bewildered  Congress  took 
orders  straight  from  the  strong  man  in  the 
White  House.  But  the  United  States  Congress 
was  not  created  by  the  founding  fathers  to 
always  say  yes  to  the  Nation’s  President. 
Sometimes  the  interest  of  the  people  is  lost  in 
the  whim-and  fancy  of  a political  leader.  Per- 
haps that  is  why  the  founding  fathers  created 
the  three  branches  of  our  Government  as  they 
did:  the  legislative  to  pass  the  laws,  the  execu- 
tive to  carry  them  out,  and  the  judicial  to  pro- 
vide justice.  Knowing  these  things,  many 
persons  wondered  whether  Congress  would 
ever  regain  its  rightful  place.  The  80th  Con- 
gress said  “no”  to  the  President.  At  least 
four  major  bills  were  passed  over  the  veto  of 
the  President.  It  passed  more  than  1,000  bills. 
It  studied  and  acted  upon  nearly  30  major 
pieces  of  legislation.  Congress  held  stead- 
fastly to  its  announced  policy  not  to  consider 
general  routine  legislation  during  the  Special 
Session  July  26  — August  7.  Only  three  im- 
portant measures  were  acted  upon — . 

THE  1947  LILLY  DIGEST  REPORT  due 
to  be  published  shortly  shows  some  important 
facts  compiled  from  across  section  of  Retail 
Drug  Stores  all  over  the  United  States: 

1946  1947 

Gross  Margin  32.3%  32.3%  Same 

Operating  Ex.  27.7%  25.3%  Up  1.6% 

Net  Profit  8.6%  7.0%  Down  1.6% 

ANSWERS  DENYING  VIOLATION  of  the 
Robinson-Patman  Act  in  the  sale  of  candy 
and  confectionery  products  have  been  filed 
with  the  Federal  Trade  Commission  by  seven 
candy  manufacturers.  They  are: 

Wayne  Candies,  Inc.,  Fort  Wayne,  Ind.: 
Frosty  Nougat,  Buns,  Chop  Suey,  Tripple  Hit 
and  Flip  candy  bars. 

Melster  Candies,  Inc.,  Cambridge,  Wis.: 
Cherrie  Bar,  Swiss  Lunch,  Brown  Beauty, 


Club  House,  Ripley  Log,  Hot  Scotch,  Sunny 
Jim,  Nut  Lunch,  Melster  Nougat  and  Special 
candy  bars. 

Luden’s,  Inc.,  Reading,  Pa.:  5th  Avenue  Bar, 
Krimpy-Nut  Bar,  Bristol  Hard  Candies  and 
Luden’s  Cough  Drops. 

D.  L.  Clark  Co.,  Pittsburgh:  Clark  Bar,  Zag 
Nut  Bar,  Honest  Square  Bar  and  Winkle  Bar. 

The  Williamson  Candy  Co.,  Chicago, 
wholly-owned  subsidiary  of  General  Candy 
Corp.,  also  of  Chicago:  Oh  Henry,  Amos  N’- 
Andy  and  Long  Distance  candy  bars. 

The  Queen  Anne  Candy  Co.,  Hammond, 
Ind.:  Cream-O-Nut,  Fruit  & Nut,  Nut  Crunge, 
Nutty  Mello,  Aristocrat,  Almond  Toffee,  King 
Nut  Roll,  Kernel  Nut,  Queen  Ann,  Refresh 
Bar  and  Nut  Rolls  candy  bars. 

The  Switzer  Licorice  Co.,  St.  Louis:  Swit- 
zer’s Old  Fashioned  Licorice  Twist. 

Each  of  the  Commission’s  complaints 
against  these  firms  contains  four  counts, 
charging  discrimination  in  price,  allowances, 
services  and  facilities,  and  also  unlawful  pay- 
ment or  allowance  of  brokerage  fees.  The 
discriminations  are  alleged  to  have  been  made 
primarily  in  favor  of  concerns  which  sell 
through  VENDING  MACHINES. 


GROSS 

(Continued  from  Page  379) 
percent  of  patients  with  typical  migraine  and 
75  to  100  percent  of  patients  with  atypical 
migraine  showed  significant  improvement 
during  the  period  of  treatment  when  this 
method  of  therapy  was  used.  Intravenous 
administration  was  the  least  effective  method 
of  therapy.  Twenty-three  to  33  percent  of 
the  patients  showed  no  improvement  after 
therapy,  regardless  of  the  route  of  adminis- 
tration. It  appears  that  migrainous  attacks 
recurr  in  practically  all  patients  when  his- 
tamine therapy  is  discontinued.  Thus,  when 
histamine  therapy  was  decreased  below  a 
certain  level  or  stopped  entirely,  there  was  a 
recurrence  of  such  attacks  in  85  of  88  persons 
who  had  shown  improvement  during  therapy. 
The  3 remaining  patients  were  still  taking 
histamine. 

REFERENCE 

//Macy,  D.,  Jr.  and  Horton,  B.T.:  Treatment  of 
Migraine  with  Histamine,  J.A.M.A.  137:1110-1114 
(July  24,  1948). 
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Lyle  Hare,  M.D. 

South  Dakota’s  General  Practitioner  of  the  Year 


The  Council  of  the  South  Dakota  State 
Medical  Association  announces  the  selection 
of  Dr.  Lyle  Hare  of  Spearfish  as  general 
practitioner  of  the  year.  Dr.  Hare’s  outstand- 
ing years  of  practice  in  the  city  of  Spearfish 
brought  him  the  honor  in  competition  with 
nominations  from  five  other  districts  of  the 
State  Medical  Association. 

Dr.  Hare  was  born  in 
Cedar  Rapids,  Ne- 
braska, November  26, 

1885.  The  family 
moved  to  Hill  City, 

South  Dakota,  when 
he  was  four  years  old. 

There  Lyle  grew  up 
on  a small  cattle  farm, 
attending  school  there 
and  then  at  Spearfish 
Normal  graduating  in 
1907.  He  attended  the 
University  of  South 
Dakota  where  he  be- 
came one  of  the  out- 
standing fullbacks  in 
the  history  of  South 
Dakota  football,  at  one 
time  being  mentioned 
prominently  by  sev- 
eral sports  writers  for 
All  American  awards. 

He  was  All-Conference 
fullback  for  two  years 
and  also  was  a leader 
in  track  events  having  made  an  outstandnig 
record  at  the  Drake  Relays.  He  was  the  first 
graduate  of  the  two-year  medical  school  in 
the  University  of  South  Dakota  by  virtue  of 
a high  position  in  the  alphabetical  listing. 

Leaving  the  University  of  South  Dakota,  he 
attended  the  University  of  Illinois  School  of 
Medicine  for  the  last  two  years  graduating 
in  1911.  Following  graduation  he  took  his 
internship  at  the  University  Hospital  in 
Chicago. 

Because  of  his  intense  interest  in  athletics 
he  accepted  the  dual  position  of  football  coach 


at  Spearfish  Normal  and  school  physician 
while  also  setting  up  private  practice.  He 
coached  the  football  team  for  several  years 
and  them  gave  that  up,  but  remained  as 
school  physician  ever  since.  Although  reluc- 
tant to  talk  about  his  achievements  as  a foot- 
ball coach,  some  of  the  men  who  played  with 
him  and  also  those  who  played  on  teams  that 
he  coached  swear  that 
he  was  the  greatest 
coach  they  have  ever 
known  and  they  say 
that  had  he  decided  to 
take  up  coaching  as  a 
career  he  would  have 
been  as  emimently 
successful  as  he  has 
been  a doctor. 

Spearfish  Normal, 
which  now  has  the 
name  of  Black  Hills 
Teachers  College,  hon- 
ored Dr.  Hare  this 
month  by  making  the 
decision  to  name  the 
new  athletic  field 
“Lyle  Hare  Field.”  In 
1912  the  Home  Stake 
Mining  Company  ap- 
pointed Dr.  Hare  phys- 
ician for  their  em- 
ployees and  families 
living  in  Spearfish. 
When  the  timber 
operations  were  established  in  Spearfish,  he 
acted  in  the  same  capacity  for  them. 

He  has  been  a leader  in  civic  affairs  in  the 
little  town  of  Spearfish  and  served  as  mayor 
from  1922  through  1926.  During  these  years 
he  had  the  Community  Building  erected  and 
started  the  first  tourist  cabin  camp  in  Spear- 
fish, which  is  now  conceded  to  be  one  of  the 
finest  in  the  northwest. 

During  World  War  I,  Dr.  Hare  served  as  a 
First  Lieutenant  in  the  Medical  Corp,  part  of 
the  time  in  the  surgery  section  of  a base  hos- 
pital in  France.  In  the  second  World  War,  al- 
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though  well  over  the  age  for  active  participa- 
tion, he  became  a surgeon  to  the  300  cadets 
training  under  the  Army  Specialist  Training 
Program  at  Black  Hills  Teachers  College  and 
also  was  a member  of  the  Lawrence  County 
Selective  Service  Board  throughout  the  entire 
life  of  that  board.  At  the  same  time  his  own 
practice  increased  because  of  the  absence  of 
younger  men  during  the  war  years  and  he 
found  that  other  neighboring  communities, 
who  had  also  lost  physicians  to  the  service, 
demanded  his  time  and  energy. 

Dr.  Hare  has  been  a member  of  the  State 
Board  of  Health  and  the  State  Board  of  Med- 
ical Examiners  since  1939,  acting  as  president 
of  the  State  Board  of  Medical  Examiners  for 
the  past  several  years. 

When  the  writer  of  this  article  contacted 
Dr.  Hare  to  gather  information  for  presenta- 
tion to  the  American  Medical  Association,  the 
doctor’s  modesty  caused  numerous  inter- 
views with  his  friends  amongst  the  citizens  of 
Spearfish.  Their  praise  for  the  doctor  was  so 
lavish  that  putting  it  into  writing  is  most 
difficult.  One  man,  a Legionaire,  volunteered 
the  information  that  Dr.  Hare  had  been  a 
charter  member  of  the  Ralph  Toomey  Post 
#164  and  was  its  second  commander.  Another 
told  a story  to  the  effect  that  quite  recently 
a young  man  of  about  twenty-five  years  of 
age  walked  into  Dr.  Hare’s  office  and  handed 
the  doctor  a check  for  his  own  delivery 
twenty-five  years  earlier.  The  doctor  had 
neglected  to  send  a bill.  One  citizen  said  “I 
never  heard  anyone  say  anything  against 
him.”  Another  one  said  “When  people  as- 
sociated with  the  field  of  medical  practice, 
talk  about  Dr.  Hare  they  speak  of  him  as  ‘that 
doctor  in  the  Black  Hills  that  is  nearly  always 
right’  ”.  There  were  many  other  statements 
made  by  Spearfish  people,  but  one  of  the 
most  appropriate  remarks  was  one  made  by 
the  President  Emeritus  of  the  Teachers  Col- 
lege. He  said  “You  know,  Dr.  Hare  has  de- 
livered enough  babies  to  populate  the  entire 
town  of  Spearfish.”  When  Dr.  Hare  was  asked 
to  corroborate  this  statement  he  said  that  he 
imagined  that  this  was  pretty  nearly  true 
because  the  population  of  Spearfish  is  three 
thousand  and  he  had  delivered  over  three 
thousand  babies  in  his  37  years  of  practice. 
At  one  time  space  was  given  him  in  national 
magazines  because  he,  at  that  time,  had 


handled  over  2,500  cases  without  a maternal 
loss. 

Since  beginning  practice,  Dr.  Hare  has  be- 
longed to  the  Black  Hills  District  Medical 
Society  acting  as  its  president  and  secretary 
at  various  times,  and  has  also  been  a member 
of  the  South  Dakota  State  Medical  Associa- 
tion and  the  American  Medical  Association. 
He  is  on  the  staff  of  the  St.  Joseph’s  Hospital 
in  Deadwood,  Home  Stake  Mining  Company 
in  Lead,  and  the  John  Burns  Memorial  Hos- 
pital in  Belle  Fourche.  He  has  been  president 
and  vice-president  of  the  National  Founda- 
tion of  Infantile  Paralysis  for  Lawrence 
County.  He  is  a Congregationalist  belonging 
to  the  college  fraternity  Phi  Delta  Theta  and 
the  medical  fraternity  Nu  Sigma  Nu,  the 
American  Legion,  Masons,  and  other  groups. 

He  is  also,  according  to  his  cronies  in  Spear- 
fish, an  expert  trout  fisherman  and  in  the 
past  has  also  been  a better  than  fair  golfer. 
Dr.  Hare  was  married  to  Edna  Stone  in  1911, 
who  died  in  the  influenza  epidemic  in  1918. 
He  later  married  Hazel  Beckman  in  1925 
and  is  the  father  of  a daughter,  Dr.  Helen 
Jane  Hare,  who  is  now  a Diplomate  in  the 
American  Board  of  Dermatology  practicing 
in  Milwaukee,  Wisconsin. 

The  entire  South  Dakota  State  Medical 
Association  salutes  Dr.  Hare  and  offers  con- 
gratulations on  his  selection  as  the  family 
doctor  of  the  year. 


IN  NOVEMBER 
The 

Journal  Will 
Publish 

The  Constitution  £r  By-Laws 
of  the  South  Dakota  State 
Medical  Association 
as  a Supplement  to  the 
Regular  Issue 

Mitchell  Hospital  is  looking  for  a 
laboratory  technician.  Excellent  pay 
for  right  person. 
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The  Significance  of  Developments 
on  the  International  Front 

An  Address  by  Stuart  Haydon 

Washington  Editor,  Foreign  Correspondent,  Specialist  in  World  Affairs 


There  are  two  observations,  I think,  which 
must  be  made  before  attempting  to  view 
specific  developments  in  world  affairs.  First, 
any  people  are  bound  to  evaluate  all  happen- 
ings according  to  the  dictates  of  their  own 
teachings,  and  second,  any  people  are  bound 
to  view  their  interests  and  needs  as  para- 
mount. 

That  may  sound  like  a narrow  view  point, 
but  the  fundamental  reasoning  which  is  the 
basis  of  the  American  way  of  life  makes  our 
interests  and  our  teaching  the  very  things  for 
which  the  rest  of  the  world  gropes  in  their 
uninitiated  way. 

What  they  desire  are  the  end  products  of 
our  way  of  life,  without  taking  into  cog- 
nizance the  methods  and  privileges  of  re- 
sponsibility through  which  these  were 
legitimately  achieved. 

By  that  I mean,  that  in  the  normal  growth 
of  our  system  of  individual  enterprise  we 
have  developed  a way  of  life,  the  rewards  of 
which  are  the  greatest  personal  freedom  and 
the  greatest  property  rights  of  any  peoples  of 
the  world.  This  is  not  an  accident,  it  is  the 
development  of  an  expanding  national  life 
whose  only  restrictions  have  been  that  the 
goal  of  any  regulation  is  the  greatest  good  for 
the  greatest  number.  At  the  same  time,  none 
of  these  restrictions  can  abridge  the  privileges 
of  citizenship  as  contained  in  the  fundamental 
law  of  the  land. 

This  has  been  accomplished  because  the 
philosophy  of  our  fundamental  law  is  that 
the  control  of  the  government,  and  therefore 
essentially  our  way  of  life,  originates  from 
the  people.  Or,  to  put  it  another  way,  our 
government  exercises  its  power  as  coming 
from  the  broad  base  up,  rather  than  that  type 
of  government  which  stems  from  a pater- 
nalistic thesis,  the  top  down. 

However,  it  is  between  the  two  extremes — 
our  form  of  government  with  its  emphasis  on 
freedom  — and  the  Soviet  form-founded  on 
Dictatorship  that  we  find  the  wide  area  in 


which  the  larger  portion  of  the  world’s 
peoples  are  governed. 

It  is  well  to  remember  that  International 
Relations  are  conducted  by  governments — not 
peoples.  It  is  because  of  this  fact,  that  world 
affairs  seem  remote  from  participation  by  the 
average  individual.  However,  we  in  America 
can,  by  our  system  of  checks  and  balances, 
participate  as  individuals.  There  are  groups 
of  individuals  and  organizations  who  do  par- 
ticipate — and  who  do  have  great  influence 
in  the  formation  of  the  policy  of  our  govern- 
ment. 

This  has  grown  in  tremendous  proportions 
since  the  forming  of  the  United  Nations  and 
the  myriad  specialized  agencies  which  have 
come  into  being  with  it. 

This  is  because  we  can  participate  in  our 
government.  We  have  a foundation  and 
heritage  in  complete  freedom  of  the  in- 
dividual, that  our  government  functions  by 
and  through  our  consent  as  expressed  by  a 
majority  of  opinion.  We  recognize  our 
privileges  by  assuming  responsibility  to  the 
laws  of  our  land  — the  laws  of  our  own  mak- 
ing. 

In  other  words,  our  government  and  our 
traditions  are  no  hand-me-down  existence  as 
an  improvement  or  concession  under  a 
benevolently  enlighted  monarch  or  as  a re- 
vised form  of  an  existing  government. 

In  the  wider  area  of  the  world’s  people,  we 
find  governmental  forms  in  various  shades 
of  democratic  procedure,  but  nevertheless 
only  improvements  on  some  long  existing 
form. 

Then  the  far  extreme,  the  Soviet  Dictator- 
ship, founded  on  tyranny,  whose  traditions 
are  police  state  methods,  blood  baths,  con- 
tinued anarchy  and  suspicion.  If  theirs  was 
merely  an  economic  system  to  be  developed 
and  contained  within  their  own  lawful  bor- 
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ders,  they  could  live  with  the  rest  of  the 
world. 

But  that  is  not  the  true  form  of  their 
fundamental  process. 

In  other  words  — our  American  concept 
and  interest  seem  at  variance  with  two  other 
international  concepts.  We  are  at  diametric 
opposites  from  the  Russians  and  philoso- 
phically we  are  in  conflict  with  those  people 
whose  governments  are  socialistic  in  form  or 
partially  so. 

Now  why  is  this  observation  necessary  in 
order  to  view  the  happenings  on  the  inter- 
national front  which  concerns  you  gentlemen 
as  professional  men?  Because  it  affords  a 
way  to  evaluate  what  is  going  on  in  your 
particular  field  and  to  determine  how  each 
of  you  as  individuals  can  participate  in  your 
government’s  action  in  world  affairs. 

You  have  at  your  desks,  a copy  of  a recent 
Senate  report  on  the  United  States  Relations 
with  International  Organizations.  It  was  pre- 
pared by  a Sub-Committee  of  the  Senate 
Committee  on  Expenditures  in  the  Executive 
Departments.  You  will  find  that  it  brings  to- 
gether for  the  first  time,  a comprehensive 
listing  of  all  the  international  organizations 
in  which  this  government  participates. 

This  document  does  not  outline  in  great  de- 
tail the  functions  of  the  various  specialized 
agencies,  but  it  does  thread  them  together. 

It  will  show  you  what  it  is  costing  the 
American  taxpayers  to  maintain  these  mem- 
berships. Some  people  have  been  very  vocal 
in  wanting  to  stop  paying  these  tremendous 
millions  for  international  organizations, 
simply  because  we  do  not  always  get  our  own 
way  in  their  activities. 

This  hardly  seems  logical.  These  organiza- 
tions, it  is  true,  often  duplicate  the  work  of 
others  — and  are  frequently  dominated  by 
national  interests  not  exactly  as  we  would 
have  them,  but  that  is  no  reason  to  pick  up 
our  toys  and  go  home. 

We  are  just  beginning  to  learn  the  responsi- 
bilities of  a great  nation.  We  are  just  coming 
into  full  maturity  as  a world  leader.  We  have 
much  to  learn  of  the  way  to  go  about  these 
things  — and  to  fit  our  domestic  experience 
into  our  international  responsibilities. 

This  we  cannot  do  in  one  fell  swoop.  What 
we  can  and  must  do  is  to  continue  working 
and  presenting  facts  and  truths  within  the 


functions  and  recommendations  of  these  or- 
ganizations. 

Referring  again  for  a moment  to  this  Senate 
report,  you  will  find  a great  number  of 
specialized  agencies  and  commissions  about 
which  you  have  heard  little.  In  some  in- 
stances, their  importance  and  duplication  of 
activities  will  be  readjusted.  Only  recently, 
the  United  Nations  itself  has  complained 
about  the  growth  and  cost  of  these  agencies. 

But,  in  looking  over  the  whole  roster,  you 
will  find  there  are  agencies  and  commissions 
whose  objectives  are  to  work  along  the  road 
to  peace,  to  institute  policies  for  a form  of 
international  life  which  will  assure  peace 
and  the  products  of  peaceful  living  for  the 
people  of  the  world. 

Are  all  of  these  objectives  new  to  citizens 
of  this  nation? 

Certainly  not! 

All  these  things  have  been  our  national 
heritage  for  over  170  years. 

Earlier  I referred  to  the  fact  that  the  wider 
portion  of  the  world’s  people  are  groping,  in 
an  uninitiated  way,  toward  the  interests  and 
teachings  which  have  caused  the  United 
States  — in  a short  space  of  historical  time  — 
to  come  from  a frontier  wilderness  to  its 
present  position.  The  greater  portion  of  the 
world’s  people  want  to  enjoy  our  standards 
of  living  — our  freedom  of  life  and  the  bene- 
fits of  a truly  democratic  government. 

But  their  perspective  on  how  to  achieve 
this  is  dominated  by  their  own  traditions  and 
experiences — which  in  turn  must  be  analyzed 
and  readjusted  before  their  success  can  be 
assured. 

It  will  not  be  enough  for  us  to  say  that  we 
have  been  successful;  that  we  know  all  the 
ways  to  peace  and  a healthful  bountiful  life. 

What  we  must  say  is:  “We  have  accom- 
plished this  much,  this  is  why  we  did  it,  this 
is  how  we  did  it  and  this  is  how  it  can  fit  into 
and  improve  our  traditional  heritage,  what- 
ever it  be.” 

Is  it  not  the  basis  of  the  E.R.P.  that  the 
United  States  will  help  Europe  help  itself? 

Which  brings  us  to  the  International  Or- 
ganization with  which  you,  as  professional 
men  are  concerned  primarily  — the  World 
Health  Organization.  It  is  within  the  purview 
of  this  organization  that  all  matters  of  health 
and  medical  care  are  supposed  to  reside.  It 
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is  to  the  function  of  this  organization  that  all 
world  health  matters  are  supposed  to  be  re- 
ferred. 

Just  as  important  — it  should  be  the  func- 
tion of  this  organization  to  prevent  any  other 
agency  or  commission  getting  off  base  to  set 
up  procedures  that  are  in  the  field  of  pre- 
ventative and  curative  medicine.  This  does 
not  mean  that  activities  in  the  field  of  human 
physical  and  mental  rehabilitation,  care  of 
displaced  persons,  and  distribution  of  world 
food  should  not  be  carried  out  by  other 
specialized  agencies. 

The  W.  H.  O.,  however,  must  be  the  or- 
ganization which  will  prevent  the  institution 
by  other  agencies  of  systems  which  are  un- 
workable or  inefficient  or  policies  and  recom- 
mendations for  international  life  which  are 
contrary  to  the  successful  maintenance  of 
the  health  of  the  world.  This  will  not  always 
be  found  to  pertain  to  the  purely  scientific 
aspects  of  health  and  medical  care. 

I will  refer  in  a few  moments  to  a very 
dangerous  aspect  of  interference  which  is 
facing  medicine  on  both  the  domestic  and 
international  levels  — namely  socialized  med- 
icine, but  let  us  first  orient  ourselves  with  the 
organizational  structure  through  which  we 
must  proceed. 

Here  is  the  nub  of  the  World  Health  Or- 
ganization on  these  matters  as  they  are  ex- 
pressed in  Article  21  of  its  constitution: 

“The  Health  Assembly  shall  have  authority 
to  adopt  regulations  concerning: 

“(a)  sanitary  and  quarantine  requirements 
and  other  procedures  designed  to  prevent  the 
international  spread  of  disease; 

“(b)  nomenclatures  with  respect  to  diseases, 
causes  of  death  and  public  health  practices; 

“(c)  standands  with  respect  to  the  safety, 
purity  and  potency  of  biological,  pharmaceu- 
tical and  similar  products  moving  in  inter- 
national commerce; 

“(d)  advertising  and  labelling  of  biological, 
pharmaceutical  and  similar  products  moving 
in  international  commerce.” 

The  other  international  organization  which 
is  concerning  itself  with  medical  care  is  the 
International  Labor  Organization.  The  United 
States  is  a member  of  that  organization,  and 
has  contributed  information  and  experience 
in  labor  management  relations  which  have 
been  of  help  to  working  people  throughout 


the  world. 

It  is  intended  to,  and  it  is  commendable  that 
it  does,  bring  together  from  all  over  the  world, 
representatives  of  the  employer,  the  working- 
man and  government.  It  is  the  only  official 
international  organization  which  comes  from 
the  pre-war  period  practically  intact. 

As  you  know,  the  International  Labor  Or- 
ganization came  into  being  in  1919  as  an  organ 
of  the  League  of  Nations.  The  United  States 
never  joined  the  League  so  was  not  a mem- 
ber of  the  I.  L.  O.  until  1934.  Our  partici- 
pation was  vigorously  advocated  by  Miss 
Frances  Perkins,  then  Secretary  of  Labor. 
On  its  own  initiative,  this  country  had  long 
prior  adapted  the  primary  objectives  which 
the  I.  L.  O.  fostered,  namely,  improvement  in 
working  conditions,  wages,  hours  of  work, 
vacations  and  other  problems  of  labor- 
management  relationship. 

The  I.  L.  O.  was  interested  in  the  improve- 
ment of  working  conditions  through  the 
betterment  of  labor-management  relations, 
but  also  in  bringing  both  labor  and  manage- 
ment under  control  of  the  state. 

A guiding  factor  in  the  development  of  the 
International  Labor  Organization  was  the 
work  of  Albert  Thomas,  a French  Socialist, 
who  for  fifteen  years  travelled  throughout 
the  world  campaigning  for  support  of  his  ob- 
jectives. (He  died  in  1934.)  This  socialistic 
concept  still  predominates  in  the  thinking  of 
a number  of  member  states  of  the  I.  L.  O. 
A great  majority  of  the  member  states 
through  their  representation  on  the  Com- 
mittees of  Experts  continually  recommend 
broad  extensions  of  Social  Security. 

Is  this  not  evidence  that  the  socialist  con- 
cept is  dominant? 

Russia  is  not  a member,  but  presents  papers 
at  private  conferences  of  organizations  who 
have  influence  and  recognition  in  the  I.  L.  O. 

Time  does  not  permit  going  into  the  full 
ramifications  of  these  interweaving  and  in- 
terlocking influences  which  are  at  play.  These 
are  details  which,  I am  confident,  are  being 
studied  by  your  newly  formed  World  Medical 
Association. 

But,  we  will  review  here  one  major  illus- 
tration of  how  these  influences  are  working 
specifically. 

Last  October  the  International  Social 
Security  Association  held  its  Eighth  General 
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Meeting  in  Geneva.  As  experts  on  Social 
Security,  they  came  from  all  over  the  world. 
Arguments  and  papers  were  presented  as  ex- 
pressions of  how  far  social  security  should  be 
extended. 

Skipping  considerable  detail,  the  outcome 
which  concerns  you  has  two  points:  (1)  they 
determined  to  extend  social  security  in  a 
compulsory  form  — to  include  full  medical 
and  hospital  care;  (2)  they  would  create  an 
organization  of  experts  to  be  recognized  by 
the  International  Labor  Office. 

They  knew  there  would  be  wide  acceptance 
within  the  I.  L.  O.  because  they  would 
strengthen  and  foster  the  program  of  prin- 
ciples to  which  the  I.  L.  O.  has  already  com- 
mitted itself. 

Within  the  maze  of  organizational  hokus- 
pocus,  are  found  some  interesting,  and  to  say 
the  least,  mysterious  operations. 

Just  this  last  May,  at  Montreal,  the  Corres- 
pondence Committee  on  Social  Security  of 
the  I.  L.  O.,  held  a meeting,  out  of  which 
came  some  light  as  to  what  is  going  on. 

In  brief,  this  correspondence  Committee 
was  formed  for  the  efficient  functioning  of 
developments  in  that  field. 

Such  action  is  understandable  when  meet- 
ings are  held  only  several  times  a year,  and 
agendas  must  be  prepared. 

In  this  instance,  however,  here  are  two 
pertinent  provisions.  The  Inter-American 
Committee  on  Social  Security  and  the  Inter- 
national Social  Security  Association  should 
be  represented  by  two  members  each  of  their 
Executive  Committees.  The  ISSA  is  the  or- 
ganization which  we  have  seen  is  committed, 
as  is  the  I.  L.  O.,  to  compulsory  health  insur- 
ance. 

Another  provision  is  that  at  meetings  of 
the  Committee  of  Social  Security  Experts,  the 
United  Nations  and  the  World  Health  Organ- 
ization shall  be  invited  to  send  representa- 
tives. 

Here  is  the  program  of  the  Social  Security 
Section  of  the  I.  L.  O.  as  expressed  in  an  in- 
ternationally accepted  working  definition: 
Compulsory  social  insurance;  workmen’s  com- 
pensation; non-contributor  pensions;  unem- 
ployed assistance;  public  medical  care  serv- 
ices and  family  allowances. 

They  concede  that  “the  United  Nations  and 
the  other  Specialized  Agencies  may  have  an 


interest  in  certain  aspects  of  these  questions, 
and  provision  has  been  made,  or  will  be  made 
for  agreements  between  the  office  and  these 
organizations  in  order  to  arrange  for  coopera- 
tion and  avoid  duplication  of  effort.  The 
office  has  arranged,  for  example,  to  establish, 
with  the  World  Health  Organization,  joint 
commissions  to  deal  with  industrial  hygiene 
and  medical  car  services.”  Its  experts  are  to 
cooperate  with  the  United  Nations  as  regards, 
for  example,  the  co-ordination  of  social 
security  services  with  other  services  in  the 
broad  field  of  social  welfare. 

Another  function  is  “to  accord  to  Govern- 
ments, at  their  request,  all  appropriate  assist- 
ance within  its  power  in  connection  with  the 
framing  of  social  security  legislation  on  the 
basis  of  Conventions  and  Recommendations” 
and  “to  perform  such  other  functions  in  the 
social  security  field  as  may  be  assigned  to  it 
by  the  Governing  Body.” 

I have  been  asked  to  point  out  for  you  in 
some  detail  the  composition  of  the  Governing 
Body  of  the  I.  L.  O.  Its  membership,  geo- 
graphically arranged,  comprises  representa- 
tion of  government  groups,  employers  groups, 
and  workers  groups.  It  must  be  understood 
that  the  Governing  Body  is  the  functioning 
organization  responsible  for  the  detail  and 
agenda  of  each  of  the  Conferences  which  will 
consider  recommendations  of  the  various 
Committees  of  Experts. 

Under  the  recent  revision  of  their  constitu- 
tion there  are  32  regular  members  of  the 
Governing  Body,  arranged  as  I said,  by  world 
areas.  This  means  that  of  the  32  delegates  so 
chosen,  22  are  from  European  countries,  ob- 
viously a controlling  bloc  of  votes. 

However,  the  entire  membership  of  the  Or- 
ganization itself,  or  the  quasi-ligislative  body 
that  is  called  the  Conference,  consists  of  59 
member  nations.  Now,  potential  domination 
of  the  Governing  Body  by  European  States 
has  ominous  implications,  but  it  is  not  the 
Governing  Body  that  votes  upon  Conventions 
and  Recommendations  to  member  states.  The 
power  resides  in  the  Conference,  which  is 
composed  of  the  entire  59  member  states. 

The  Governing  Body  controls  the  agenda 
for  the  interim  function  of  the  various  Com- 
mittees of  Experts.  This  does  give  a dominant 
majority  vote  to  nations  which  are  in  some 
form  or  other  already  committed  to  exten- 
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sions  of  social  security  beyond  the  bounds 
which  we  in  this  country  feel  sound. 

The  number  of  nations  being  distributed  as 
they  are  geographically,  means  that  any  in- 
ternational organization  will  have  its  domina- 
ting membership  from  the  larger  land  areas. 

After  the  Conference  passes  any  recom- 
mendation or  Convention,  it  is  then  presented 
to  each  member  state  for  acceptance  or  re- 
jection by  its  own  national  government, 
under  its  own  constitutional  processes.  In  the 
case  of  the  United  States,  if  it  is  a matter 
which  is  under  federal  jurisdiction,  it  is  pre- 
sented to  the  Congress.  If  it  is  a matter  which 
under  our  Constitution  is  a matter  of  the 
several  states,  it  is  referred  to  them  for  their 
disposition.  Contrary  to  some  opinion,  neither 
the  United  States,  nor  any  member  nation  is 
committed  in  advance  to  any  decision  of  the 
I.  L.  O.  Our  Commitment  means  only  that 
our  delegation  will  report  its  recommenda- 
tions to  our  representative  legislative  bodies. 
When  the  proposed  legislation  is  passed  or  re- 
jected, we  so  inform  the  proper  authority  of 
the  I.  L.  O. 

However,  a hidden  factor  in  this  procedure 
has  often  been  called  to  our  attention  in 
recent  years.  While  there  is  no  legislation  in 
the  statute  books  of  this  country  calling  for 
compulsory  health  insurance,  the  various 
Committees  of  Experts  in  the  I.  L.  O.  have 
been  fostering  such  a thesis.  The  zealous 
members  of  the  United  States  delegations  try 
very  hard  to  promote  that  thesis  here  and  it 
is  their  biased  approach  which  in  great  meas- 
ure has  influenced  our  present  administra- 
tion’s proposals  for  national  health  insurance. 

Also  contrary  to  some  opinion,  the  actual 
consideration  of  a formal  Recommendation  or 
Convention  which  would  include  national 
compulsory  health  insurance  is  not  on  the 
I.  L.  O.  agenda  for  next  year,  but  it  is  being 
highly  touted. 

You  might  reasonably  ask  how  all  of  this 
affects  the  people  of  America,  and  you  as 
practicing  physicians. 

It  does  so  in  a very  direct  and  important 
way.  If  allowed  to  continue  unchallenged, 
this  nation  will  be  the  lone  nation  of  the 
world  struggling  to  maintain  a way  of  life 
which  the  rest  of  the  world  thought  it  was 
getting  — but  was  misled. 

This  is  why  it  must  always  be  borne  in 
mind  that  the  extension  of  social  benefits 


from  paternalistic  shades  of  government 
usually  is  political.  This  interpretation,  how- 
ever, should  be  made  in  the  light  of  a rec- 
ognized social  evolution  which  has  been 
brought  about  by  the  advance  of  industry, 
science  and  communications. 

Certainly,  there  is  no  stronger  political 
appeal  than  to  offer  something  for  nothing. 
Also,  certainly  it  is  fallacious  not  to  recognize 
the  fact  that  progressive  governmental 
actions  in  some  areas  of  the  world  must  of 
necessity  provide  for  higher  standards  of  liv- 
ing. 

By  this  same  token,  we  can  understand  the 
motives  behind  sections  of  our  own  country 
who  demand  extension  of  social  security  to 
an  absurdity.  It  is  an  appeal  that  if  left  un- 
challenged and  un-exposed,  can  secure  sup- 
port even  under  our  democratic  processes. 

The  blind  spot  in  most  of  these  arguments, 
however,  is  that  to  fulfill  these  promises  the 
individual  becomes  less  individual  and  has 
less  freedom. 

It  is  plainly  our  responsibility  to  remain 
in  these  organizations  as  they  are  constructed 
now,  but  we  must  extend  our  efforts  to  dis- 
seminate facts  of  the  benefits  of  our  system 
as  opposed  to  the  socialistic  practice,  if  we 
ever  hope  to  have  our  leadership  responsi- 
bility recognized. 

Therefore,  let  us  assume  that,  with  the 
exception  of  the  Soviet  Union,  governments 
of  the  rest  of  the  world  are  seeking  a way 
of  life  akin  to  ours.  Then,  these  other  govern- 
ments to  stay  in  power,  or  to  get  into  power 
are  fostering  the  easiest  of  all  political 
theories;  something  for  nothing. 

This  something-for-nothing  assumes  the 
guise  of  a benefit  which  a government  will 
extend  — without  reasoning  that  a govern- 
ment can  extend  only  that  which  it  takes 
away  from  its  citizens  — or  plunders  in  war. 

Nor  is  the  so-called  insurance  thesis  sound 
when  it  comes  to  being  a government  func- 
tion. 

The  government  can  contract  to  repay  in 
cash,  certain  benefits  which  it  can  compute 
and  against  which  it  sets  a reserve.  This  may 
be  a highly  impractical  practice  of  deficit 
financing  — but  it  is  not  abridging  any 
fundamental  freedoms. 

Now  the  fact  that  a government  may  say  it 
is  going  to  operate  on  a spread-the-cost  basis 
does  not  mean  that  it  is  possible.  It  may,  and 
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has,  said  that  the  principles  of  insurance  can 
work  for  the  government  equally  as  success- 
fully as  in  free  enterprise.  But  can  it? 

A recent  observation  in  the  Tax  Foundation 
Review  sum  it  up:  “In  private  insurance,  in- 
vestment of  the  reserve  protects  and  main- 
tains the  funds  received  as  premiums  on  a 
self-supporting  basis.  The  government  can- 
not invest  in  itself  except  in  a book-keeping 
sense,  by  borrowing  from  one  set  of  tax 
collections  and  ‘repaying’  out  of  another. 
Except  for  certain  public  enterprises,  the 
source  of  all  income  for  government  is  taxes. 
The  only  way  it  can  ‘invest’  social  security 
taxes  is  to  use  them  for  general  purposes, 
leave  its  bonds  as  IOU’s  in  the  trust  fund,  and 
whenever  repayment  is  necessary,  tax  the 
people  not  only  for  the  borrowed  amount 
‘invested’-but  for  interest,  too.” 

But  in  the  instance  of  Compulsory  Health 
Insurance,  the  government  is  contracting  to 
perform  a service  for  the  taxpayer  in  return 
for  a tax  levy.  This,  they  are  unable  to  do 
without  forcing  physicians,  dentists  and 
nurses  to  practice  in  a manner  which  may  be 
against  their  professional  and  personal  free- 
dom. 

Our  Constitution  specifically  provides  for 
that  freedom  — and  it  is  one  of  the  many 
things  overlooked  by  those  in  other  govern- 
ments who  are  supporting  the  socialized 
thesis. 

There  is  not  time  to  go  into  the  tragic  ex- 
perience which  seems  imminent  to  Great 
Britain  under  its  National  Health  Act.  Com- 
petent observers  predict  the  public  itself  will 
soon  come  to  realize  the  deterioration  of  med- 
ical care  which  is  caused  by  the  system. 

Earlier  I mentioned  that  you  could  partici- 
pate in  the  policy  which  our  government 
people  carry  with  them  to  these  International 
Conferences. 

First,  you  determine  the  manner  in  which 
the  representatives  from  our  various  govern- 
ment departments  to  these  International  Con- 
ferences are  attempting  to  lay  groundwork 
for  objectionable  domestic  legislation. 

Next,  you  must  determine  in  what  manner 
they  are  misrepresenting  the  facts  and  figures 
of  American  life  at  these  International  Con- 
ferences. 

Then,  you  have  the  privilege  as  citizens  to 
present  your  findings  and  opinions  to  Con- 
gress for  the  appropriate  action. 


This  is  where  the  checks  and  balances  in 
our  form  of  government  come  into  play  and 
these  things  can  be  done,  quite  legitimately 
— in  fact,  it  is  a duty  of  citizenship.  You  may 
function  as  a group  of  citizens  with  special- 
ized knowledge.  You  may  function  through 
cooperation  with  your  community  organiza- 
tions. 

But  in  any  event,  you  must  present  con- 
structive criticism  — not  merely  general 
opposition.  For  when  these  things  are 
thrashed  out  in  Congressional  hearings  or 
International  Conferences,  it  is  true  facts, 
true  figures  and  logical  opinion  which  count. 

In  addition,  and  very  importantly  is  the 
fact  that  you,  as  professional  people,  have  a 
right  to  representations  at  all  International 
Conferences  which  touch  your  specialized 
field.  And  I believe  you  can  secure,  through 
proper  and  concerted  effort,  representation 
equally  as  strong  as  any  other  group. 

The  World  Medical  Association  is  an  or- 
ganization thru  which  this  may  be  accom- 
plished. It  has  a tremendous  task  ahead  of  it. 
It  must  gain  recognition  internationally  and 
by  all  the  various  agencies  of  the  United  Na- 
tions. While  a great  portion  of  its  work  will 
be  purely  in  the  field  of  professional  know- 
ledge, an  equally  important  activity  will  be 
in  the  field  of  diplomacy. 

I must  admit  that  my  remarks  have  been 
somewhat  tedious.  But  in  fairness,  I felt  it 
important  to  you  to  point  out  the  details  of 
one  instance  in  order  to  imply  the  seriousness 
of  the  situation. 

Just  because  the  Senate  saw  fit  to  drop 
pending  legislation  on  health  insurance,  is  no 
cause  for  complacency.  What  the  sub-com- 
mittee found  was  that,  for  the  first  time,  some 
of  the  basis  of  argument  for  compulsory 
health  legislation  was  open  to  investigation. 

The  urgency  of  forming  policy  on  real 
needs  of  the  nation’s  health  is  going  to  be- 
come more  critical.  This  holds  true,  as  I 
have  tried  to  point  out,  on  the  international 
front  as  well. 

It  is  going  to  require  constant  vigilance  on 
your  part  and  an  increasing  understanding  of 
affairs  political  and  diplomatic  as  they  effect 
your  citizenship  generally,  not  alone  pro- 
fessionally. 

In  saying  this,  I am  fully  aware  of  the 
tremendous  amount  of  reading  and  study  re- 
quired to  keep  abreast  of  scientific  advances 
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in  your  professions  — and  the  activities  of 
your  societies. 

However,  the  highest  standards  of  the  heal- 
ing arts  can  be  placed  in  jeopardy  by  mis- 
guided political  action.  This  must  be  the 
impetus  to  rally  you  and  your  colleagues  to 
enlightened  action. 

In  summary  — study  and  keep  abreast  of 
activities  in  which  your  professional  know- 
ledge can  be  of  value.  Become  active  in  your 
community  — I mean  in  civic  and  welfare  or- 
ganizations. You  can,  by  this  grass-roots 
action,  spread  information  about  actual  con- 
ditions as  they  compare  with  national  statis- 
tical averages. 

May  I quote  from  a fragment  of  writing 
found  in  Abraham  Lincoln’s  worn  carpet  bag, 
and  reprinted  on  the  jacket  of  Dr.  Louis 
Bauer’s  commendable  book,  “Private  Enter- 
prise or  Government  in  Medicine.” 

President  Lincoln  wrote: 

“The  legitimate  object  of  government  is  to 
do  for  a community  of  people  whatever  they 
need  to  have  done  but  cannot  do  at  all  or 
cannot  do  so  well  for  themselves  in  their 
separate  and  individual  capacities.  In  all  that 
the  people  can  individually  do  as  well  for 
themselves  the  Government  ought  not  to 
interfere.” 

Internationally,  there  are  no  borders  in 
science.  Science,  then,  might  reasonably  be 
considered  as  a community  of  nations  — and 
President  Lincoln’s  philosophy  would  hold 
there,  just  as  soundly. 

I have  purposefully  refrained  from  inject- 
ing any  aspect  of  the  diplomatic  struggle  of 
the  cold  war  or  the  potentialities  of  an  actual 
shooting  war. 

For  if  the  latter  happens,  only  God,  in  His 
Mercy,  can  foretell  what  will  happen  to  all 
the  people  of  the  world. 


REPORT  OF  DELEGATE  TO  1948 
A.M.A.  MEETING 

The  97th  Annual  Session  of  the  American 
Medical  Association  was  held  in  Chicago  June 
21-25,  1948.  Approximately  12,000  fellows 
were  registered  and  the  total  attendance  of 
all  concerned  neared  25,000. 

The  House  of  Delegates  remained  in  session 
for  four  days  with  its  customary  excellent 
attendance.  Dr.  Isaac  Abt,  Chicago  pediatrist, 
was  awarded  the  Distinguished  Service 


Medal.  Dr.  Ernest  Irons  of  Chicago  is  the  new 
President  Elect.  Dr.  R.  W.  Fonts  of  Omaha 
was  elected  Vice-President.  Re-elected  were 
George  F.  Lull,  Chicago,  Secretary,  and  J.  J. 
Moore,  Chicago,  Treasurer.  F.  F.  Borzell, 
Philadelphia,  was  named  Speaker  of  the 
House  of  Delegates  and  James  Reuling,  Bay- 
side,  New  York,  as  Vice-Speaker.  Three  new 
Trustees  were  chosen:  Walter  B.  Martin  of 
Norfolk,  Virginia,  Gunnar  Gundersen  of  La 
Crosse,  Wisconsin,  and  Edwin  S.  Hamilton 
of  Kankakee,  Illinois.  The  Interim  Session 
is  to  be  held  in  St.  Louis  November  30  to 
December  3,  1948.  The  next  Annual  Session 
will  be  at  Atlantic  City  in  1949. 

Dr.  Edward  L.  Bortz  retired  as  President 
and  it  is  recommended  that  each  physician 
study  his  fine  address.  Dr.  R.  L.  Sensenich 
assumed  the  duties  of  President  for  which 
he  is  well-qualified  after  serving  nine  years 
on  the  Board  of  Trustees. 

The  House  of  Delegates  was  confronted 
with  much  hard  work.  The  new  revision  of 
the  Constitution  and  By-laws  was  finally 
adopted  after  several  years  of  work.  The 
Red  Cross  Blood  Bank  program  was  the  sub- 
ject of  serious  consideration.  Briefly  this  pro- 
gram is  endorsed  if  the  banks  are  initiated 
by  local  or  county  medical  societies  and  are 
under  their  control. 

A resolution  passed  by  the  House  of  Dele- 
gates urges  State  and  local  medical  societies 
to  appoint  committees  on  National  emergency 
medical  service.  Local  and  State  societies  are 
also  urged  to  select  a General  Practitioner  of 
the  year  from  their  respective  jurisdictions. 
State  societies  are  encouraged  to  pay  the  dues 
of  Auxiliary  Members  so  that  every  wife  will 
be  a member.  The  new  By-laws  change  the 
term  of  the  delegates  so  that  it  will  run  from 
January  1st  following  election  for  a period  of 
two  years.  Other  matters  too  numerous  to 
mention  in  this  report  received  attention  and 
can  be  found  in  the  reports  of  the  proceedings. 

By  way  of  general  comment  it  is  very  evi- 
dent from  the  elections  and  actions  taken  in 
recent  meetings  that  the  American  Medical 
Association  is  moving  from  a conservative  to 
a much  more  aggressive  and  progressive 
philosophy. 

Respectfully  submitted, 

H.  Russell  Brown,  M.D. 

Delegate  to  A.M.A. 
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Of  the  various  major  nerves  which  are 
liable  to  injury  probably  none  respond  better 
to  prompt  careful  suture  than  the  radial 
(musculospiral)  nerve.  Occasionally  its  func- 
tion does  not  return  after  suture,  particularly 
in  older  cases  where  marked  muscle  atrophy 
and  degeneration  have  occurred.  The  nerve, 
winding  its  fixed  course  in  the  groove  about 
the  posterior  and  lateral  aspects  of  the  hum- 
erus, is  particularly  exposed  to  direct  injuries, 
as  well  as  indirect  injuries  from  the  adjacent 
bone.  A long  segment  of  the  nerve  may  be 
lost  or  so  severely  lacerated  that  it  cannot  be 
repaired;  a formidable  gap  of  several  inches 
may  be  present  between  the  nerve  ends.  In 
certain  cases  of  poliomyelitis  a residual  mus- 
culospiral type  of  paralysis  remains.  It  is 
in  such  cases  that  tendon  transfer  may  be  a 
most  valuable  method  of  treatment. 


Figure  1.:  Typical  wrist-drop  present  three  years 
after  radial  (musculospiral)  nerve  injury.  Despite 
one  previous  operation  on  the  injured  nerve,  the 
patient  could  not  straighten  the  wrist,  thumb  and 
fingers. 

The  disability  caused  by  radial  paralysis  is 
severe  (Fig.  1).  The  thumb  cannot  be  ex- 
tended and  the  wrist  dorsiflexed  as  are  per- 
formed by  the  normal  hand  hundreds  of 
times  each  day.  The  fingers  likewise  cannot 


be  extended  at  the  metacarpophalangeal 
joints,  but  can  be  extended  at  the  inter- 
phalangeal  joints  by  the  active  pull  of  the 
intact  interossei  and  lumbrical  muscles.  As- 
sociated with  the  typical  traumatic  radial 
paralysis  a sensory  loss  of  varying  extent  is 
present  on  the  dorsum  of  the  hand,  usually 
between  the  first  and  second  metacarpals. 

The  results  of  treatment  with  tendon  trans- 
fer are  almost  uniformity  excellent.  It  is  the 
treatment  of  choice  in  all  cases  where  reason- 
able doubt  exists  as  to  the  prognosis  with 
nerve  suture;  it  has  the  distinct  advantage 
of  a convalescence  measured  in  weeks  instead 
of  months  (Fig.  2).  Its  disadvantage  is  a cer- 
tain weakness  of  dorsiflexion  stability  which 
may  be  somewhat  disabling  in  patients  whose 
heavy  labor  places  a considerable  strain  on 
the  wrist  joint. 


Figure  2.:  Active  extension  of  the  wrist,  thumb 
and  fingers  present  in  same  case  eight  weeks  after 
tendon  transfer  operation.  (S.V.H.  Case  No.  82341). 


Since  Sir  Robert  Jones  reported  his  opera- 
tive technique,  various  modifications  have 
appeared.  In  his  original  technique  the 
flexor  carpi  radialis  tendon  was  inserted  into 
the  abductor  pollicis  longus,  extensors  pollicis 
brevis  and  longus  and  either  extensor  ten- 
don of  the  index  finger;  the  flexor  carpi  ul- 
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naris  was  transferred  into  the  extensor  ten- 
dons of  the  remaining  three  fingers,  while 
the  pronator  radii  teres  was  transferred  to  the 
extensor  carpi  radialis  longus  and  brevis;  in 
lesions  not  involving  the  wrist  extensors  the 
pronator  transfer  was  not  advised.  Billington 
presented  a somewhat  different  procedure, 
attaching  the  flexor  carpi  ulnaris  to  an  ex- 
tensor of  the  index  finger  in  addition,  while 
the  flexor  carpi  radialis  was  attached  only  to 
the  abductor  pollicis  longus  and  extensors 
pollicis  brevis  and  longus;  the  pronator  trans- 
fer was  the  same  as  that  of  Jones.  Bunnell 
points  out  that  the  abductor  pollicis  longus 
has  only  half  the  amplitude  of  motion  of  the 
extensor  pollicis  longus;  accordingly,  an- 
other motor  tendon  such  as  the  palmaris  lon- 
gus may  be  sutured  to  the  long  abductor  in 
order  to  permit  freer  action  of  the  extensors 
of  the  thumb.  Whatever  procedure  is  em- 
ployed a thorough  working  knowledge  of  the 
anatomy  and  motor  mechanism  of  the  hand 
and  forearm  is  an  absolute  essential,  if  a 
good  result  is  to  be  obtained.  Depending  on 
the  surgical  plan  and  the  tendons  employed 
the  incisions  will  vary;  the  latter  should  be 
wisely  placed  if  sloughs  and  dorsal  edema  are 
to  be  avoided1.  The  tendons  must  be  sutured 
under  good  tension  to  obtain  strong  active  ex- 
tension later. 

Postoperatively  the  wrist  is  immobilized 
in  a plaster-of-paris  cast  in  the  dorsiflexed 
position,  the  fingers  in  an  extended  position 
and  the  thumb  in  an  extended  and  abducted 
position.  This  fixation  is  maintained  for 
about  three  weeks  at  which  time  gentle  mo- 
tion should  begin.  With  instruction  the 
patient  is  able  to  actively  extend  the  fingers, 
thumb  and  wrist  almost  immediately  on  the 
temporary  removal  of  the  cast.  Physical 
therapy  is  instituted  about  the  fourth  week. 
The  plaster  splint  is  gradually  discarded  as 
function  is  resumed.  In  the  usual  case  the 
patient  readily  adopts  himself  to  the  new 
action  of  the  transferred  tendons  and  active 
extension  soon  is  performed  without  con- 
scious effort.  The  function  of  the  affected 
hand  is  immeasureably  improved. 
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SOUTH  DAKOTA'S  CANDIDATES 
AND  COMPULSORY  MEDICINE 

On  the  eve  of  a national  election  it  is  well 
to  consider  the  attitudes  of  some  of  the 
candidates  for  election  particularly  in  rela- 
tion to  compulsory  health  insurance.  With 
this  in  mind,  the  executive-secretary  con- 
tacted each  of  the  leading  candidates  with  the 
exception  of  Mr.  Engel,  who  opposes  Karl 
Mundt  for  election  to  Senate  of  the  United 
States. 

Francis  Case  stated  his  case  by  declaring: 
"Compulsory  health  insurance  would  be  an 
invasion  of  individual  rights  which  I could 
not  support.  Moreover,  I do  not  see  how  it 
could  be  accomplished  without  expenditure 
which  the  country  can  hardly  afford  at  this 
time,  even  though  we  do  seem  to  be  sub- 
sidizing a public  health  program  for  Great 
Britian.  I have  not  favored  that  either.” 

Case  is  unopposed  for  reelection  to  the 
House  of  Representatives  from  South  Da- 
kota’s second  district. 

Harold  Lovre,  candidate  for  Mundt’s 
vacated  position  in  the  House  will  have 
staunch  competition  from  Democrat  Merton 
Tice  of  Mitchell.  Lovre  said,  “From  all  avail- 
able information,  it  appears  to  me  that  our 
country  enjoys  a higher  standard  of  public 
health,  medical  education,  research,  and 
better  medical  care  than  any  other  large  na- 
tion in  the  world.  Continuous  progress  in 
the  extension  and  improvement  of  medical 
care  is  desireable  and  necessary,  but  I believe 
this  can  be  brought  about  best  by  the  same 
voluntary  methods  which  enabled  us  to 
reach  our  present  high  standard.  To  realize 
this  objective,  due  attention  must  be  paid  to 
other  factors  concerned  in  good  health,  viz: 
good  housing,  proper  recreational  facilities, 
better  schools  and  better  roads. 

(Continued  on  401) 
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Government  Medicine  in  New  Zealand* 

Its  Social,  Economic,  and  Political  Implications 

By  A.  Lexington  Jones,  D.D.S.,  M.S.,  Christchurch,  New  Zealand 


Perhaps  before  dealing  the  main  subject  of 
my  address  it  may  be  pertinent  to  give  you  a 
thumb-nail  sketch  of  New  Zealand  — it  will 
give  some  background  and  enable  you  to  ap- 
preciate more  fully  what  has  to  follow  — a 
clearer  picture  from  which  to  evaluate  the 
economic  and  medical  features. 

The  Dominion  of  New  Zealand  consists  of 
an  isolated  group  of  Islands,  two  of  which  are 
comparatively  large.  This  group  is  situated 
approximately  1,200  miles  east  of  Australia, 

6,000  miles  west  of  South  America  and  1,600 
miles  North  of  the  Antarctic  Continent.  The 
principal  islands  lie  approximately  between 
the  parallels  of  34  degrees  and  48  degrees 
south  latitude  and  the  meridians  of  166  de- 
grees to  179  degrees  east  longitude.  The  total 
area  including  annexed  islands  is  103.935 
square  miles. 

The  dominion  has  a climate  of  marine  type 
— not  excessively  hot  in  the  summer  and  not 
unpleasantly  cold  in  the  winter.  Most  parts 
of  the  country  enjoy  ample  rainfall  and  a 
liberal  share  of  sunshine.  The  mean  daily 
temperature  (Fahrenheit)  is  round  about  44 
degrees  to  64  degrees.  This  is  an  average 
taken  over  many  years. 

The  Population  - 1,646,000  whites 

98.000  Maori 

85.000  Island  Territories 


1,829,000 

(Cooks  Nine  island,  Kermadic,  Tokelan,  Por- 
tion of  Western  Samoa  and  Cambell  Island) 
Females  - 821,000  Males  - 783,000 

Maoris  - 48,500  50,200 

New  Zealand  has  been  described  by  some 
people  as  the  Socialistic  Laboratory  of  the 
world  — this  may  Or  may  not  be  true.  At 
least  one  other  country  in  the  world  — a 
much  larger  one  and  with  a greater  popula- 
tion claims  this  distinction.  The  methods 
adopted  in  the  implimentation  of  the  socialist 
regime  may  de  different,  but  the  principal 
underlying  that  order  of  life  is  the  same. 


The  Socialization  of  Medicine  in  New  Zea- 
land was  completed  in  1938  and  became 
operative  on  April  1,  1939. 

The  principal  objects  of  the  Social  Security 
legislation  are  as  follows: 

1 —  To  substitute  for  the  system  of  non-con- 
tributory civil  pensions  — for  example 
old  age  pensions,  widows  and  other  pen- 
sions, a system  of  monetary  benefits  on 
a contributory  basis. 

2 —  The  inauguration  of  a system  of  medical 
and  hospital  benefits  and  other  related 
benefits  — e.  g.  pharmaceutical,  dental, 
masseur,  etc. 

It  is  with  section  #2  that  I have  to  deal  with 
today  — but  section  #1  requires  some  elabora- 
tion so  that  you  may  judge  whether  or  not 
the  latter  was  desirable  or  necessary. 

The  system  under  which  we  operated,  Pre 
1938,  was  in  effect  much  the  same  as  the  one 
at  present  existing  in  America  today.  Pro- 
vision was  made  for  the  aged,  infirm  and 
sick  to  secure  state  assistance  in  the  form  of 
pensions  and  free  hospital  treatment  where 
necessary.  This  system  was  augmented  by 
means  of  Benefit  Lodges,  Insurance  com- 
panies and  other  private  means  of  providing 
self  security  in  time  of  need.  Such  private 
schemes  became  inoperable  after  the  intro- 
duction of  “Social  Security”  as  sponsored  by 
the  Government  and  in  effect  became  im- 
practible  and  have  almost  gone  out  of  exist- 
ance. 

The  introduction  of  the  government  scheme 
compelled  everybody  in  New  Zealand  to 
come  within  its  scope  and  the  payment  for 
this  stupendous  undertaking  was  provided  for 
by  means  of  direct  taxation. 

The  net  income  of  everybody  in  New  Zea- 
land is  taxed  23c  (one  shilling  being  approx- 
imately 20  cents.)  This  tax  is  calculated  on 
the  first  dollar  of  income  and  no  exemptions 

* Read  before  the  1948  conference  of  the  pro- 
fessions under  the  sponsorship  of  the  National 

Physicians  Committee. 
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are  allowed.  You  will  note  that  5V2C  out  of 
every  dollar  of  income  or  salary  is  collected 
as  a special  tax.  This  amount  only  partly 
covers  the  cost  of  administration  of  Social 
Security.  In  addition  the  fund  must  be  sub- 
sidized from  the  Consolidated  Fund  of  Gov- 
ernment. 

The  taxation  Revenue  of  General  Govern- 
ment fund  in  1945-46  was  $460,000,000  an 
amount  equalling  $268  per  head  of  the  popula- 
tion. In  that  same  year  the  expenditure  on 
Social  Security  alone  was  $104,000,000  — - 
equalling  a sum  of  $60  per  head  of  population. 
Nearly  14  of  the  government  income  was  ex- 
pended on  the  Social  Security  program. 

Gentlemen,  I present  these  figures  to  you 
so  you  may  acquire  a right  perspective  of  the 
cost  to  each  individual  in  our  country  and 
dispose  of  any  ideas  that  the  benefits  of 
Socialization  of  Medicine  and  related  pro- 
fessions is  free  to  any  fellow  citizen.  Can  any 
economic  system  stand  up  to  such  an  over- 
load of  taxation? 

Let  us  now  consider  the  administration  of 
this  socialistic  scheme.  Medical,  dental  and 
pharmaceutical  practices  are  operated  much 
in  the  same  way  as  in  this  country.  Similarly 
does  the  hospital  system  resemble  that 
adopted  here. 

We  have  our  state  controlled  and  privately 
owned  institutions  to  which  any  person  is 
entitled  to  be  admitted,  if  there  is  available 
accomodation.  Under  the  Amended  Social 
Security  Act,  which  came  into  operation  on 
November  1,  1941  “every  person  is  entitled, 
without  cost  to  himself  (note  without  cost)  to 
such  medical  attention  (with  certain  specified 
exceptions)  as  is  ordinarily  given  by  medical 
practitioners  in  the  course  of  general  practice. 
The  medical  practitioners  are  entitled  to  re- 
ceive the  sum  of  $1.50  for  every  time  he  ren- 
ders any  of  the  prescribed  services.  If  the 
practitioner  is  called  upon  to  provide,  in  res- 
ponse to  an  urgent  request,  services  on  a Sun- 
day or  between  the  hours  of  9:00  P.  M.  and 
7:00  A.  M.  the  appropriate  fee  is  increased  to 
$2.50.  Mileage  fees  are  also  payable  in  certain 
circumstances.  Any  charges  over  and  above 
the  fees  quoted  are  payable  by  the  patient.” 
Gentlemen 

That  is  a copy  of  the  section  of  the  act. 

Pharmaceutical  Benefits  are  provided  “free 

of  any  cost  to  the  patient” 

State  Hospital  Benefits  are  provided  free  of 


cost  to  the  patient 

Private  Hospital  charges  are  subsidized  up 
to  $2.00  per  day  during  period  of  hospital- 
ization 

Maternity  Benefits  free  in  state  hospitals 
and  subsidized  in  private  hospitals 
Private  practitioners  fees  are  in  accordance 
with  a prescribed  scale  and  are  to  be  regarded 
as  full  settlement  of  his  claim.  In  case  of 
specialists,  additional  fees  over  basic  allow- 
ances must  be  recovered  from  the  patient. 

Besides  these  benefits  we  have  Monetary 
Eenefits  listed  under  child  benefits  ($2.00  per 
week  per  child  under  18  years.) 

Superannuation  Benefit  $40.00  to  a max- 
imum of  $416.00  per  annum.  We  have  also 
Old  Age,  Widows,  Orphans,  Invalids,  Miners, 
Maori  War,  Unemployment,  Sickness,  emer- 
gency, dental,  laboratory,  nursing,  massage, 
X-Ray  Diagnostic  service  in  addition.. 

The  Chiropractors  are  now  making  repre- 
sentation for  their  inclusion.  Additional  to 
these  we  have  our  war  pension,  economic 
pensions,  war  veterans  allowance,  emergency 
reserve  corps  pension  and  Mercantile  Marine 
penions,  Truly  a scheme  to  care  for  New  Zea- 
landers from  the  womb  to  the  tomb.  Let  us 
now  consider  the  practical  application  of  the 
forgoing  with  regard  to  the  Medical  Prac- 
titioner. Please  bear  in  mind  the  quoted 
phrase  “without  cost  to  himself.”  A patient 
visits  his  doctor.  At  the  conclusion  of  his 
consultation  he  signs  a form.  That  form  is 
signed  by  the  doctor  and  directed  to  the 
health  department  for  whatever  sum  in- 
volved, a minimum  of  $1.50  per  visit. 

The  form  is  a simple  one.  The  doctors  name 
appears  on  it,  the  number  of  visits  the  patient 
has  made  and  the  total  costs.  The  claim  is 
then  signed  by  the  doctor  and  paid  without 
query  or  question. 

The  patient  is  free  to  visit  as  many  doctors 
as  he  wishes  per  day,  per  week  or  per  year 
“without  cost”  to  himself  at  the  time  of  the 
visit.  He  may  obtain  from  each  doctor  a pre- 
scription which  he  may  have  filled  without 
cost  to  himself.  He  may  be  signed  over  to 
any  one  of  the  subsiderary  benefits  for  a 
pension,  admission  to  hospital,  massage,  X- 
Ray  and  so  on.  He  may  indulge  in  this 
peregrinating  pastime  among  the  doctors  till 
his  heart  is  content  or  until  he  finally  inter- 
views a doctor  who  will  do  as  he  bids,  give 
him  the  medicine  he  desires  and  put  him  in 
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the  institution  of  his  choice  and  place  on  the 
advantageous  “pension  list.” 

This  he  may  do  without  cost  to  himself.  The 
one  and  only  condition  is  that  he  be  prepared 
to  wait  in  a queue  of  people  on  similar  bus- 
iness bent.  He  may  even  be  ill  and  in  need 
of  urgent  attention,  but  he  will  of  necessity 
have  to  join  the  endless  chair  of  the  sick  and 
the  imaginary  sick.  All  of  this  he  is  legally 
allowed  to  do  and  all  of  these  charges  he  is 
permitted  to  incur  by  the  law  of  the  land.  The 
Social  Security  Amendment  Act,  November 
1941.  I have  presented  you  with  facts  only  as 
published  in  the  Abstract  of  Statistics  of  1947. 

The  interpretation  of  the  act  is  the  one  in 
force  and  duly  exercised.  The  number  of  in- 
door patients  treated  in  Public  Hospitals  in 
1945  was  165,000.  We  may  assume  that  an- 
other 40,000  were  treated  in  private  institu- 
tions, making  a grand  total  of  206,000  or 
121/2%  of  our  total  population  under  hospital 
care,  a startling  figure  for  a country  the  size 
of  New  Zealand.  Based  on  this  figure  America 
would  have  to  provide  accomodation  for  17,- 
000,000  as  a permanent  hospital  population. 

Nobody  will  deny  the  sick  of  any  country 
the  right  to  adequate  treatment,  but  the  cost 
to  the  country  is  tremendous,  not  because  the 
money  is  being  spent  on  the  individual  but 
because  of  the  immense  cost  of  administra- 
tion and  the  abuse  of  the  system  under  a 
Socialist  Government.  Some  of  these  abuses 
I will  refer  to  as  I go  along. 

The  Questions  we  ask  ourselves  in  New 
Zealand  are 

1 —  Are  we  getting  our  money’s  worth? 

2 —  Has  the  system  improved  medical  serv- 
ice to  the  people? 

3 —  Has  the  system  reduced  the  incidence  of 
disease? 

To  question  one  I reply,  most  certainly  not. 
A great  part  of  the  money  we  are  taxed  is 
absorbed  in  the  cost  of  administration  — in 
the  payment  of  a large  body  of  civil  servants 
and  for  the  payment  of  doctors  for  visits  that 
were  never  necessary  and  for  prescriptions 
given  them. 

To  question  two,  I again  say  no.  The  Med- 
ical Profession  has  so  many  consultations  that 
it  is  impossible  for  them  to  devote  the  neces- 
sary time  to  each  patient,  evaluate  their 
symptoms  and  give  a careful  and  considered 
diagnosis.  I do  not  say  this  in  any  derogative 
way  regarding  the  members  of  the  profession. 


It  is  not  humanly  possible.  Too  many  are  con- 
sulting their  physician  unnessarily,  taking 
up  his  time  which  would  be  better  given  to 
people  really  needing  his  attention. 

Regarding  question  three,  the  figures  speak 
for  themselves.  A very  small  amount  of 
money  is  voted  for  Research  work.  The  phys- 
icians have  little  or  no  time  for  reading  and 
investigation,  and  little  incentive  to  study 
abroad. 

The  system  as  operated  in  New  Zealand 
allowed  itself  of  such  abuse  that  it  has  al- 
most became  a farce  and  I have  listed  a num- 
ber of  questions  that  I feel  are  in  the  minds  of 
the  reader. 

1 —  Are  medical  services  available  at  no  cost 
to  the  patient?  My  answer.  Of  course 
not,  the  average  cost  to  each  individual 
is  $60  per  annum.  To  many  it  is  not  this 
high,  but  to  many  more  a great  deal 
higher. 

2 —  Has  it  raised  the  status  of  Medical  Pro- 
fession? My  answer.  No.  It  has  lowered 
their  prestige  due  to  known  abuses  that 
may  be  practiced  by  unscrupulous  mem- 
bers. 

3 —  Is  it  possible  for  unscrupulous  members 
to  be  dishonest?  My  answer.  Blatantly 
so.  A form  could  be  filled  in  for  more 
visits  than  the  patient  paid  to  the  doc- 
tors, signature  could  be  forged,  forms 
could  be  filled  in  by  friends  of  the  doc- 
tor when  no  visits  were  made. 

4 —  Can  the  pharmaceutical  benefits  be 
made  available  wrongfully?  My  answer. 
Yes,  as  of  the  right  any  prescription 
signed  by  a B.M.A.  member  must  be 
filled  by  the  chemist  without  questions. 

5 —  Is  there  any  competent  check  made  of 
medical  claims  made?  My  answer.  No. 
They  are  checked  by  departmental 
clerks  whose  duty  in  the  main  is  to  com- 
pute the  amount  for  direction  to  the 
Treasury  for  a check  to  be  paid  out  to 
the  doctor  each  month. 

6 —  Is  Socialized  Medicine  less  cost  to  the 
patient  than  other  schemes?  My  answer. 
The  average  cost  per  head  is  $60.00,  but 
many  people  pay  much  more.  In  a very 
small  minority  this  scheme  may  save 
money.  To  the  great  masses  it  is  far  too 
high.  In  1941  medical  schemes  took  care 
of  people  unable  to  meet  medical  fees. 

7 —  Was  the  Socialization  of  Medicine  the 
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first  profession  to  be  brought  within  the 
orbit  of  state  control?  My  answer.  Such 
a step  is  embodied  in  the  prepared  plan 
for  all  Communistic  activities.  Lenin 
said,  “Socialized  Medicine  is  the  Key- 
stone to  the  Arch  of  the  Socialist  state. 
In  New  Zealand  they  have  been  true  to 
form. 

Question:  Do  you  consider  there  is  much 
waste  of  money  in  the  administra- 
tion of  the  scheme? 

Answer:  Yes.  An  army  of  civil  servants 

are  engaged  full  time  in  routine 
office  work,  checking  claims  etc. 
for  all  benefits  under  the  scheme. 
In  1940  much  of  this  work  was 
done  voluntarily  by  lodge  mem- 
bers or  by  secretaries  to  lodges 
and  to  doctors.  Most  doctors  have 
found  it  necessary  to  engage  a full 
time  secretary  whose  work  is  to 
have  forms  signed  and  checked 
etc. 

Pharmaceutical  benefits  are 
particularly  abused.  Because  it 
costs  the  patients  nothing.  They 
do  not  use  all  that  has  been  pre- 
scribed or  they  use  much  more 
than  necessary.  Many  of  the 
homes  in  New  Zealand  could  dis- 
cover a dozen  or  so  bottles  of 
medicine  only  half  empty.  There 
is  an  old  saying,  “Anything 
acquired  for  nothing  is  worth 
nothing.”  I fear  the  people  in 
New  Zealand  have  that  attitude 
to  their  free  medicine. 

Question:  Do  you  think  the  economic  struc- 
ture of  New  Zealand  can  stand  up 
to  this  tremendous  change? 

Answer:  I think  the  day  of  reckoning  must 

come.  It  is  the  great  waste  of 
money  and  time  that  will  bring 
ruin  to  the  scheme. 

Question:  Did  the  people  of  New  Zealand 
oppose  the  introduction  of  the 
scheme? 

Answer:  Yes,  a small  section,  the  B.M.A. 

They  were  very  vocal  in  opposi- 
tion, but  they  were  not  supported 
by  the  business  community.  The 
people  in  New  Zealand  failed  to 
realize  that  this  was  the  socialist 
technique  and  did  not  appreciate 


the  effect  it  would  have  on  their 
lives.  It  was  their  apathy  in  op- 
posing the  Socialists  that  made 
passage  of  our  law  possible.  They 
were  hoodwinked  by  promises  of 
something  for  nothing.  It  was  the 
“thinking”  people  of  my  country 
who  did  not  register  their  opposi- 
tion. They  are  the  people  in  this 
country  upon  whom  must  be  im- 
pressed that  the  price  of  security 
is  their  freedom. 

Question:  Do  you  thing  that  the  incentive 
for  Post  Graduate  work  has  been 
removed? 

Answer:  Members  of  the  profession  feel 

that  any  higher  qualifications  or 
advanced  study  is  discouraged. 
Such  a course  is  expensive  and 
probably  not  recoverable  from 
the  public. 

Question:  Has  it  had  any  effect  on  the  re- 
lationship between  the  doctor  and 
the  patient? 

Answer:  Most  certainly.  That  confidence, 

so  necessary,  has  been  lessened 
because  the  dignity  and  prestige 
of  the  profession  has  suffered. 

Having  thus  far  dealt  with  the  actual 
Socialization  of  Medicine  in  my  country,  its 
cost  to  the  people,  its  objective,  its  apparent 
good  and  its  apparent  evil,  may  I now  address 
to  you  some  remarks,  bearing  upon  the  im- 
pact on  Society  which  Socialization  has  had. 

These  views  are  my  own  but  they  are 
shared,  I am  told  enough  to  say,  by  the  major- 
ity of  New  Zealanders. 

Since  1941  the  New  Zealand  Government 
has  brought  under  its  power,  The  Bank  of 
New  Zealand,  the  Dental  Profession,  Chem- 
ists, Masseures,  National  Airways,  etc.  This 
procedure  merely  goes  to  prove  that  the 
regimentation  of  the  Medical  Profession  was 
the  forerunner  of  a carefully  calculated  pro- 
cedure as  outlined  by  those  fellow  travellers. 
The  Communists.  And  here  I sound  a note 
of  warning  — take  heed  America  lest  it 
happen  here.  Don’t  say  it  cannot.  New  Zea- 
land said  it  and  so  did  every  country  that 
today  is  under  the  heel  of  dictatorship.  It 
can  and  it  will  unless  you  band  yourselves 
together  in  a National  Forum  and  oppose  it 
with  all  the  strength  you  can  muster.  Passive 
resistance,  subdued  mumblings  of  disapproval 
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among  yourselves  will  get  you  nowhere.  The 
people  of  this  great  country  must  be  informed 
of  the  danger  that  stalks  them,  all  sections 
must  be  made  aware  of  the  subtle  methods 
adopted  by  the  exponents  of  Socialism.  They 
must  be  made  aware  of  the  inevitable  de- 
velopments if  such  a system  is  countenanced 
in  this  fair  land.  The  people  must  be  warned 
of  the  honeyed  words  of  the  advocates,  the 
sly  and  camouflaged  propaganda,  the  fallacy 
of  the  plan  of  “Utopia  in  our  time”  and  “some- 
thing for  nothing”  theorists.  They  must  be 
convinced  that  in  the  realm  of  politics, 
sociology  and  economics  the  layman  is  very 
liable  to  accept  bad  practices  if  they  are 
adroitly  concealed  with  good  intentions. 
Every  collectivist  argument  involves  the 
“welfare”  of  the  people  and  such  specious 
statements  are  misleading  and  misguided. 
There  is  no  important  difference  between  the 
collectivist  systems,  be  it  Socialism,  Com- 
munism, Nazism  or  Fascism.  In  the  end  they 
all  reduce  the  citizen  to  the  position  of  abject 
submission  to  cruel  and  capricious  bureau- 
crats, a condition  which  adherents  to  this 
collectivist  system  seems  to  condone.  Ad- 
herents and  advocates  of  a system  which  sub- 
jugates the  rights  of  the  individual  to  the 
state  have  a “Modus  operandi”  so  to  speak. 
It  is  a constant  equation.  It  never  changes. 
They  advance  upon  society  and  incorporate 
it  in  the  state  — piecemeal  — cell  by  cell. 
In  this  manner  they  never  raise  the  voice  of 
objection  of  the  masses  of  the  people  at  once 
and  so  avoid  concerted  opposition.  Like 
Hitler  “We  have  no  further  territorial  am- 
bitions” till  all  is  quiet  and  the  stage  set  again 
for  “peaceful  penetration.”  I do  not  propose 
delivering  a diatribe  on  the  strategy  of  Social- 
ism. I merely  mention  these  points  because 
in  New  Zealand  I experienced  this  form  of 
Collectivist  strategy.  The  majority  of  the  in- 
habitants of  my  country  failed  to  appreciate 
the  end  result  and  refused  to  heed  the  warn- 
ing given,  refused  to  hear  the  word  of  reason, 
and  as  a result  Socialism  took  the  helm. 

Gentlemen,  I am  a father  of  seven  children 
and  it  is  my  duty  and  my  pleasure  to  provide 
them  with  food,  clothing  and  shelter,  and  by 
precept  and  example  make  them  good 
citizens.  I wish  to  see  them  develop  the  at- 
tributes of  courage,  initiative,  enterprize,  self 
reliance  and  good  Christian  characters.  It  is 
possible  under  a Socialist  dominated  country 


where  the  only  avenue  of  employment  will  be 
with  that  of  a soulless  state,  a mere  auto- 
maton, a cog  in  the  vast  machinery  of  collec- 
tivism? 

In  my  opinion  Socialism  encourages  in- 
dolence, it  disapproves  of  the  development  of  ' 
individualism  or  self  reliance,  it  strikes  at  the 
very  moral  fibre  of  our  young  people  and 
destroys  the  fabric  of  their  character.  I do 
not  wish  to  see  my  family  grow  up  unaware 
of  the  dignity  of  work  and  devoid  of  the  sense 
of  pride  of  achievement.  I wish  them  to  have 
to  work  and  shape  their  own  destinies,  to 
learn  of  the  value  of  adversity  and  enjoy  the 
sweet  fruits  of  success  gained  for  themselves 
and  by  their  own  effort.  I do  not  wish  them 
to  grow  up  the  dupes  of  arrogant  and  calcu- 
lating wreckers  whose  ambition  will  be  real- 
ized only  when  Communism  becomes  a 
reality  and  then  the  opportunities  of  their 
country,  this  world  and  their  lives  have  been 
frittered  away.  Then  it  will  be  too  late  to 
save  themselves  for  the  final  reason  that 
there  will  be  nothing  to  save.  That  is  why 
I suggest  that  all  Christian  people  should 
band  themselves  together  and  form  that  Na- 
tional Forum  and  face  up  frankly  and 
brutally  to  the  question  “Are  we  going  to 
stand  it  any  longer?” 

There  is  no  hysteria  about  this.  I am  speak- 
ing from  experience.  I am  speaking  as  a lover 
of  freedom  who  sees  liberty  being  filched 
from  me  by  impractical  ideologists  who  have 
become  fanatics. 

The  world  today  is  one  vast  seething  mass 
of  discontent,  suspicion,  unhappiness  and  un- 
certainty. We  have  just  concluded  a war 
against  German  National  Socialism,  the  most 
bloody  war  the  world  has  ever  known.  Six 
long  years  of  bestial  brutality.  We  witnessed 
the  cities  of  Europe  being  bombed  and  blasted 
and  burnt.  Tens  of  thousands  of  our  best 
moral  men  and  women  had  laid  down  their 
lives  on  the  battlefields  and  in  the  cities  of 
war  torn  Europe  and  the  Pacific,  thousands  of 
little  children  were  killed,  thousands  of 
others  died  of  disease  and  starvation  — all  to 
halt  the  Nazi  hordes.  The  cost  in  human  life 
and  misery  was  great  — all  this  to  stem  the 
tide  of  dictatorship.  Today  we  face  the 
possibilities  of  yet  another  brutal  war.  This 
time,  against  another  country,  but  against  a 
similar  enemy  and  for  the  same  reason,  to 
preserve  our  way  of  life,  our  freedom  and 
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liberty.  I see  in  the  Socialization  of  Medicine 
the  first  stage  of  the  encrouchment  upon  our 
civil  liberties  and  we  must  convince  all  of  our 
people  that  their  freedom  is  undoubtedly  tied 
up  with  every  other  section  of  the  country. 

The  greatest  tyranny  has  the  smallest  be- 
ginnings. From  precedents  overlooked,  from 
remonstrances  despised,  from  grievances 
treated  with  ridicule,  from  powerless  men 
oppressed  with  impunity,  and  overbearing 
men  tolerated  with  complacence,  springs  the 
tyrannical  usage  wh:'ch  generations  of  wise 
men  may  later  perceive,  lament  and  resist  in 
vain.  At  present,  common  minds  no  more 
see  a crushing  tyranny  in  a trivial  unfairness 
or  a ludcious  indignity  than  they  eye,  unin- 
formed by  reason,  can  discern  the  oak  in  the 
acorn  or  the  utter  desolation  of  winter  in  the 
first  autumnal  fall.  Hence  the  necessity  of 
denouncing  with  tireless  perservereance 
every  single  act  of  oppression.  Let  it  alone 
and  it  stands  on  record.  If  the  country  has 
allowed  it  and  when  it  is  at  last  provoked  to 
indignation  and  resistance  it  finds  itself 
gagged  with  the  record  of  its  own  inertia. 

Socialists  are  flying  in  face  of  the  Natural 
Law.  This  law  cannot  be  shouted  down  by 
mobs,  nor  argued  out  of  existance  by  doc- 
trinaires or  repealed  by  Governments.  It  has 
stood  the  test  of  time  and  around  it  has  de- 
veloped our  society  as  we  know  it  now.  In 
effect,  Socialism  seeks  to  take  away  someones 
rights  to  which,  under  custom  and  belief  of 
the  people,  he  is  rightly  entitled.  I have  said 
that  Socialism  strikes  at  the  very  roots  of 
Democracy.  Karl  Marx  wrote  “The  demo- 
cratic concept  of  man  is  false  because  it  is 
Christian.  It  holds  that  each  man  has  a value 
as  a sovereign  being.  This  is  the  illusion, 
dream  and  postulate  of  Christianity.” 

Hitler  wrote  “To  the  Christian  doctrine  of 
the  infinite  significance  of  the  individual’s 
human  soul,  I oppose  with  icy  clarity  the 
saving  doctrine  of  the  nothingness  and  in- 
significance of  the  individual  human  being.” 

Under  these  two  isms  God  can  have  no 
place  in  the  totalitarian  state.  In  his  place 
stands  the  Dictator.  Our  civilization  is  based 
on  Christianity. 

Gentlemen,  I appeal  to  you  to  be  up  and 
doing.  In  the  unchangeable  pattern  of  Social- 
ism you  are  to  be  the  next  victim.  Should 
you  submit  — then  you  permit  the  laying  of 


the  foundation  for  a totalitarian  structure  to 
be  built.  If  you  allow  totalitarism  to  exist 
here  on  any  scale,  then  you  expect  it  to  be 
maintained  by  Gestapo  police  methods  — dic- 
tatorship, loss  of  liberty  and  opportunity  and 
resultant  degradation  of  the  mass  of  people. 

In  conclusion  Gentlemen,  I hope  nobody 
says  “I  have  enjoyed  your  speech.”  I have 
not  given  it  for  your  enjoyment.  I hope  it 
worries  you  excessively.  I hope  it  causes  you 
sleepless  nights  until  you  have  done  some- 
thing about  it,  until  you  join  the  National 
Forum.  I hope  your  action  will  be  affirma- 
tive and  effective  so  that  you  will  safeguard 
your  rights  of  democracy  — your  way  of  life 
— the  American  way  of  life. 

Wendell  Wilkie  once  said  “This  program 
will  not  interest  those  people  who  regard 
America  as  a Socialistic  Laboratory.  It  will 
not  interest  those  people  who  regard  this 
country  as  a free  lunch  counter.  It  will  cer- 
tainly not  interest  those  people  who  imagine 
this  country  as  somewhat  of  a worked  out 
gold  mine  out  of  which  they  wish  to  snatch 
a nugget  or  two  for  themselves.  It  will  only 
interest  those  people  who  know  and  love 
their  land-who  know  that  its  prosperity  was 
only  built  up  by  the  thrift  and  industry  of 
its  people  and  whose  greatness  can  be  re- 
tained in  no  other  way.” 

Thank  you  very  much.  I wish  you  much 
worry  and  real  concern. 


SCHERING  FIELD  STAFF  INCREASED 

The  addition  of  thirteen  new  representa- 
tives to  Schering  Professional  Service  staff 
has  recently  been  announced  by  Mr.  Francis 
C.  Brown,  president  of  Schering  Corporation 
of  Bloomfield  and  Union,  New  Jersey,  manu- 
facturers of  endocrine  and  pharmaceutical 
preparations  for  the  medical  profession. 

All  of  the  new  representatives  have  been 
assigned  to  the  Domestic  Sales  Division  for 
service  in  various  territories  throughout  the 
country.  Prior  to  assuming  their  duties  they 
completed  an  intensive  five  weeks’  training 
course  in  scientific  and  technical  fields  and 
in  professional  service.  These  especially 
trained  men  are  a part  of  the  present  Scher- 
ing policy  of  expansion.  They  will  maintain 
the  Schering  policy  of  providing  well  trained 
and  qualified  representatives  in  the  field  to 
better  serve  the  professions. 
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CASE  REPORT  _ McKENNAN  HOSPITAL  STAFF  MEETING 

— Edited  by  — 

E.  Pekelis  M.D.  Pathologist,  McKennan  Hospital 


This  case  was  presented  solely  for  its  un- 
usualness from  an  anatomical  standpoint. 

The  patient  was  a white  male,  82  years  old, 
a guard.  His  past  history  had  no  bearing  on 
his  death.  He  had  rheumatism  at  age  22. 

Patient  was  married.  His  mother  died  at 
age  84,  and  the  father  died  at  45  from  a hem- 
morrhage  that  may  have  been  due  to  tuber- 
culosis. One  sister  died  of  locomotor  ataxia, 
one  living  and  well.  One  brother  died  at  age 
90,  and  another  brother  died  of  Cancer  of  the 
stomach. 

The  overall  history  of  the  case  is  somewhat 
sketchy.  About  15  years  ago  he  was  hos- 
pitalized for  pain  in  the  upper  right  quad- 
rant of  the  abdomen,  associated  with  great 
weakness  and  faintness.  This  had  developed 
slowly  from  a soreness  to  an  actual  severe 
pain.  There  was  4 plus  occult  blood  in  his 
stool  at  that  time.  He  then  started  being  very 
careful  of  his  diet  following  roughly  an  ulcer 
regime,  and  had  no  further  trouble  of  that 
sort  until  recently. 

During  these  past  fifteen  years  he  was 
hospitalized  several  times  for  essentially 
urinary  conditions,  and  prostatitis.  He  was 
never  operated  upon.  No  x-ray  studies  were 
made. 

Last  admission  was  due  to  severe  hiccough- 
ing for  four  days,  and  vomiting  of  blood.  No 
remedies  seemed  to  control  the  hicoughing. 
lie  was  very  restless  and  had  a weak,  thready 
pulse.  There  was  a slight  fever,  poor  nu- 
trition, and  a loss  of  skin  turgor.  Urine 
showed  a trace  of  albumin,  an  occassional 
WEC  & REC.  Fecal  impaction  was  removed 
from  the  rectum.  His  condition  became  worse 
and  he  expired  22  hours  after  admission. 

Only  the  parts  of  the  autopsy  report  that 
are  germain  to  the  lethal  condition  are  here 
reported: 

1.  There  was  150  to  200  cc  of  turbid,  floccu- 
lent  material  in  the  abdominal  cavity.  It  was 
blood  stained  and  very  foul  smelling. 

2.  The  heart  showed  some  valvular  path- 


ology, very  well  healed.  The  coronary 
arteries  were  in  good  condition.  Moderate 
sclerosis  of  the  aorta  and  main  branches. 

3.  The  bladder  and  prostate:  there  was  quite 
marked  enlargement  of  prostate  especially  in 
the  medial  lobe.  The  bladder  was  distended 
and  had  areas  of  hyperemia,  hemorragic 
ulcerations  and  cyst  like  vesicles. 

4.  Gastrointestinal  tract:  In  the  GI  tract, 
in  addition  to  the  findings  of  peritonitis  seen 
at  examination  of  the  serous  cavities,  a 
diverticulum  was  found  in  the  duodenum  sit- 
uated just  above  the  papilla  of  Vater.  It  is 
about  3 cms.  deep  and  about  2 cms.  in 
diameter.  It  was  situated  in  the  posterior  wall 
of  the  intestine.  Innumerable  diverticulae 
were  seen  all  along  the  jejunum  beginning 
right  below  the  ligament  of  Treitz.  These 
were  situated  at  the  line  of  incision  of  the 
mesentery  and  bulged  by  dissociating  the 
two?  Of  the  latter  lined  by  jejunal  (gross  im- 
pression) mucosa. 


Acute  Surgical  Abdomen  in  Old  Age 

Multiple  Diverticula  of  the  Jejunum,  Diverticulitis.  Peri- 
diverticulitis (Transmural)  Migrating  Peritonitis,  Febrino- 
purulent  perijejunitis,  (with  Diffuse,  Acute.  Hemorrhagic. 
Sero-fibrinopurulent  Peritonitis)  (Photo  by  Kermit  Jones) 

The  mucosa  of  the  ileum  showed  on  the 
anti-mesenteric  side  elongated  granular 
patches  up  to  6-10  cms.  in  length,  up  to  3-4 
cms.  across.  They  were  not  elevated  or 
ulcerated.  They  were  circumscribed  by  a 
purplish-blue,  hemmorrhagic  line  invisible  on 
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the  serosal  side.  This  line  was  not  over  1-2 
mms.  in  thickness  and  confered  to  the  in- 
ternal surface  of  the  intestine  a pedunculated 
“geographic  map”  like,  mottled  appearance. 
None  of  these  alternations  were  present  in 
the  terminal  loops  of  the  ileum. 


Acute  Surgical  Abdomen  in  Old  Age 

Old  healed  Mitral  Valve  Endocarditis  I “Rheumatic”  in  type) 
(Photo  by  Kermit  Jones) 

The  cecum  was  dilated  and  there  were 
several  pedunculated  polypi;  one  was  situated 
in  the  ascending  colon.  All  had  a thin  pedicle 
about  2 mms.  in  diameter  and  1-2  ams.  in 
length.  All  had  a club-shaped  tip  about  5 
mms.  in  diameter.  At  the  distal  end  of  the 
sigmoid,  right  above  the  ampulla,  a diverti- 
culum was  found  about  1 cm.  deep  with  an 
orifice  lined  by  normal  glistening  mucosa, 
pin  tip  in  size,  which  lead  to  a cavity  about 
4-5  mms.  in  diameter  occupied  by  an  im- 
pacted, oval  shaped  fecalith.  The  mucosa  of 
the  rectum  was  markedly  hemorrhagic, 
thrown  up  into  not  ulcerated  folds.  In  ad- 
dition, there  was  in  the  proximal  loop  of  the 
rectum  inserted  on  the  posterior  wall  a 
pedunculated  polyp  similar  to  those  described 
in  the  cecum. 

The  outstanding  feature  of  this  case  is  a 
patient  beyond  the  usual  cancer  age  group 
with  pain,  hemorrhage  and  an  ulcer  history 
of  at  least  fifteen  years.  The  case  terminated 
with  vomiting  of  blood,  hiccoughing  and  in- 
creasing weakness. 

Diverticvulitis  of  the  small  bowl  is  very 
rare  and  was  not  suspected  here.  They  are 
found  in  only  about  0.2%  of  autopsies. 

There  are  a few  features  of  this  case 
worthy  of  comment: 

1.  History  and  symptoms  of  ulcer,  even 


with  bleeding,  is  not  enough  to  safely  base  a 
diagnosis  of  ulcer  without  repeated  checkings 
from  all  angles. 

2.  Intractable  hiccoughing  may  be  and  fre- 
quently is  associated  with  peritonis  even  tho 
the  condition  is  not  diagnosable  clinically. 
This  is  especially  true  in  old  and  debilitated 
persons. 

3.  Of  even  greater  interest  and  importance 
in  this  particular  case  was  the  diverticulosis 
and  polyposis  of  the  GI  Tract: 

a)  In  the  pathological  material  of  large  in- 
stitutions, the  two:  diverticula  and  polyps, 
are  both  multiple  and  constantly  accompany- 
ing one  another. 

b)  Whenever  such  findings  stand  out  in  a 
given  case  as  the  most  important  pathological 
feature  of  it,  the  complication  of  diverti- 
culitis is  invariablv  present. 


Acute  Surgical  Abdomen  in  Old  Age 

Vascularization  of  the  Thickened  Mitral  Valve  (slides  by 
Miss  Overgaard;  photo  by  Kermit  Jones) 


c)  Although  the  question  of  whether  or  not 
an  originally  benign  tumor  can  ultimately  be- 
come malignant,  has  not  been  settled  yet, — 
it  is  almost  invariably  found  at  autospy  of 
such  cases  that  whenever  more  than  one  of 
the  multiple  polyps  are  actually  sectioned 
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and  examined  microscopically,  one  or  more 
do  disclose  histologic  evidence  of  malignancy. 

d)  Diverticulosis  and  polyposis  of  the  G.I.T. 
are  due  to  congenital  defects  in  the  develop- 
ment, and  like  anomalies  in  general  are  rarely 
represented  by  one  single  lesions  polyps  and 
diverticula  are  almost  invariably  multiple, 
and  the  failure  to  demonstrate  more  than 
one,  is  not  a sufficient  proof  of  their  being 
single. 


Acute  Surgical  Abdomen  in  Old  Age 

Intramyocardial,  Coronary  Arteries  smaller  branches.  Arter- 
iolosclerosis  (leit  ventricle!  (slides  by  Miss  Overgaard;  photos 
by  Kermit  Jones) 

This  case  further  shows  the  well  known 
fact  that  diverticulosis  and  polyposis  even 
with  complicating  secondary  and  other 
changes  may  run  a symptomless  course  for 
many  years  and  be  compatible  with  very  old 
age.  Of  note  in  this  case  was  the  very  mild 
arteriosclerosis  except  for  the  vessels  in  the 
pelvic  cavity.  The  cerebral,  visceral  and 
coronary  arteries  were  not  remarkably  af- 
fected. Despite  it,  the  coronary  arterioles 
in  the  myocardium  showed  severe  arterisoc- 
lerotic  and  thrombotic  lesions.  These  findings 
underline  the  necessity  for  examining  miscro- 
scopically  the  myocarduim  before  “arteriosc- 
lerosis heart  disease”  can  be  ruled  out. 

This  patient  died  of  what  is  basically  a con- 
genital malformation  at  the  age  of  82.  It  in- 
dicates as  a forcast  might  do,  that  in  the 
future  congenital  malformations  may  become 
the  most  frequent  cause  of  death  at  any  age, 
provided  we  control  first  cancer,  viral  and 
other  known  and  unknown  infectious 
diseases,  functional  tragedies  (like,  heart  fail- 
ure and  metabolic  diseases  in  the  wider  sense 
like  arteriosclerosis). 


CONGRESS 

(Continued  from  Page  3&2) 

It  is  disturbing  to  me  to  contemplate  that 
our  government,  or  any  other  third  party, 
being  interposed  between  the  doctor  and 
patient  in  their  private  and  confidential  re- 
lationship. It  is  equally  disturbing  to  con- 
template a decrease  in  the  initiative  and 
development  of  our  medical  men  and  medical 
profession  which  would  result  when  they  are 
restricted  and  governed  by  regulations  of 
government  bureaus  and  personnel.  Such  a 
situation  can  lead  only  to  the  deterioration 
of  our  present  high  quality  of  medical  care. 

In  extending  and  improving  medical  care 
we  are  faced  with  problems  such  as  shortage 
of  personnel,  maldistribution,  and  methods  of 
spreading  the  costs,  but  I believe  that  these 
can  best  be  solved  by  voluntary  methods.  It 
appears  to  me  that  rapid  strides  are  being 
made  in  that  direction  today,  and  if  permitted 
to  continue,  will  show  substantial  improve- 
ment in  the  very  near  future.” 

His  opponent,  Tice,  was  a bit  more  wary 
when  approached  on  the  subject.  He  said, 
“I  am  honored  and  interested  that  you  have 
made  an  inquiry  as  to  my  views  on  health 
problems  and  their  solution  ....  I plan  to 
fully  express  my  views  publicly  in  a speech 
after  completing  a study  which  is  now  in 
progress  on  this  very  vital  matter.  I do  be- 
lieve I shall  have  a positive  and  constructive 
plan  to  offer  which  should  meet  with  your 
approval. 

Under  no  circumstances  will  I advocate 
any  socialistic  measures  ....  There  must  be 
a freedom  of  choice  for  cjoctors  at  all  times  in 
our  society  just  as  there  must  also  be  the 
same  kind  of  freedom  of  choice  for  patients.” 

At  the  time  of  readying  the  Journal  for 
printing,  no  word  of  the  above-mentioned 
speech  had  been  heard. 

Karl  Mundt  stated,  “As  you  know,  I have 
long  opposed  such  a measure.  The  distressing 
trend  toward  socialization  of  business  and 
professions  in  the  past  fifteen  years  can  only 
be  brought  to  a stop  by  the  firm  opposition  to 
such  moves  whenever  they  appear.  It  is  ob- 
vious why  health  insurance  is  being  used  as 
the  opening  wedge.  There  is  opportunity  for 
demagoguery  and  deceit  by  vote  seekers  in 
this  line  of  attack,  but,  if  successful,  the  move 
can  be  used  against  every  other  single  bus- 
ines  in  this  country.  I am  glad  to  work  with 
your  organization  in  opposing  this  effort.” 
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NPC  On  The  Job 

Last  month  three  representatives  of  the 
South  Dakota  State  Medical  Association, 
namely  Doctors  C.  E.  Robbins  and  J.  L. 
Calene  and  Executive  Secretary  John  C. 
Foster,  attended  the  NPC  meeting  in  Chicago. 
Like  many  other  meetings  of  this  sort,  this 
particular  one  was  prone  to  become  rep- 
etitious as  time  went  on.  However,  as  one 
sits  through  the  meetings  he  becomes  more 
and  more  impressed  with  the  fact  that  the 
NPC  is  doing  a job  for  the  doctors  of  this 
country. 

Many  doctors  throughout  the  country, 
anticipating  a Dewey-Warren  election  in 
November,  rejoiced  in  the  thought  that  now 
the  fight  for  socialized  medicine  has  ended. 
Nothing  could  be  farther  from  the  truth. 
Those  people  who  insist  upon  compulsory 
health  insurance  are  not  only  fighting  for 
state  medicine  but  for  the  way  of  life  and  the 
ideology  that  they  support.  It  is  obvious  that 
those  persons  favor  government  at  the  ex- 
pense of  the  people  rather  than  government 
as  a tool  of  the  people. 

Witness  the  action  of  Federal  Security  Ad- 
ministrator Oscar  Ewing  when  he  proposed 
his  ten-year  plan  for  improved  health  in  the 
United  States.  Using  the  recommendations 
of  the  National  Health  Conference  he  pre- 
sented as  his  main  plank,  compulsory  health 
insurance.  Yet  compulsory  health  insurance 
was  not  a recommendation  of  the  National 
Health  Assembly.  Ewing  admitted  this,  but 
insisted  upon  putting  it  into  the  recommen- 
dations to  the  President  anyhow.  The  Na- 
tional Physicians  Committee,  at  the  same 
time  that  Mr.  Ewing’s  recommendations 
came  out,  was  in  the  act  of  refuting  his  ten- 
year  program.  This  service  alone  should  be 
enough  to  impress  upon  the  physicians  of 
this  country  to  continue  their  support  of  the 
NPC. 

Sometimes  we  do  not  approve  of  the  NPC’s 
methods,  but  the  NPC  itself  is  first  to  admit 


that  when  you  are  fighting  in  an  alley  with  a 
man  bred  in  the  alley,  one  must  use  alley 
fighting  tactics.  Others  have  argued  that  the 
American  Medical  Association  should  be  do- 
ing the  work  that  the  National  Physicians 
Committee  is  now  doing.  This  may  or  may 
not  be  a just  statement  depending  on  the 
tactics  used  in  the  fight.  At  any  rate,  the  job 
must  be  done  and  if  the  National  Physicians 
Committee  can  do  it,  more  power  to  them. 

In  this  issue  we  are  publishing  two  papers 
presented  at  the  National  Physicians  Com- 
mittee meeting  in  Chicago.  Permission  was 
granted  by  the  Assistant  Administrator  so 
that  practitioners  throughout  the  State  could 
have  vital  information  at  their  fingertips. 
Particularly  do  we  wish  to  draw  attention  to 
the  paper  presented  by  Dr.  Jones  from  New 
Zealand.  The  Federal  Security  Administra- 
tion proponents  of  socialized  medicine  have 
set  up  the  New  Zealand  plan  as  the  ideal. 
Perhaps  now  when  you  hear  someone 
mention  the  New  Zealand  plan,  doctor,  you 
can  refer  to  the  facts  presented  in  this  paper. 
Read  it  well  for  it  is  of  vital  importance. 


From  time  to  time  we  hear  various  mem- 
bers of  the  South  Dakota  State  Medical 
Association  criticize  the  efforts  of  their 
officers  and  the  activities  of  the  State  Med- 
ical Association.  Perhaps  some  of  the  criticism 
stems  from  a failure  to  understand  just  what 
the  Association  is  doing  for  the  medical  pro- 
fession. Many  of  the  hours  that  the  officers 
put  on  activities  of  the  State  Association  are 
never  publicized,  and  therefore  perhaps  not 
appreciated.  However,  occasionally  a wel- 
come word  is  heard  from  one  of  the  members 
who  does  appreciate  his  medical  association, 
and  in  this  particular  case,  it  is  one  individual 
who  benefits  least  from  his  membership. 

A letter  from  Dr.  H.  L.  Crane  of  La  Croya, 
Peru,  to  the  State  Association’s  Secretary 
reads  as  follows: 

“I  hope  to  pay  the  old  Home  Town  and 
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the  Black  Hills  a visit  again  in  1949.  I haven’t 
had  the  pleasure  of  knowing  you  yet,  but  per- 
haps I will  get  to  visit  the  Eastern  part  of  the 
State  the  next  time  I do  come  back  for  I have 
many  old  friends  over  there.  It  makes  no 
difference  where  I am  located  in  the  future 
I will  always  continue  to  keep  my  member- 
ship in  my  Home  District  Society  and  the 
State  Association  for  I have  many  friends 
throughout  the  profession  in  the  State  and  I 
feel  I owe  my  allegiance  and  loyalty  to  the 
South  Dakota  Medical  Fraternity  and  to  no 
one  else.” 

This  indication  of  allegiance  and  loyalty  is 
one  of  the  best  we  have  seen  in  some  time. 
We  hope  that  the  other  members  of  the  State 
Association  who  practice  in  the  State  of 
South  Dakota  may  feel  the  same  way  about 
the  Association  and  the  efforts  to  improve  the 
practice  of  medicine  made  by  their  officers 
and  the  State  Executive  Office. 


THE  PRESIDENT'S  LETTER 

The  last  issue  of  The  Journal  contained  an 
announcement  of  committee  appointments  for 
the  coming  year.  Considerable  thought  was 
devoted  to  these  appointments,  because  it  is 
through  the  committees  that  individual  mem- 
bers may  contribute  to  the  complicated  work 
of  the  Association.  All  of  us  are  confident 
that  the  appointees,  many  of  whom  are 
younger  members,  will  perform  their  duties 
in  a competent  and  efficient  manner.  Fre- 
quent changes  in  positions  of  responsibility 
are  not  only  desirable  but  necessary.  By 
working  in  committees,  the  younger  men  gain 
experience  which  prepares  them  for  the  time 
when  they  will  assume  the  leadership. 

In  the  field  of  economics  and  sociology,  the 
work  of  our  society  is  extremely  important. 
Our  insurance  plan  must  be  pushed.  When 
hard  times  return,  as  they  inevitably  will, 
we  must  have  a sufficient  number  of  pro- 
tected patients  who  will  not  be  dependent 
upon  government  aid  to  finance  their  medical 
expenses.  More  will  be  said  of  this  from  time 
to  time. 

Equally  important  is  the  task  of  our  legis- 
lative committees  to  sponsor  all  legislation 
necessary  to  the  progress  of  the  University 
of  South  Dakota  Medical  School  and  the  State 
Tuberculosis  Sanitorium.  These  institutions 
must  be  provided  with  adequate  facilities  to 


carry  on  their  work. 

It  is  hoped  that  as  many  as  possible 
attended  the  cancer  symposium  arranged 
by  Dr.  Randall’s  committee  and  sponsored  by 
the  Board  of  Health. 

I have  begun  my  visits  to  the  district 
societies  and  hope  to  meet  with  them  all 
during  the  coming  year. 

J.  L.  Calene,  President 


MINUTES  OF  THE  COUNCIL  MEETING, 
SEPTEMBER  26,  1948 

Marvin  Hughili  Hotel,  Huron,  South  Dakota 

The  meeting  opened  at  12:30  P.  M.  with  a 
luncheon.  Present  for  roll  call  were  Coun- 
cilors Morrissey,  Robbins,  Calene,  Saxton, 
Whitson,  Lenz,  Quinn,  Pankow,  Jernstrom, 
Mayer,  Gregory,  and  Gillis.  Others  in  at- 
tendance were  Karl  Goldsmith,  attorney, 
G.  J.  Van  Heuvelen,  M.D.,  Superintendent  of 
the  State  Board  of  Health,  J.  C.  Foster,  Execu- 
tive Secretary,  and  G.  I.  Cottam,  M.D.,  former 
Superintendent  of  the  State  Board  of  Health. 

Dr.  Gregory  moved  the  reading  of  the 
minutes  of  the  previous  meeting  be  dispensed 
with.  Dr.  Calene  seconded  the  motion  and  it 
was  passed. 

The  Secretary  announced  the  North  Central 
Conference  to  be  held  at  the  Hotel  Radisson, 
November  7,  in  Minneapolis.  The  secretary 
read  a letter  from  Dr.  O.  S.  Randall,  Execu- 
tive Director  of  the  State  Cancer  Commission, 
asking  approval  of  the  appointment  of  Dr. 
G.  J.  Van  Heuvelen  to  the  Cancer  Com- 
mission. Dr.  Jernstrom  moved  approval, 
seconded  by  Dr.  Gregory  and  passed.  A dis- 
cussion followed  on  the  Cancer  Symposium 
and  the  idea  of  cancer  clinics.  Dr.  Pankow 
moved  that  the  date  of  appointment  of  the 
next  chairman  of  the  Cancer  Committee  be 
set  at  November  15,  the  motion  was  seconded 
by  Dr.  Gillis  and  passed. 

President  Calene  announced  that  accord- 
ing to  Dr.  Randall’s  request,  his  (Randall’s) 
term  as  Chairman  of  the  Cancer  Committee 
will  expire  on  November  15th  in  order  to  give 
him  time  to  wind  up  the  affairs  of  the  Cancer 
Symposium.  A motion  was  made  by  Pankow, 
seconded  by  Gillis  and  carried,  approving 
this  action. 

The  new  Constitution  and  By-laws  were 
discussed  and  a recommendation  for  a change 
concerning  the  Chairman  of  the  Council  was 
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made.  A discussion  was  held  on  the  request 
of  the  National  Society  for  Medical  Research 
for  members  and  funds.  The  Council  decided 
to  consider  this  matter  with  other  financial 
problems  later  in  the  meeting.  Dr.  Saxton 
moved  the  endorsement  of  Medicine  of  the 
Year  being  sold  to  members  of  the  Medical 
Association  as  a supplement  to  the  Journal 
with  the  Journal  to  act  as  a subscription 
agent.  The  motion  was  seconded  by  Dr.  Whit- 
son and  passed. 

Dr.  Calene  appointed  J.  D.  Alway,  W.  H. 
Saxton,  and  H.  Russell  Brown  as  a special 
legislative  committee  for  the  1949  session  of 
the  legislature.  Dr.  Gregory  moved  approval 
of  the  idea  of  preparing  a bulletin  on  health 
for  the  rural  population  to  be  distributed  by 
the  Farm  Bureau.  The  motion  was  seconded 
by  Whitson  and  passed. 

Whitson  moved  that  the  Farmers  Aid  Cor- 
poration funds  be  placed  in  the  Medical 
Association’s  general  fund,  seconded  by  Pan- 
kow  and  passed.  Whitson  moved  that  the 
plan  of  the  Radio  Committee  for  radio  health 
broadcasts  be  approved  with  the  limitation  of 
expenditures  at  $750.00.  The  motion  was 
seconded  by  Calene  and  passed.  Gregory 
moved  that  the  Council  publish  a booklet  on 
the  activities  of  the  State  Medical  Association 
to  be  distributed  with  the  Journal  to  mem- 
bers and  by  the  State  Board  of  Health  to  new 
licensees,  seconded  by  Whitson  and  passed. 

Jernstrom  moved  that  $50.00  be  appro- 
priated for  our  membership  in  the  National 
Society  of  Medical  Research,  seconded  by 
Whitson  and  passed.  The  Council  discussed 
the  50  year  practitioner  awards.  The  Execu- 
tive Secretary  reported  on  the  California  Vet- 
erans Administration  Plan  and  informed  the 
Council  that  the  Veterans  Administration 
did  not  care  to  set  up  a similar  plan  elsewhere. 
The  Council  then  received  nominations  for 
the  general  practitioner’s  award.  Those  nom- 
inated were  Lyle  Hare,  Spearfish;  A.  H. 
Hoyne,  Salem;  F.  H.  Creamer,  Dupree;  E.  H. 
Grove,  Arlington;  J.  E.  Bruner,  Aberdeen; 
W.  T.  Judge,  Milbank.  Pankow  moved  that  a 
committee  be  appointed  to  report  two  of  the 
above  names  to  the  Council,  seconded  by 
Gregory  and  passed.  Chairman  Robbins  ap- 
pointed J.  L.  Calene,  L.  J.  Pankow,  and  Wil- 
liam Saxton  who  returned  the  names  of  E.  H. 
Grove  and  Lyle  Hare  to  the  Council.  In  a 
secret  ballot  Dr.  Hare  was  selected. 


Dr.  Van  Heuvelen  discussed  the  State 
Board  of  Health  and  its  relationship  to  the 
Medical  Association  and  recommended  that 
the  Board  of  Medical  Examiners  should  be 
divorced  from  the  State  Board  of  Health.  He 
also  recommended  the  need  of  an  advisory 
council  instead  of  a medical  board  of  health 
and  also  recommended  the  improvement  of 
salaries  of  professional  people  in  the  State 
Board.  Pankow  moved  endorsement  of  all 
of  the  recommendations,  seconded  by  Gillis 
and  passed.  Pankow  reported  on  the  Medical 
School  Affairs  Committee  meeting  of  Sep- 
tember 11  and  12  with  the  recommendations 
that  the  Council  set  up  an  endowment  fund 
for  medical  education;  that  inspection  of  the 
school  be  requested;  that  a $200,000.00  annual 
budget  be  set  up  by  the  legislature;  that  a 
new  medical  science  building  be  erected  at 
Vermillion;  and  that  Dean  Slaughter’s 
arrangements  to  speak  before  various  Ki- 
wanis  Clubs  be  endorsed.  The  Council  was 
also  requested  to  take  a position  on  the  med- 
ical school  that  either  it  be  financed 
adequately  to  make  it  an  acceptable  Class  A 
school  or  that  it  be  discontinued.  Pankow 
moved  acceptance  of  his  report  and  Jern- 
strom seconded  the  motion  and  it  was  passed. 

A discussion  was  held  on  workmen’s  com- 
pensation medical  and  hospital  benefits  led 
by  Pankow  at  the  request  of  the  7th  District 
Medical  Society.  President  Calene  appointed 
Drs.  L.  J.  Pankow,  H.  B.  Shreves,  and  W.  A. 
Arneson  to  work  as  a committee  with  the 
Executive  Secretary  to  set  up  the  Medical 
Association’s  recommendations  for  workman’s 
compensation.  The  meeting  of  District  of- 
ficers and  the  Council  was  scheduled  for  Jan- 
uary 9 at  Huron.  Harold  Diers  of  the  Harold 
Diers  Insurance  Agency,  Omaha,  explained 
group  loss  of  time  insurance  to  the  Council 
for  purchase  by  members  of  the  Association. 
Calene  moved  to  endorse  this  insurance, 
seconded  by  Jernstrom,  passed.  Calene  moved 
for  adjournment  at  6:15  P.M.,  Whitson 

seconded,  passed. 
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American  Academy  of  Pediatrics  Study  of  Child 
Health  Services  in  South  Dakota 

By  Goldie  E.  Zimmerman,  M.D. 

State  Chairman 


The  American  Academy  of  Pediatrics’  sur- 
vey of  the  Nations’  child-health  services, 
which  began  in  1946  is  completed  and  the  Na- 
tion has  the  facts,  state  by  state  and  county 
by  county,  on  what  is  available  in  the  way 
of  health  services  for  children  in  the  United 
States. 

The  study  which  has  been  made  in  co- 
operation with  the  United  States  Public 
Health  Service  and  the  United  States  Chil- 
drens Bureau,  is  a county-by-county  census 
of  the  extent  and  character  of  all  facilities, 
public  and  private,  available  for  the  preven- 
tive and  curative  medical  care  of  children.  It 
also  covers  the  amount  of  services  provided 
by  doctors,  by  hospitals  and  by  clinics.  The 
reporting  was  done  by  physicians  and  dentists 
as  the  ones  best  qualified  to  judge  the 
adequacy  and  quality  of  the  service.  You  may 
recall  the  questionnaires  you  were  asked  to 
fill  out  sometime  ago.  Perhaps  some  of  you 
could  see  no  reason  for  it  but  were  good 
enough  to  comply  with  my  request.  By  your 
help  we  have  been  able  to  make  this  report. 

The  first  objective  of  the  report:  A nation 
wide  study  of  present  conditions  of  child 
care.  The  validity  of  which  is  recognized  by 
authorities  both  in  public  and  private  spheres 
of  medicine.  This  phase  of  the  program  is 
completed.  The  survey  has  been  thorough. 
It  has  entailed  a tremendous  amount  of  work. 
In  this  state  the  entire  supervision  and  report 
has  been  carried  on  by  the  State  Chairman. 

The  question  of  what  specifically  should  be 
done  after  the  publication  of  the  findings  was 
considered  by  the  Academy. 

A specially  appointed  Committee  for  the 
Improvement  of  Child  Health  are  under- 
taking this  responsibility.  They  feel  that 
pediatric  training  in  medical  schools  deserves 
first  priority. 

The  program  is  to  be  presented  at  the  At- 
lantic City  meeting  in  November.  To  make 
available  to  all  mothers  and  children  of  the 
United  States  all  essential  preventive, 


diagnostic,  and  curative  medical  services  of 
high  quality,  which  used  in  co-operation  with 
other  services  for  children,  will  make  this 
country  an  ideal  place  for  children  to  grow  to 
responsible  .citizens. 

Copies  of  the  state  survey  have  been  mailed 
to  all  hospitals,  libraries,  medical  and  dental 
society  officers,  pediatricians  and  many  or- 
ganizations in  the  state.  To  all  Academy 
officers  and  chairman  in  all  the  states. 

If  anyone  else  cares  to  have  a copy,  let  me 
hear  and  it  will  be  sent  to  you  at  once. 


COMMITTEE  MEETING  OF  MEDICAL 
SCHOOL  AFFAIRS 

Saturday  & Sunday,  Sept  11-12,  Huron,  S.  D. 

Present:  Donald  Slaughter,  Chairman,  L.  J. 
Pankow,  William  Saxton,  H.  Russell  Brown, 
William  Duncan,  and  John  C.  Foster. 

The  meeting  opened  at  8:00  P.  M.  at  the 
Marvin  Hughitt  Hotel  with  a discussion  to 
arrive  at  some  decision  on  requesting  an  in- 
spection of  the  medical  school  by  the  Amer- 
ican Medical  Association  and  by  the  Amer- 
ican Association  of  Medical  Colleges.  Dr. 
Pankow  moved  that  a recommendation  be 
made  to  the  Council  that  an  inspection  and 
decision  be  made  on  the  status  of  the  medical 
school  prior  to  January  1,  1949,  so  that  the 
legislature,  which  convenes  on  that  date,  may 
have  the  information  for  appropriate  study 
and  action. 

A discussion  of  the  budget  for  the  school 
then  followed. 

The  committee  moved  endorsement  of  a 
speaking  tour  sponsored  by  the  Kiwanis 
Educational  Foundation  for  Dr.  Donald 
Slaughter  to  explain  the  situation  at  the 
medical  school  and  the  measures  needed  to 
make  this  two-year  school  second  to  none. 
The  motion  was  made  by  Dr.  Brown, 
seconded  by  Dr.  Duncan  and  passed. 

It  was  moved  by  Dr.  Pankow,  seconded  by 
Dr.  Brown,  that  the  committee  recommend 
to  the  Council  the  creation  of  a non-profit 
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charitable  corporation  for  the  purpose  of  en- 
downment  of  medical  education  in  South  Da- 
kota. Motion  passed. 

It  was  moved  by  Dr.  Brown  and  seconded 
by  Dr.  Pankow  that  the  committee  request 
the  Association’s  attorney  to  draw  up  a pro- 
posed Articles  of  Incorporation  and  appro- 
priate By-laws  for  such  a proposal  as  em- 
bodied in  the  above  for  presentation  to  the 
Council  on  September  26,  including  a form 
for  use  in  making  contributions.  The  motion 
passed  unanimously. 

Dr.  Pankow  moved  and  Dr.  Brown 
seconded  a recommendation  to  the  Council 
that  the  Council  take  a position  in  regards  to 
the  medical  school  that  if  adequate  funds  are 
not  forthcoming  to  properly  credit  and 
operate  the  two-year  medical  school,  said 
school  should  be  discontinued.  The  com- 
mittee agreed  to  request  a meeting  with 
Governor  Mickelson  and  Director  of  Finance 
Dalthorp  to  discuss  financing  of  the  medical 
school.  The  committee  also  agreed  that  a 
future  meeting  would  be  held  in  Sioux  Falls. 

The  meeting  adjourned  at  12:00  noon, 
September  12. 


THREE  SOUTH  DAKOTANS 
ATTEND  N.P.C.  MEET 

Three  representatives  of  the  South  Dakota 
State  Medical  Association  attended  the 
Annual  Conference  of  the  professions  at  the 
Sheraton  Hotel  in  Chicago,  September  6th 
and  7th.  Dr.  John  L.  Calene,  Aberdeen,  presi- 
dent of  the  Association,  Dr.  C.  E.  Robbins, 
Chairman  of  the  Council,  and  J.  C.  Foster, 
executive  secretary  were  the  three  to  make 
the  trip. 

The  conference  presented  the  work  of  the 
N.P.C.  for  the  past  year,  the  problem  now 
confronting  the  professions,  and  the  future 
plans.  Speakers  on  the  program  included 
John  Pratt,  N.P.C.  Administrator,  M.  H. 
Petersen,  Assistant  Administrator,  A.  L. 
Jones  D.  D.  S.,  New  Zealand  dentist,  Dr. 
Ernest  Irons,  president-elect  of  the  A.M.A., 
Fred  Busby,  Congressman  from  Illinois, 
Erwin  Canham,  editor  of  the  Christian 
Science  Monitor,  Dr.  Melchior  Palyi,  econ- 
omist, and  Dr.  Claude  Robinson,  President, 
Opinion  Research  Corporation. 

The  Board  of  Trusties  and  the  N.P.C. 
Management  Committee  unanimously 
adopted  the  following  resolutions  on  policy: 


BE  IT  RESOLVED  that,  beginning  immed- 
iately, utmost  efforts  be  made  by  every 
agency  that  can  be  enlisted  to  mobilize  all 
available  resources  in  terms  of  finances,  in- 
dividual and  organization  strength  to  meet 
adequately  the  most  brazen  and  dangerous 
challenge  that  has  yet  been  made. 

BE  IT  FURTHER  RESOLVED,  that  the 
Administrator  be  and  is  hereby  instructed  to 
immediately  advise  all  past  donors  and  all 
prospective  contributors  of  the  urgency  of 
this  newly  created  need  and  to  utilize  all 
available  means,  manpower  and  financial 
resources  to  produce  maximum  effectiveness 
during  the  next  ensuing  four  months  and  lay 
the  foundation  for  continuing  efforts  to  hold 
the  gains  that  have  been  won  and  to  develop 
strength  to  the  end  that  the  future  can  be 
faced  with  confidence. 


ROSTER— SOUTH  DAKOTA  MEDICAL 
ASSOCIATION 

(The  following  named  physicians  were  not  listed 
in  the  August  Roster  number  of  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy  but  since  that 
time  have  been  reported  from  their  respective 


districts.) 

Fritz,  W.  H. Mitchell 

Lewis,  H.  R.  _____  Mitchell 

Wallis,  M.  Mitchell 

Weber,  R.  A.  __  __  Mitchell 

Auld,  C.  V. Plankinton 

*Jackson,  E.  B Aberdeen 

*Hawkins,  A.  P. Waubay 

*Bates,  G.  S.  ___  Lake  Preston 

Moyer,  L.  B. Lake  Preston 

*Stegeman,  S.  B. Salem 

Hage,  W.  J. ; Sioux  Falls 

Kohlmeyer,  F.  C.  Sioux  Falls 

Borgmeyer,  H.  J. Rapid  City 

Williams,  F.  R. Rapid  City 

Collins,  E.  H. Gettysburg 

Nolan,  B.  P. Sisseton 

Peabody,  P.  D..  Jr.  ___.  Sisseton 

Bailey,  S.  G.  ...  _____  Hot  Springs 

Haas,  F.  W ____Yankton 

Hills,  J.  F. : Yankton 

Hohf,  J.  A.  Yankton 

Klima,  H Yankton 

Johnson,  C.  F.  _______  ___.  Yankton 

Honke,  R.  W. Wagner 

Ferguson,  R.  L.  ___  _____  Vermillion 

Hogan,  H.  W.,  Jr.  Redfield 

*Currie,  K.  P Britton 

Hickman,  G Bryant 


* Indicates  Honorary  Member 
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DR.  H.  W.  HOGAN  NAMED 
SUPERINTENDENT 

Announcement  of  the  ap- 
pointment of  Dr.  Henry  W. 
Hogan  as  superintendent  of 
the  State  School  and  Home 
for  Feebleminded  at  Red- 
field  was  made  by  Fred  Fer- 
guson, Woonsocket,  chair- 
man of  the  Board  of  Char- 
ities and  Corrections. 

Dr.  Hogan  is  the  fourth 
superintendent  since  the  es- 
tablishment of  the  institution 
in  1901.  Dr.  Hogan  succeeds 
Dr.  D.  E.  McBroom  who  re- 
signed June  1 due  to  ill 
health. 

Dr.  Hogan  is  a 1946  grad- 
uate of  Jefferson  Medical 
college  in  Philadelphia. 
While  at  Jefferson  he  did 
work  in  neurology  with  Drs. 
Bernard  J.  Alpers  and  Fran- 
cis M.  Forster,  and  worked 
with  a view  to  specialization 
in  that  field.  He  has  also 
done  considerable  work  in 
the  field  of  epilipsy. 

Dr.  Hogan  was  a fellow  in 
neurology  at  the  Phila- 
delphia institution.  His  in- 
ternship was  served  at  Mercy 
hospital,  Canton,  Ohio.  He 
took  special  training  in  the 
field  of  mental  and  nervous 
diseases,  and  was  a resident 
in  neurology  at  the  Veterans 
hospital  at  Hines,  111. 

For  the  past  month  Dr. 
Hogan  and  Mrs.  Hogan,  a 
nurse,  have  been  in  charge  of 


the  Community  hospital  at 
Midland,  S.  D.  They  have  an 
18  month  old  son. 


NEWS  NOTES 

Dr.  T.  F.  Edwards,  a grad- 
uate of  the  University  of 
Louisville  in  1942,  has  joined 
the  Dakota  Clinic  located  in 
the  Policyholders  Building  in 
Sioux  Falls. 

Word  has  been  received  of 
the  death  of  Dr.  F.  Earl  Wil- 
liams. Dr.  Williams  was  a 
former  Wakonda,  South  Da- 
kota physician  from  1930  to 
1940.  He  passed  away  at 
Evanston,  Wyoming  Septem- 
ber 1st. 

Dr.  Joese  P.  Villa  of 

Manila,  Philippine  Islands, 
has  joined  the  staff  of  the 
McKennan  Hospital  in  Sioux 
Falls  on  a rotating  interne- 
ship. 

He  will  serve  for  one  year 
on  a visitors  visa. 

Dr.  John  F.  McKie,  66  died 
in  Hot  Springs,  South  Da- 
kota August  31st. 

Martin,  South  Dakota  has 

opened  a new  ten  bed  hos- 
pital. 


NEWS  ITEM 

Aberdeen  District  Medical 
Society  held  a dinner  meet- 
ing Tuesday  evening,  Oc- 
tober 5,  1948  at  the  Aberdeen 
Country  Club.  Dr.  Donald 
Slaughter,  Dean  of  the  Uni- 
versity of  South  Dakota  Med- 


ical School,  talked  briefly  on 
the  problems  and  plans  of 
the  Medical  School.  Dr.  R.  L. 
Ferguson,  Pathologist  of  the 
University  of  South  Dakota 
Medical  School,  talked  on 
“Office  Procedures  in  the 
Diagnosis  of  Cancer.” 

Dr.  Wm.  Duncan,  State 
Treasurer  of  the  NPC,  gave  a 
history  of  the  formation  and 
work  of  the  National  Phys- 
ician’s Committee.  The  next 
meeting  will  be  held  in  De- 
cember. 


DR.  DAVID  S.  BERKMAN 

JOINS  HILLS  CLINIC 

Dr.  David  S.  Berkman, 
formerly  of  the  Mayo  Clinic, 
Rochester,  Minnesota  has  be- 
come associated  with  the 
Drs.  Dawley  and  Kegaries 
Clinic  at  Rapid  City,  South 
Dakota.  Dr.  Berkman  was 
born  and  reared  in  Rochester. 
He  graduated  from  Carleton 
College,  Northfield,  Minn- 
esota in  1940;  received  his 
M.D.  Degree  from  the  Med- 
ical College  of  Virginia  in 
1944  and  served  his  intern- 
ship in  the  University  of 
Wisconsin  General  Hospital. 
He  completed  a Fellowship 
in  Internal  Medicine  at  the' 
Mayo  Clinic,  September, 
1948.  Dr.  Berkman  will  limit 
his  practice  to  Diagnosis  and 
Internal  Medicine.  He  is 
married  and  has  two  chil- 
dren. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


NEED  FOR  NEW  CONCEPT  STRESSED 

The  need  for  a new  concept  of  the  duties 
and  functions  of  State  Boards  of  Pharmacy, 
was  stressed  by  Dr.  Edward  C.  Elliott,  Direc- 
tor of  the  Pharamaceutical  Survey,  in  his  re- 
port to  the  members  of  the  National  Associa- 
tion of  Boards  of  Pharmacy.  This  Associa- 
tion, which  is  affiliated  with  the  American 
Pharmaceutical  Association,  held  its  Forty- 
Third  annual  convention  in  San  Francisco 
August  9th  and  10th. 

The  Pharmaceutical  Survey,  begun  more 
than  two  years  ago  under  the  direction  of  Dr. 
Elliott  and  designed  to  study  critically  all 
phases  of  pharmaceutical  activities  and  serv- 
ices, is  now  nearing  completion. 

“From  the  first  day  of  the  Survey,  I have 
considered  the  State  Boards  of  Pharmacy 
first  ranking  instrumentalities  by  and  through 
which  the  interests  of  the  profession  of  phar- 
macy are  conserved  and  advanced.  I find 
that  the  first  impressions  have  been  lasting 
impressions.  I repeat  — as  are  the  Boards  of 
Pharmacy,  so  is  the  profession  of  pharmacy,” 
said  Dr.  Elliott,  in  emphasizing  the  import- 
ance of  these  organizations  to  the  pharmaceu- 
tical profession. 

The  need  for  more  adequate  professional 
pharmaceutical  manpower  records  was 
pointed  out  by  Dr.  Elloitt.  He  recommended 
the  establishment  of  an  agency,  to  be  known 
as  the  Commission  on  Professional  Manpower 
for  Pharmacy.  This  commission  would  be 
composed  of  one  representative  of  each  phar- 
maceutical association,  one  representative  of 
the  Department  of  National  Defense  and  one 
representative  of  the  U.  S.  Civil  Service  Com- 
mission. The  chief  functions  of  the  com- 
mission would  be,  according  to  Dr.  Elliott,  “to 
promote  the  development  and  continuous 
maintenance  of  basic  records  of  the  phar- 
maceutical profession  * * * to  assemble,  to 
coordinate  and  to  publish  each  year  the  essen- 
tial facts  relative  to  the  supply  of,  and  needs 
for,  pharmacists  for  retail  pharmacies,  hos- 
pitals, manufacturing,  and  research  establish- 


ments, teaching  institutions,  Department  of 
National  Defense,  state  and  national  govern- 
ments and  other  fields  of  service.” 

Dr.  Elliott  briefly  reviewed  the  mass  of 
present  laws  under  which  pharmacy  today 
must  operate.  He  recommended  the  holding 
of  a Convention  for  Pharmaceutical  Legisla- 
tion, the  prime  objective  of  which  would  be 
to  draft  a standard  Pharmacy  Act  to  serve 
as  a guide  to  the  several  states  for  the  pro- 
gressive development  and  simplification  of 
their  own  Pharmacy  Laws.  Another  objec- 
tive of  this  convention  would  be  to  provide 
for  more  logical  and  effective  working  rela- 
tions of  the  state  and  the  national  govern- 
ments as  to  matters  affecting  pharmacy. 

In  discussing  the  subject  of  examinations 
for  licensure,  Dr.  Elliott  recommended  that 
certificates  of  graduation  from  accredited 
colleges  of  pharmacy  be  accepted  in  lieu  of 
theoretical  examinations  which  in  the  past 
have  been  conducted  by  State  Boards  of 
Pharmacy.  He  proposed  that  the  examina- 
tions of  applicants  for  licensure  by  State 
Boards  of  Pharmacy  be  devoted  entirely  to 
more  searching  types  of  “practical”  examina- 
tion. 

In  conclusion  Dr.  Elliott  questioned  the 
real  worth  of  the  practical  experience  pre- 
quisite  and  expressed  the  opinion  that  this 
requirement  either  be  professionalized  or 
abolished.  If  continued,  it  should  be  reduced 
from  twelve  months  to  six  months,  said  Dr. 
Elliott. 


NEWS  BULLETIN 

Recent  experiments  conducted  by  B.  H. 
Ershoff  and  H.  B.  McWilliams,  Los  Angeles, 
show  that  liver  contains  an  unidentified  fac- 
tor which  reduces  the  untoward  effects  of 
various  medications  without  altering  the 
desired  curative  action  of  the  drugs.  This 
was  the  highlight  of  a report  presented  to 
the  Scientific  Section  of  the  American  Phar- 
maceutical Association  at  its  Convention  in 
San  Francisco. 
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Certain  drugs  increase  the  body’s  require- 
ments for  various  nutrients,  the  report  said. 
Among  these  drugs  are  promin,  which  is  used 
in  the  treatment  of  tuberculosis  and  leprosy, 
chloroquine  and  atabrine,  used  for  malaria; 
thyroid  and  alpha-estradiol,  used  for  treat- 
ing glandular  deficiencies. 

When  massive  doses  of  these  drugs  are  used 
they  often  produce  certain  toxic  side-effects. 
These  toxic  side-effects  are  believed  to  be 
related  to  a dietary  defiency  of  an  unknown 
nutrient  created  by  the  administration  of  cer- 
tain drugs.  Dessicated  whole  liver  has  been 
found  to  be  a rich  source  of  this  unknown 
nutrient.  Isolation,  identification,  and  the  de- 
velopment of  a commercial  method  of  pre- 
paration of  this  unidentified  nutrient  of  liver 
will,  according  to  Ershoff  and  McWilliams, 
furnish  a product  whereby  the  effectiveness 
of  many  drugs  may  be  enhanced  by  elimina- 
ting their  undesirable  side-effects. 


NEWS  ITEMS 

Pharmacist  D.  E.  Rourk  has  sold  his  drug 
store  at  Doland  to  pharmacist  Alger  D.  Knut- 
son of  Clark.  In  addition  to  the  newly 
acquired  store,  Mr.  Knutson  owns  and 
operates  the  Knutson  Drug  Store  in  Clark. 
The  Doland  pharmacy  will  be  operated  under 
the  name  “Knutson  Drug”  and  Mrs.  Dorothy 
Ullyot  Crouse  will  be  the  registered  phar- 
macist in  charge.  Mr.  Rourk  has  moved  to 
Gary  where  his  son  Robert  N.  Rourk  is  en- 
gaged in  the  drug  business. 

Russell  E.  Foster  is  the  new  pharmacist 
manager  of  the  Central  Drug  Store  in  Sioux 
Falls.  He  fills  the  position  made  vacant,  last 
July,  by  the  death  of  Frank  A.  Becker  who 
had  been  pharmacist  manager  of  the  Central 
Drug  Store  for  many  years.  Mr.  Foster  came 
to  Sioux  Falls  from  Sanator,  South  Dakota. 

Pharmacist  C.  A.  Locke  of  Brookings  will 
be  employed  at  the  St.  Luke’s  Hospital  Phar- 
macy in  Aberdeen  during  the  month  of 
October. 

William  G.  Beiersdorf,  formerly  of  Mit- 
chell, is  now  pharmacists  manager  of  the 
Denison  Drug  at  Denison,  Iowa.  Mr.  Beiers- 
dorf writes  that  this  drug  store  needs  ad- 
ditional pharmacist  help  and  will  pay  top 
salary  for  a qualified  man. 

Pharmacist  Calvin  R.  Esiwick,  who  worked 


in  drug  stores  at  Sisseton  and  Webster,  this 
summer,  has  accepted  a position  as  salesman 
for  Eli  Lilly  & Company. 

Dr.  Floyd  J.  LeBlanc,  Dean  of  Pharmacy  at 
South  Dakota  State  College,  announced  that 
thirty-two  freshman  students  were  enrolled 
in  the  Division  at  the  beginning  of  the  Fall 
Quarter.  The  dean  pointed  out  that  due  to 
limited  laboratory  space  available  for  phar- 
macy and  the  reduction  in  faculty  staff,  that 
this  was  the  largest  number  of  freshman 
students  that  could  be  admitted  to  the 
Division  of  Pharmacy  this  year.  Total  enroll- 
ment of  pharmacy  students  is  now  about  150. 

Guilford  C.  Gross,  Associate  Professor 
Pharmacology,  State  College,  has  been  ill  for 
several  weeks  and  has  asked  permission  to 
have  his  article  on  Modern  Therapeutic 
Agents  omitted  from  the  October  issue  of  the 
Journal.  Dean  Le  Blanc  reported  that  Mr. 
Gross  was  released  from  a Brookings  hos- 
pital on  September  23. 

Former  inspector,  Fred  E.  Briggs,  was  in 
Pierre  recently  and  called  at  the  Board  of 
Pharmacy  office.  He  reports  that  his  box 
and  label  business  is  very  good  and  that  he 
cannot  get  over  the  habit  of  calling  on  South 
Dakota  druggists  as  he  has  for  the  past  forty 
years.  Mr.  Briggs  was  traveling  by  car  with 
pharmacist  Harry  M.  Lee  who  is  the  drug 
store  inspector  for  the  Department  of  Agricul- 
ture. 

President  Roger  Eastman  left  Tripp  on 
September  23rd  for  Fort  Worth,  Texas  where 
he  visited  the  Globe  Laboratories. 

Col.  Jas.  P.  Murphy,  Retired  Officer  of 
U.  S.  Army,  is  now  making  his  home  at 
Custer,  South  Dakota.  Col.  Murphy  is  a regis- 
tered pharmacist  and  he  will  do  some  relief 
work  in  the  Black  Hills  area. 

Ernest  R.  Watland  is  the  new  pharmacist 
manager  of  the  Walgreen  Drug  Store  in 
Sioux  Falls.  He  replaced  pharmacist  Ellis  D. 
Williams  who  had  managed  this  store  since 
1945. 

Crystal  V.  Rindahl,  former  pharmacist  at 
the  Bartron  Hospital  and  Clinic  Pharmacy  in 
Watertown,  was  recently  married  to  Roland 
Gilmore  at  Fond  du  Lac,  Wisconsin.  Mrs.  Gil- 
more is  employed  at  the  Huber  Brothers 
Pharmacy  there. 
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The  demand  for  registered  pharmacists 
help  in  South  Dakota  still  exceeds  the  supply. 
The  twenty  pharmacists  who  were  registered 
this  summer  all  had  positions  waiting  for 
them  as  soon  as  they  finished  their  examina- 
tions. The  same  will  probably  hold  true  for 
the  class  in  1949  although  it  will  be  nearly 
twice  as  large.  Pharmacy  owners  who  want 
registered  help  will  have  to  make  their  con- 
tacts with  students  at  an  early  date  if  they 
want  to  be  certain  of  registered  help  next 
summer.  The  Secretary’s  office  would  like  to 
have  the  names  of  all  retired  pharmacists 
who  might  be  willing  to  accept  permanant  or 
relief  positions. 

❖ ❖ ❖ 

Every  prescription  department  has  a large 
sum  of  money  tied  up  in  non-liquid  assets.  It 
may  be  a question  as  to  how  you  may  realize 
some  value  out  of  this  merchandise  that  you 
have  stocked  for  the  unusual  prescription  but 
you  should  be  more  concerned  as  to  what 
might  be  added  to  this  non-liquid  stock  in  the 
future.  If  you  have  to  buy  a pint  of  a pre- 
paration where  you  need  only  one  ounce,  it 
is  up  to  you,  Mr.  Pharmacist,  to  absolutely 
insist  that  the  manufacturing  industry  place 
its  many  new  remedies  in  containers  of  such 
size  that  you  will  not  have  to  tie  up  any  more 
of  your  capital  in  stock  that  cannot  be  turned 
over  readily.  The  manufacturer  should  be 
concerned  with  the  number  of  outlets  he  can 
successfully  service,  and  that  number  can  be 
maintained  if  the  average  pharmacists  is  not 
compelled  to  tie  up  a large  part  of  his  capital 
in  stock  that  he  will  not  be  able  to  dispose  of. 
Demand  the  quantity  of  an  untried  product 
that  you  can  dispose  of  readily.  The  jobber 
will  listen  and  the  manufacturer  will  listen 
because  they  both  depend  on  you  to  remain 
in  business. 

The  South  Dakota  Board  of  Pharmacy  have 
just  received  from  the  printers  a new  and 
up-to-date  booklet  of  South  Dakota  Laws 
which  pertain  to  pharmacy  and  the  complete 
rules  and  regulations  which  pertain  thereto. 
Any  pharmacist  or  physician  who  wishes  a 
copy  of  this  booklet  may  have  the  same  by 
sending  a postal  card  to  the  State  Board  of 
Pharmacy,  Box-38,  Pierre. 


PHARMACIST  SINCE  TERRITORIAL 
DAYS 

The  1948  roster  of  the  South  Dakota  Phar- 
maceutical Association  includes  the  names  of 
six  pharmacists  who  have  the  honor  and  dis- 
tinction of  being  licensed  as  pharmacists  be- 
cause they  held  Dakota  Territory  Certificates, 
prior  to  October  1,  1890.  All  of  these  men  are 
over  eighty-two  years  of  age  and  the  majority 
of  them  are  still  active  in  pharmacy. 

The  eldest  of  the  group  is  Henry  C.  Harris 
of  Highmore,  who  gives  his  birth  date  as 
November  11,  1859.  Mr.  Harris  held  Terri- 
torial Certificate  No.  222  and  was  a resident 
of  Highmore  when  his  South  Dakota  cer- 
tificate No.  212  was  issued  on  October  1,  1890. 
He  started  in  the  drug  business  in  Highmore 
in  1886  and  continued  in  business  there  until 
three  years  ago  when  he  sold  to  W.  G.  Gorm- 
ley. 

Theodore  Haas  of  Sturgis  gives  his  birth 
date  as  February  8,  1862.  He  was  a resident 
of  Sturgis  on  October  1,  1890  when  his  Terri- 
torial Certificate  No.  512  was  exchanged  for 
South  Dakota  Registered  Pharmacist  Cer- 
tificate No.  188.  Mr.  Haas  has  been  retired 
for  quite  a number  of  years. 

Charles  C.  Maxwell  of  Arlington  is  three 
months  younger  than  Mr.  Hass  being  born 
on  May  8,  1862.  Mr.  Maxwell  holds  South 
Dakota  Registered  Pharmacist  Certificate  No. 
4 and  his  Territorial  Certificate  was  No.  16. 
He  has  the  distinction  of  being  the  oldest 
practicing  pharmacist  in  South  Dakota,  and 
of  having  operated  the  same  drug  store  in  the 
same  location  for  over  sixty-four  years.  His 
store  was  established  in  Arlington  two  years 
before  Mr.  Harris  started  in  Highmore. 

Fred  E.  Briggs  of  Sioux  Falls  gives  his  birth 
date  as  January  17,  1864.  He  was  a resident  of 
Castlewood  in  1890  when  his  Territorial  Cer- 
tificate No.  366  was  exchanged  for  his  present 
certificate  No.  301.  Mr.  Briggs  has  called  on 
more  South  Dakota  druggists  than  probably 
anyone  else.  When  Brown  Drug  Company 
was  first  organized  he  traveled  for  them  out 
of  Sioux  Falls.  He  traveled  the  state  for  the 
State  Chemist  before  the  Board  of  Pharmacy 
had  an  inspector.  With  the  exception  of  three 
years  he  was  Inspector  for  the  Board  of  Phar- 
macy from  1930  to  1946. 

(Continued  on  Page  413) 


— 410  — 


Pioneering  in  Pharmacy* 

L.  David  Hiner 
Salt  Lake  City,  Utah 


Let  us  turn  to  the  matter  of  “Pioneering  in 
Pharmacy”  since  it  is  quite  obvious  that  we 
are  not  going  to  deal  with  rough  and  tough 
two-gun  characters,  but  rather  we  wish  to 
talk  about  pioneering  in  pharmacy  in  which 
all  of  us  may  indulge.  I shall  define  pioneer- 
ing, for  it  simply  means  to  open  up  new  paths 
for  others  to  follow,  and  to  discover  and  ex- 
plore new  fields  in  advance  of  those  who  will 
come  later.  In  this  respect  it  seems  to  me  that 
scientific  research  in  reality  is  a type  of 
pioneering,  because  people  who  indulge  in 
original  thinking  are  exploring  ahead  of  those 
who  come  behind.  Original  investigation,  be 
it  in  the  laboratory  or  in  the  confines  of  your 
own  drug  store  dealing  with  better  mer- 
chandising problems,  is  pioneering.  If  we 
were  to  degenerate  to  a race  of  people  in 
which  pioneering  was  lost,  I am  quite  sure 
that  within  a very  short  time  our  civilization 
would  be  as  decadent  as  that  of  the  old  Ro- 
mans and  others  who  have  passed  on  before 
us.  A live  interest  and  challenging  pioneer- 
ing is  the  key  to  pharmacy’s  future,  and  it 
will  have  to  extend  itself  into  our  organiza- 
tion, into  pioneering  in  education,  and  into 
pioneering  in  the  practice  of  the  profession 
by  those  who  go  out  into  our  communities  to 
carry  on  their  service  to  mankind. 

Up  until  this  point,  and  perhaps  even  now 
to  many  of  you,  research  has  meant  a special- 
ized field  of  activity  which  is  beyond  the 
grasp  of  the  ordinary  group.  To  many  it 
means  visions  of  giant  humming  generators 
and  flashing  sparks;  of  fuming  test  tubes;  of 
rare  chemicals;  of  glass  chambers  in  which 
repose  the  pulsating  brains  of  fiends;  or 
perhaps  it  implies  the  mysticism  of  magic  and 
mystery.  This  attitude  toward  research  or 
original  investigation  is  not  of  the  vintage  of 
the  present  time,  but  bespeaks  of  days  gone 
by  when  the  native  medicine  men  of  our 
savage  tribes  resorted  to  the  mention  of 
magic  and  mystery  to  control  their  subjects. 
If  we  adopt  a defeatist  attitude  of  this  sort 


toward  research  pioneering,  then  we  are  ad- 
mitting defeat  before  we  are  even  started. 
Therefore,  I beseech  you  to  dispel  these 
ideas  and  to  seek  the  truth  about  even  the 
most  fantastic  pieces  of  original  thought 
which  are  today  making  history.  I refer  to 
even  such  complicated  pieces  of  research  as 
that  which  deals  with  atomic  energy,  the 
radioactivation  of  metals,  and  their  sub- 
sequent use  in  treatment  of  disease,  etc.  I 
believe  what  we  need  in  the  field  of  pioneer- 
ing today  is  better  public  education  of  the 
fact  that  research  is  understandable. 

What  I think  we  need  perhaps  more  than 
anything  else  is  a liberal  quantity  of  the  item 
known  as  “intellectual  honesty.”  I believe 
it  is  the  common  error  of  most  people  to  be 
reluctant  to  admit  that  they  are  not  informed 
on  any  piece  of  research  or  anything  new, 
despite  the  fact  that  they  may  never  have 
heard  of  it  before.  In  this  respect  I am  re- 
minded of  my  colleague,  Dean  Carl  J.  Chris- 
tensen, formerly  of  the  Bell  Telephone  Com- 
pany, who  in  one  of  our  recent  meetings  in- 
terrupted the  speaker  of  the  occasion  to  ex- 
plain that  inasmuch  as  he  was  probably  not  as 
intelligent  as  the  other  people  assembled, 
would  they  please  slow  down  and  repeat  a 
few  of  the  previous  statements  in  order  that 
he  might  better  understand  it.  I was  greatly 
impressed  by  this  bit  of  intellectual  honesty, 
especially  inasmuch  as  it  had  come  from  what 
I consider  to  be  one  of  the  best  research  minds 
in  the  field  of  original  investigation  today. 
It  made  me  admit  to  myself  that  I was  at 
fault  for  not  having  admitted  that  upon  that 
particular  occasion  I was  guilty  of  intellectual 
dishonesty  because,  frankly,  Ladies  and 
Gentlemen,  I,  too,  was  much  bewildered  by 
the  maze  of  the  data  and  information  which 
had  been  spread  before  the  group.  Thanks 

* Abstract  from  address  delivered  before  S.  D. 

Ph.  A.  convention  in  Huron  — By  Dr.  L.  David 

Hiner,  Dean,  School  of  Pharmacy,  University  of 

Utah,  Salt  Lake  City  . 
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to  the  comments  of  this  research  minded 
pioneer  in  education,  I am  sure  the  entire 
group  assembled  continued  with  that  bit  of 
discussion  with  considerably  more  honesty 
and  benefit  than  would  otherwise  have  been 
the  case.  If  I could  influence  you  people  to 
think  constructively  about  research,  to  seek 
it  for  its  comforts  and  security,  and  to  realize 
that  this  type  of  pioneer  is  responsible  for 
the  development  of  modern  civilization,  I be- 
lieve I would  have  placed  in  your  hands  a 
key  to  immeasurable  personal  satisfaction 
for  the  future.  Pioneering  in  everyday  life 
simply  means  being  inquisitive  about  every- 
day things.  Let  me  relate  an  incident  directly 
concerned  with  pioneering  in  business. 

A man  had  just  opened  a new  drug  store 
and  he  had  discovered  that  in  spite  of  his  dis- 
plays tending  to  direct  people  to  the  left  as 
they  entered,  they  persisted  in  turning  to  the 
right  and  thus  missed  much  of  the  mer- 
chandise which  had  been  displayed  for  their 
benefit.  In  spite  of  lighting  and  various  other 
innovations  to  direct  traffic  to  the  left,  the 
people  persisted  in  turning  to  the  right.  A bit 
of  original  investigation  was  the  lot  of  the 
businessman  where-upon  he  fastened  to  the 
floor  of  his  store  a large  white  arrow  bent  to 
the  left.  Immediately  he  noticed  the  results 
of  this  original  thought,  and  thereafter  people 
upon  entering  the  store  immediately  followed 
the  arrow  to  the  left,  and  his  problems  were 
solved.  Inquisitiveness  on  his  part  as  to 
whether  or  not  people  would  be  led  by  such 
an  arrow  had  resulted  in  the  solution  of  his 
problem. 

This  inquisitiveness  is  not  new  for  we  have 
but  to  study  the  records  of  the  past  to  see 
where  actual  honesty  and  inquisitiveness  has 
resulted  in  the  discovery  of  some  of  our 
worthless,  as  well  as  most  valued,  drugs.  If 
you  wish  to  examine  the  Pharmacopoeas  of 
the  past  you  will  find  that  for  about  one 
hundred  and  twenty  years  Pepo  (pumpkin 
seeds)  were  listed  as  being  official  in  the 
U.S.P.,  and  for  revision  after  revision  this 
drug  was  included,  thereby  assigning  to  it 
the  most  presumptious  prestige  any  drug 
could  have.  Finally  in  revision  activities, 
some  young  and  inexperienced  member,  no 
doubt,  became  so  bold  as  to  ask  the  very 
simple  question,  “Why  do  we  keep  Pepo?”  I 
can  well  imagine  the  thoughts  and  the  looks 


which  must  have  crossed  the  faces  of  the 
others  on  that  committee  because  here  was 
an  individual  who  was  either  brave  enough 
or  ignorant  enough  to  be  intellectually  hon- 
est, and  also  inquisitive.  No  suitable  answer 
could  be  given  to  his  question,  and  Pepo  dis- 
appeared from  the  official  books.  By  the 
same  score,  inquisitiveness  and  a desire  to 
pioneer  led  another  individual  to  observe  that 
in  the  spring  of  the  year  it  is  customary  prac- 
tice for  bears  to  seek  a special  kind  of  tree, 
and  to  chew  from  it  bits  of  bark  which  they 
swallow.  Immediately  upon  swallowing  this 
bark  the  constipation  born  of  hibernation  was 
relieved  and  the  bears  went  happily  on  their 
way.  Believing  that,  what  was  good  for  bears 
might  also  be  good  for  human  beings,  led  to 
an  investigation  of  the  trees  these  bears  used, 
and  we  discovered  Cascara.  So  you  see,  in- 
quisitiveness and  intellectual  honesty  pay 
dividends  to  those  who  will  take  time  to  in- 
dulge in  it.  Pioneering  in  research  implies 
that  you  carry  in  your  brains  an  imagination 
and  dreams,  and  in  your  souls  enough  passion 
and  truth,  and  enough  ambition  and  en- 
genuity  to  bring  these  dreams  and  imagina- 
tions into  reality. 

Everyone  is  a pioneer.  I cannot  conceive  a 
living  body  which  does  not  have  some  un- 
answered questions.  Therefore,  I again  be- 
seech you  to  reduce  research  to  its  simplest 
terms,  and  to  seek  the  answer  to  common 
questions  and  to  become  a real  pioneer. 

I would  like  to  call  to  your  attention  one  of 
the  bits  of  research  under  way  in  my  in- 
stitution at  the  present  time.  A bit  of  re- 
search based  upon  a rather  common  obser- 
vation, namely,  the  speculation  as  to  why 
children  when  running  high  temperatures  be- 
come very  suseptible  to  convulsive  attacks. 
One  of  my  faculty  members  decided  to  ex- 
plore this  field,  whereupon  he  devised  an 
electro-shock  mechanism  with  which  he  can 
determine  the  normal  shock  responses  in 
rats.  Electrodes  are  attached  to  the  corneal 
tissues  of  the  eyes  of  rats,  and  thereafter  the 
rat  is  administered  a definite  quantitative 
electroshock.  When  the  normal  shock  re- 
sponse was  determined,  this  research  pioneer 
subsequently  either  reduced  or  increased  the 
temperature  of  that  same  rat  by  physical 
means,  and  then  proceeded  to  measure  what 
effect  chilling  or  heating  would  have  on  this 
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same  rat’s  electroshock  response.  The  results 
of  this  research  are  revealing.  Not  only  have 
we  demonstrated  that  convulsive  seizures  are 
better  withstood  when  chilled  than  when 
running  high  temperatures,  but  the  same 
mechanism  of  testing  is  now  being  applied  to 
research  on  anti-convulsant  drugs.  For  the 
first  time  in  the  history  of  pharmacology  we 
are  approaching  a feasible  means  of  testing 
the  efficiency  of  these  compounds.  I know 
that  this  question  of  convulsions  in  children 
has  also  invaded  the  minds  of  many  of  you 
people,  but  most  of  us  have  simply  not  taken 
the  time  to  think  about  it  in  true  pioneering 
spirit.  To  sit  down  and  think  constructively 
about  these  things,  and  to  seek  a solution  to 
the  question,  builds  character  and  makes  for 
happiness.  The  happiest  people  I know,  and 
the  most  interesting  are  those  who  have 
pioneered  into  fields  which  have  not  been  too 
well  trodden  by  those  before  them. 

Many  of  you  no  doubt  will  now  comment 
any  research  pioneering  you  do  undoubtedly 
will  result  in  failure,  therefore  you  must  not 
attempt  it.  Depart  from  this  impression  if 
you  will,  and  take  comfort  in  the  thought  that 
from  research  failures  have  come  some  of  our 
greatest  research  discoveries.  To  mention  a 
classic  example  I would  like  to  point  out  that 
epinephrine  is  the  result  of  such  an  exper- 
ience. When  the  investigator  began  the  re- 
search on  the  suprarenal  glands  they  in  truth 
were  seeking  not  a therapeutic  agent  com- 
parable to  epinephrine,  but  rather  they  were 
in  search  of  a substitution  treatment  for  Ad- 
dison’s Disease.  The  portion  of  the  gland  with 
which  they  experimented  proved  to  be  a fail- 
ure as  a substitution  treatment  for  the  disease, 
but  in  the  same  investigation  they  discovered 
the  presence  of  a principle  which  had  the 
most  remarkable  circulatory  effects  of  any 
drug  discovered  prior  to  that  time.  The  many 
uses  which  have  since  been  made  of  epine- 
phrine have  proved  that  although  the  original 
research  program  proved  to  be  a failure,  yet 
the  failure  resulted  in  the  discovery  which 
has  been  a classic  in  the  field  of  medication. 
Failures  in  research  as  in  other  walks  of  life 
for  the  time  being  may  appear  rather  mo- 
mentous in  their  size,  but  upon  carefully 
studying  the  data  many  times  the  individual 
will  find  that  it  is  through  the  medium  of 
these  supposed  failures  that  character  is  built. 


As  I draw  to  the  end  of  this  discussion,  I 
would  like  to  urge  that  you  give  consideration 
to  the  thoughts  which  I have  mentioned,  for 
it  is  my  conviction  that  a pioneer,  or  an 
original  thinker,  is  the  most  interesting  and 
alert  individual  I know.  He  is  interesting 
for  the  reason  that  he  has  been  in  new  places, 
he  has  been  productive,  and  for  that  reason  he 
has  been  an  inspiration  for  all  who  know  him. 
I would  urge  each  one  of  you  to  give  thought 
to  this  in  order  that  you  too  may  become  a 
more  dynamic  personality.  I would  like  to 
see  the  day  when  everyone  of  you  would  ap- 
proach the  close  of  it  with  this  thought  in 
your  minds  and  in  your  hearts,  “This  day  I 
have  dabbled  into  the  realm  of  research  — 
tomorrow  I shall  do  the  same.  Before  I am 
through  I will  make  a contribution  to  my 
fellow  man.  Personal  research  into  my  own 
shortcomings  is  my  goal,  and  when  I am 
through  I hope  to  present  an  individual  who 
is  a pioneer  in  the  true  sense  of  the  word, 
capable  of  standing  on  his  own  two  feet,  and 
capable  of  seeking  the  truth  for  himself.’’ 
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Holland  Wheeler  of  Huron  gives  his  birth 
date  as  September  3,  1865.  He  holds  South 
Dakota  Certificate  No.  36  which  was  issued 
for  Territorial  Certificate  No.  598.  He  was  a 
resident  of  Huron  on  October  1,  1890  and  par- 
ticipated in  the  drawing  for  certificate  num- 
bers. Mr.  Wheeler  is  still  active  in  the 
Wheeler  Drug  Store  in  Huron. 

Charles  F.  Slate  of  Platte  was  born  on  De- 
cember 4,  1866.  He  held  Territorial  Cer- 
tificate No.  524  for  which  he  was  assigned 
South  Dakota  Certificate  No.  135.  Mr.  Slate 
was  a resident  of  Bowdle,  South  Dakota  when 
he  was  registered  on  October  1,  1890.  His 
daughter,  Mrs.  Hazel  Slate  Quinlan  is  a regis- 
tered pharmacist  and  is  now  associated  with 
him  in  the  operation  of  the  Slate  Drug  Store 
at  Platte. 

We  congratulate  these  veteran  pharmacists 
who  have  continued  to  serve  the  health  needs 
of  their  communities  for  so  many  years. 
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by  Clark  T.  Eidsmoe,  Professor  of  Pharmacy,  South  Dakota  State  College 


FOLLICULAR  HORMONES  (ESTROGENS) 

ESTRADIOL  U.  S.  P.  Dihydrotheelin  Oestra- 
diol. 

SOURCE:  Reduction  of  estrone  from  urine  of  stallions  and 
pregnant  mares. 

PROPERTIES:  Whie  or  slightly  yellow,  small  crystals  or  Crys- 
talline powder.  Ordorless,  stable  in  air,  insoluble  in  water. 
Soluble  in  alcohol,  acetone,  dioxane,  in  solutions  of  fixed 
alkali  hydroxides,  sparingly  soluble  in  vegetable  oils. 
UNITAGE:  1 mg  — 12,000  R.  U.  — 1 mg  — 120,000  I.  U. 
Crystalline  compounds.  Prescribed  by  weight. 

THERAPEUTIC  USE:  (1)  Developmental  action  on  the  re- 
productive organs.  (2)  Inhibition  of  pituitary  hormones.  (31 
Constitutional  effects.  (Increase  in  muscle  strength,  bodily 
vigor,  and  mental  faculties. 

DOSE:  0.2  mg.  (1/300  grain  I . 

ESTRADIOL  BENZOATE  U.  S.  P.  Oestradiol 
Monobenzoate. 

SOURCE:  Esterification  of  Estradiol. 

PROPERTIES:  White  or  slightly  yellow  to  brownish  crys- 
talline powder.  Ordorless  and  stable  in  air.  Insoluble  in 
water,  soluble  in  alcohol,  acetone  and  dioxane,  slightly  soluble 
in  ether,  sparingly  soluble  in  vegetable  oils. 

UNITAGE:  Prescribed  bv  weight.  1 mg  — 10,000  I.  U.  — 1 mg 
1,000  R.  U. 

THERAPEUTIC  USE:  Same  as  for  Estradiol,  but  more  pro- 
longed effects.  Administered  in  oil. 

DOSE:  1 mg.  (1/60  grain)  Intramuscularly. 

ESTRONE  U.  S.  P.  Theelin  Ketohydroxy- 
estrin. 

SOURCE:  From  urine  of  stallions  and  pregnant  mares. 
PROPERTIES:  Small  white  crystals  or  white  crystalline 

powder.  Odorless  and  stable  in  air.  Slightly  soluble  in  water, 
soluble  in  alcohol,  acetone,  dioxane,  and  in  solutions  of  fixed 
alkali  hvdroxides. 

UNITAGE:  1 mg  — 10,000  I.  U.  — 1 mg  — 1,000  R.  U.  Crys- 
talline Estrone  prescribed  by  weight. 

THERAPEUTIC  USE:  Same  as  for  Estradiol  but  administered 
in  oil. 

DOSE:  I mg.  1 1/60  grain)  Intramuscularly. 

DIETHYL-STILBESTROL  U.  S.  P.  Stilbes- 
trol. 

SOURCE:  Synthetic. 

PROPERTIES:  White,  odorless  crystalline  powder.  Soluble 
in  water,  chloroform,  ether,  fatty  oils,  and  in  dilute  alkali 
hydroxides. 

UNITAGE:  Administered  by  weight. 

THERAPEUTIC  USE:  Practically  the  same  as  the  estrogens, 
but  effective  orally. 

DOSE:  0.5  mg.  11/120  grain  I Orally. 

ESTRIOL  THEELOL. 

SOURCE:  From  urine  of  pregnant  women. 

PROPERTIES:  White  ordorless  powder.  Insoluble  in  water. 
Soluble  in  alcohol,  dioxane  and  in  oils. 

UNITAGE:  1 mg.  — 1500  I.  U.  — 1 mg.  — 150  R.  U. 
THERAPEUTIC  USE:  Same  as  for  Estradiol. 

DOSE:  0.06  mg.  to  0.12  mg.  1/1000  to  1/500  gr.  Orally. 

ESTRADIOL  DIPROPRIONATE. 

SOURCE:  Esterification  of  Estradiol. 

UNITAGE:  Administered  by  weight. 

THERAPEUTIC  USE:  Like  Estradiol  but  effects  more  last- 
ing. 

DOSE:  0.2  mg.  (1/300  gr.)  1 mg.  (1/60  gr.) 

TRADE  PREPARATIONS  OF  ESTROGENS 

CRYSTALLINE  ESTRONE  PRODUCTS:  Estrone  in  Oil  — 
Abbott,  Lilly.  Estrone  Suppositories  — Abbott,  Lilly. 
Theelin  in  Oil  — Parke  Davis.  Theelin  Suppositories  — 
Parke  Davis.  Theelin  Aqueous  Suspension  — Parke  Davis. 
CRYSTALLINE  ESTRIOL  PRODUCTS:  Estriol  capsules  — 
Abbott,  Lilly.  Theelol  capsules  — Parke  Davis. 
CRYSTALLINE  ESTRADIOL  PRODUCTS:  Dimenformon  Oint- 
ment — Roche-Organon.  — Dimenformon  Tablets  — Roche- 
Organon.  Ovocylin  Ointment  — Ciba.  Ovocylin  Supposi- 
tories — Ciba.  Ovocylin  Tablets  — Ciba.  Progynon  DH 
Ointment  — Schering.  Progynon  DH  Suppositories  — Scher- 


ing.  Progynon  HD  Tablets  — Schering. 

CRYSTALLINE  ESTRADIOL  BENZOATE  PRODUCTS:  Ben- 
ovocylin  in  Oil  - — Ciba.  Dimenformon  Benzoate  in  Oil  — 
Roche  Organon.  Progynon  B in  oil  — Schering. 
CRYSTALLINE  ESTRADIOL  DIPROPIONATE  PRODUCTS: 
Di-Ovocvlin  in  Oil  — Ciba.  Progvnon  DP  in  Oil  — Schering. 
NON-CRYSTALLINE  ESTOGENIC  SUBSTANCES  PRIN- 
CIPALLY ESTRONE:  Amniotin  — Squibb.  Amniotin  cap- 
sules Squibb.  Amniotin  Suppositories  — Squibb.  Es- 

trogenic Hormone  in  Oil  — National  Drug.  ifrom  human 
placental.  Estrogenic  Substance  — Sharp  & Dohme.  Es- 
trongenic  Substance  Solution  — Breon.  Solution  of  Estro- 
gens — Lakeside  Laboratories.  Estrogens  in  Oil  — Endo 
Products.  Estromone  Tablets  — Endro  Products.  Folestrin 
in  Oil  — Armour.  Menformon  in  Oil  — Roche-Organon. 
Menformon  Ointment  — Roche-Organon.  Menformon  Tablets 

— Roche-Organon.  Ova-Estrin  in  Oil  — Hospital  Liquids. 
Solution  of  Estrogenic  Substances  — Cheplin:  Wyeth.  Estro- 
genic Hormone  — Rorer;  Wilson.  Estrogens  Mixed  — 
Lederle.  Proliculin  — Merrill. 

SYNTHETIC  ESTROGENS 

WINTHROP,  BREON,  LAKESIDE:  Diethylstilbestrol  Dipro- 
pionate.  Estrobene  Dipropionate  (Diethylstilbestrol  Dipro- 
pionate) — Ayerst.  Diethylstilbestrol  Dipalmaitate  — Abbott. 
Hexestrol  in  Oil  — Merrell.  Hexestrol  Tablets  — Merrell; 
Ortho.  Estinyl  (Ethinyl  Estradiol)  — Schering.  Benzestrol 

— Schieffelin;  Lederle.  Monomestrol  (Mestilbol)  — Wallace 
& Tiernan. 

Premarin  Tablets  — Ayerest,  McKenna  & Harrison  — 
(Principally  Estrone  Sulfate).  Emmenin  Liquid,  Emmenin 
Tablets  — Ayersa,  McKenna  & Harrison  — (Principally  Es- 
trone and  Estrone  Glycouronide) . 

LUTEAL  HORMONE  (PROGESTINS) 

PROGESTERONE  U.  S.  P. 

SOURCE:  Synthesized  from  Stigmasterol. 

PROPERTIES:  White,  crystalline  powder.  Stable  in  air. 

Insoluble  in  water,  soluble  in  alcohol,  acetone  and  in  dioxane. 
Sparingly  soluble  in  vegetable  oils. 

UNITAGE:  1 mg.  — 1 I.  U.  1 I.  U.  — 1 Corner-Alien  Unit 
0.6  I.  U.  — 1 Clauberg  Unit.  Crystalline  Product  By  weight. 
THERAPEUTIC  USES:  Habitual  abortion.  Threatened  abor- 
tion, Menorrhagia,  Metrorrhagia,  Dysmenorrhea,  Premenstrual 
tension. 

DOSE:  5 mg.  (1/12  grain)  Intramuscularly. 

ANHYDROPHYDROXY  PROGESTERUNE 
U.  S.  P.  Ethisterone  Pregneninolone. 

-SOURCE:  Synthetic. 

PROPERTIES:  White  or  slightly  yellow  crystals  or  powder. 
Insoluble  in  water,  slightly  soluble  in  alcohol,  ether,  in  other 
organic  solvents  and  in  vegetable  oils. 

UNITAGE:  By  weight. 

THERAPEUTIC  USES:  Generally  the  same  as  Progeserone, 
but  effective  orally. 

DOSE:  10  mg.  (1/6  grain)  Orally. 

TRADE  PREPARATIONS  OF 
PRAGESTINS 

CRYSTALLINE  SYNTHETIC  PROGESTERONE  PRODUCTS: 

Lutocylin  in  Oil  — Ciba.  Progesterone  in  Oil  — Armour. 
Progestin  in  Oil  — Roche-Organon.  Proluton  in  Oil  — 
Schering.  Nalutron  — Winthrop. 

NONCRYSTALLINE  SYNTHETIC  PROGESTERONE  PRO- 
DUCTS: Progestin  in  Oil  — Abbott.  Lutromone  in  Oil  — 
Endo  Products. 

NATURAL  PROGESTERONE  FROM  ANIMAL  OVARIES: 

Lipo-Lutin  in  Oil  — Parke  Davis.  Progesterone  in  Oil  — - 
Breon.  Progestin  in  Oil  — Lilly:  Upjohn. 

ANHYDROHYDROXY  PROGESTERONE:  Luto-cylol  Tablets 

— Ciba.  Pranone  Tablets  — Schering.  Progesterol  Tablets 

— Roche-Organon. 

Corpus  Luteum  Extracts. 

MALE  SEX  HORMONE  (ANDROGENS) 

TESTOSTERONE  PROPIONATE  U.  S.  P. 

SOURCE:  Originally  from  tests.  Now  synthesized  from 

Cholesterol  and  other  sterols. 

PROPERTIES:  White,  or  slightly  yellow  crystals  or  powder. 
Insoluble  in  water.  Freely  soluble  in  alcohol,  ether,  and  other 
organic  solvents.  Soluble  in  vegetable  oils. 

UNITAGE:  Prescribed  by  weight. 
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THERAPEUTIC  USES:  Undescended  Testes  Eunuchoidism. 
Immature  development  of  sex  organs  and  development  of 
secondary  sex  characteristics.  In  female:  Inhibit  lactation. 
Relieve  functional  uterine  bleeding.  Menopausal  disturbances. 
DOSE:  25  mg.  (3/8  grain)  Intramuscularly. 

METHYL-TESTOSTERONE  U.  S.  P. 

SOURCE:  Synthesized  from  Cholesterol  and  other  sterols. 
PROPERTIES:  White  or  slightly  yellow  crystals  or  powder. 
Insoluble  in  water,  soluble  in  alcohol,  methanol,  ether,  and  in 
other  organic  solvents,  and  sparingly  soluble  in  volatile  oils. 
UNITAGE:  Prescribed  by  weight. 

THERAPEUTIC  USES:  Same  as  Testosterone  Propionate,  but 
effective  orally. 

DOSE:  Oral  10  mg.  (1/6  grain).  Sublingual  5 mg.  (1/12 
grain) . 

TRADE  PREPARATIONS  OF  ANDROGENS 

Oreton-F  Pellets  (Free  Testosterone)  — Schering. 
TESTOSTERONE  PROPIONATE  PRODUCTS:  Neo-Hom- 

breol  in  Oil  • — Roche-Organon.  Neo-Hombreol  Ointment  — 
Roche-Organon.  Perandren  in  Oil  — Ciba.  Perandren  Oint- 
ment — Ciba.  Testosterone  Propionate  — Rare  Chemicals. 
METHYL  TESTOSTERONE  PRODUCTS:  Metandren  Tablets 
— Ciba.  Neo  Hombreal  (M)  Ointment  — Roche-Organon. 
Neo  Hombreol  (Ml  Tablets  — Roche-Organon.  Oreton  M 
Tablets  — Schering.  Oreton  M Ointment  — Schering. 

ADRENAL  CORTEX 

DESOXYCORTICO-STERONE  ACETATE 
U.  S.  P.  Desoxycostone  Acetate. 

SOURCE:  One  of  components  of  Adrenal  Cortex,  but  pre- 
pared synthetically  from  Sterols. 

PROPERTIES:  White  crystalline  powder.  Insoluble  in  water. 
Sparingly  soluble  in  alcohol,  acetone,  and  dioxane.  Slightly 
soluble  in  vegetable  oils. 

UNITAGE:  Prescribed  by  weight. 

THERAPEUTIC  USES:  In  Addison’s  Disease  it  restores  elec- 
trolyte balance,  plasma  volume  and  normal  blood  pressure, 
but  does  not  correct  the  fundamental  disturbance  in  carbo- 
hydrate metabolism;  restore  muscle  function  to  normal  or 
reduce  pigmentation. 

DOSE:  Intramuscular  and  Implantation  to  be  determined  by 
physician  according  to  needs  of  patient. 

SUPRARENAL. 

SOURCE:  Dessioated  Suprarenal  Glands  of  Sheep,  Cattle,  or 
Swine. 

PROPERTIES:  Light  yellow  to  brown  powder.  Only  par- 
tially soluble  in  water. 

UNITAGE:  1 Gm.  represents  6 Gm.  of  fresh  glands. 
THERAPEUTIC  USES:  Probably  of  no  value  since  absorption 
through  alimentary  tract  is  inadequate. 

DOSE:  To  be  determined  by  the  physician. 

TRADE  PREPARATIONS  OF  ADRENAL 
CORTEX 

DESOXYCORTICOSTERONE  ACETATE:  Cortate  — Schering. 
Doca  — Roche-Organon.  Percorten  — Ciba. 

ACTIVE  EXTRACTS  OF  ADRENAL  CORTEX.  Icc  OF  EX- 
TRACT  REPRESENTS  40  Gm.  OF  FRESH  GLANDS:  Adrenal 
Cortex  Extract  — Upjohn.  Adrenal  Cortex  Extract  — Wil- 
son. Cortin  — Roche-Organon.  Eschatin  — Parke  Davis. 
Cortisorbate  — Schieffilin. 

ADRENAL  MEDULLA 

EPINEPHRINE  U.  S.  P. 

SOURCE:  Medullary  portion  of  Adrenal  Glands  of  domestic 
animals,  and  prepared  synthetically. 

PROPERTIES:  White  or  light  brownish  powder,  darkens  on 
exposure  to  air.  Very  slightly  soluble  in  water  and  alcohol. 
UNITAGE:  Equivalent  to  U.  S.  P.  Reference  Standard. 
THERAPEUTIC  USE:  Vasoconstrictor  in  hemorrhage,  and  in 
catarrhal  and  congestive  conditions.  Relieves  asthmatic 
paroxysms.  Stimulant  in  shock. 

EPINEPHRINE  INHALATION  U.  S.  P. 

SOURCE:  Solution  of  Epinephrine  in  distilled  water  and 
HC1. 

PROPERTIES:  Nearly  colorless,  slightly  acid  liquid.  Darkens 
on  exposure  to  air  and  light. 

UNITAGE:  1:100. 

THERAPEUTIC  USE:  Vasoconstrictor  in  hemorrhage,  and  in 
catarrhal  and  congestive  conditions.  Relieves  asthmatic 

paroxysms.  Stimulant  in  shock. 

EPINEPHRINE  INJECTION  U.  S.  P. 

SOURCE:  Solution  of  Epinephrine  in  distilled  water  and  HC1. 
PROPERTIES:  Nearly  colorless.  Slightly  acid  liquid.  Darkens 
on  exposure  to  air  and  light. 

UNITAGE:  Usually  1:1000. 

THERAPEUTIC  USE:  Vasoconstrictor  in  hemorrhage,  and  in 
catarrhal  and  congestive  conditions.  Relieves  asthmatic 

paroxysms.  Stimulant  in  shock. 

DOSE:  1 mg.  (1/60  gr.)  of  Epinephrine  Subcutaneous  or  In- 
tramuscular. 

EPINEPHRINE  SOLUTION  U.  S.  P. 

SOURCE:  Solution  of  Epinephrine  in  distilled  water  and  HC1. 


PROPERTIES:  Nearly  colorless.  Slightly  acid  liquid.  Darkens 
on  exposure  to  air  and  light. 

UNITAGE:  1:1000. 

THERAPEUTIC  USE:  Vasoconstricter  in  hemorrhage,  and  in 
catarrhal  and  congestive  conditions.  Relieves  asthmatic 
paroxysms.  Stimulant  in  shock. 

TRADE  PREPARTIONS  OF  ADRENAL 
MEDULLA 

NATURAL  OR  SYNTHETIC  EPINEPHRINE:  Suprarenalin  — 
Armour.  Adrenalin  — Parke  Davis.  Epinephrin  — Upjohn; 
Wilson.  Suprarenin  — Winthrop. 

Adrenalin  in  Oil  1:500  — Parke  Davis. 

EPINEPHRINE  INHALATION  U.  S.  P.:  Suprarenin  Solution 
1:100  — Armour.  Solution  of  Adrenalin  Chloride  1:100  — 
Parke  Davis.  Solution  of  Epinephrine  Hydrochloride  1:100  — 
Burroughs- Wellcome;  Cheplin;  Lakeside;  Lederle. 

A 0.2%  SUSPENSION  OF  EPINEPHRINE  IN  VEGETABLE 
OIL:  Epinephrine  in  Oil  1:500  — Endo  Products;  Lakeside; 
Squibb-Smith-Dorsey. 

THYROID 

THYROID  U.  S.P. 

SOURCE:  Thyroid  glands  of  domestic  animals. 

PROPERTIES:  Yellowish  to  buff  colored  amorphous  powder. 
POTENCY:  0.17%  to  0.23%  Iodine. 

THERAPEUTIC  USES:  Myxedema.  Cretinism.  Simple  goitre 
Obesity,  menstrual  disturbances,  arthritis. 

DOSE:  60  mg.  (1  grain). 

THYROXIN  U.  S.  P. 

SOURCE:  From  thyroid  glands  or  prepared  synthetically. 
PROPERTIES:  White  crystals.  Insoluble  in  water,  alcohol 
and  organic  solvents.  Soluble  in  solutions  of  alkali  hydroxides 
and  carbonates. 

POTENCY:  Net  less  than  64%  Iodine. 

THERAPEUTIC  USES:  Like  thyroid,  but  relatively  ineffec- 
tive by  mouth. 

DOSE:  0.5  mg.  1 1/120  gr.) 

TRADE  PREPARATIONS  OF  THYROID 
AND  THYROXIN 

Thyroid  Emplets,  0.3%>  Iodine  — Parke  Davis.  Thyroid 
Tabloid.  0.4%,  Iodine  — Burroughs-Wellcome.  Tablets  Thy- 
roxin Fraction*  I oral  I — Squibb.  ‘Thyroxin  Fraction  is  the 
partially  purified  disodium  salt  of  thyroxin. 

PARATHYROID 

PARATHYROID  INJECTION  U.  S.  P. 

SOURCE:  Parathyroid  Glands  of  domestic  animals. 
PROPERTIES:  Clear  acqueous  liquid. 

POTENCY:  lcc  represents  100  U.  S.  P.  units.  0.01  Unit 
raises  blood  calcium  of  lOOcc  1 mg.  in  16  to  18  hours. 
THERAPEUTIC  USES:  To  raise  calcium  level  of  the  blood. 
Control  of  parathyroid  tetany. 

DOSE:  25  U.  S.  P.  Units  Intramuscularly. 

TRADE  PREPARATIONS  OF 
PARATHYROID 

ESSENTIALLY  PARATHYROID  INJECTION  U.  S.  P.:  Para- 
thyroid Extract  — Lilly.  Parathyroid  Hormone  — Squibb. 
Paroidin  — Parke  Davis. 

Dihydrotachysterol*  (Hytakerol-Winthrop  I . 
•Dihydrotachysterol  is  a product  of  irradiation  of  ergosterol. 
Its  effects  are  similar  to  those  of  parathyroid,  but  it  has  the 
advantage  that  it  may  be  administered  orally. 

POSTERIOR  PITJITARY 
POTENCY 

POSTERIOR  PITUITARY  U.  S.  P.  Pituitary, 
Hypophysis  Sicca, 

SOURCE:  Posterior  lobe  of  pituitary  body  of  domestic 
animals. 

PROPERTIES:  Yellowish  or  grayish,  amorphous  powder. 

Only  partially  soluble  in  water. 

POTENCY:  1 mg.  is  equivalent  to  1 U.  S.  P.  Posterior  pitui- 
tary Unit. 

THERAPEUTIC  USES:  To  strengthen  uterine  contraction  in 
child  birth.  To  stimulate  intestinal  peristalsis  for  relief  of 
tympany  following  abdominal  operations.  Anti  diuretic  effect 
in  diabetes  insipidus. 

POSTERIOR  PITUITARY  INJECTION 
U.  S.  P.  Posterior  Pituitary  Solution.  Pit- 
uitary Solution. 

SOURCE:  Solution  of  water  soluble  principles  of  posterior 
lobe  of  pituitary  body. 

PROPERTIES:  Clear  or  only  faintly  opalescent  liquid,  color- 
less or  nearly  so,  faint  characteristic  odor. 

POTENCY:  0.1  cc  is  equivalent  to  1 U.  S.  P.  Posterior  Pitui- 
tary Unit. 

(Continued  on  Page  417) 
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Reports  from  the  Washington  Representative  of  N.  A.  R.  D. 

by 

George  H.  Fraies 


WHAT  GOES  ON  HERE  — AT  RANDOM 

MUCH  HAS  BEEN  said  and  written  about 
the  vital  importance  of  small  business  to  all 
America  — to  all  who  make  up  our  free 
economy.  Much  has  been  done  with  and  for 
small  business,  to  help  keep  it  the  important 
segment  it  is  in  the  American  way  of  life. 
Much,  however,  remains  to  be  done  to  help 
it  play  the  continuing  important  role  in  the 
life  of  this  nation  and  in  the  relationship  of 
all  nations.  If  we  Americans  want  a rightly 
ordered  country  and  world  we  must  put  into 
operation  the  methods  that  will  build  it. 
Strong  foundations  must  be  laid  for  the  more 
towering  structure  that  can  be  ours  in  the 
days  ahead.  Without  healthy,  vigorous,  con- 
stantly expanding  and  growing  small  bus- 
iness, the  foundations  on  which  we  seek  to 
build  cannot  and  will  not  be  strong.  Let  us 
all,  therefore,  ever  keep  constantly  before 
us  these  two  things:  (1)  The  absolute  im- 
portance of  small  business;  (2)  What  can  and 
must  be  done  to  keep  it  strong  and  growing.  . . 

AMEBIC  DYSENTERY.  The  Veterans  Ad- 
ministration said  it  was  “continuing  its  efforts 
to  have  facilities  available  and  competent 
personnel  to  deal  with  amebic  dysentery  and 
other  tropical  diseases,”  but  admitted  that 
all  its  procedures  would  be  “of  little  or  no 
value”  if  physicians  treating  veterans  fail  to 
diagnose  properly  their  ailments. 

NEW  DRUG  PERVETIN.  Relief  to  hay 
fever  — asthma  suffers  seen  in  the  use  of  the 
German  drug  Pervetin.  Its  usefulness  also 
has  been  revealed  for  wakening  from  nar- 
cotics, for  fighting  collapse,  and  for  prolong- 
ing the  analeptic  effect  of  morphine.  A re- 
port is  available  from  the  Office  of  Technical 
Services,  Department  of  Commerce,  Wash- 
ington 25,  D.  C. 

THE  N.A.R.D.  GOLDEN  JUBILEE  CON- 
VENTION WILL  BE  THE  BIGGEST  YET. 
PLAN  TO  ATTEND! 

A MOVEMENT  BACKED  BY  THE 
AMERICAN  MEDICAL  ASSOCIATION  to 
revise  nurses  salaries,  working  hours,  sick 


leaves  and  vacations  is  making  progress, 
according  to  Medical  Economics,  national  bus- 
iness magazine  for  physicians.  A survey 
shows  that  the  average  private-duty  regis- 
tered nurse  is  now  earning  about  $38  a week, 
or  less  than  the  average  pay  of  a stenogra- 
pher. The  AMA  “urges  that  all  nurses  be 
covered  by  social  security  and  retirement 
plans.” 

THE  CHAMBER  OF  COMMERCE  of  the 
U.  S.  in  a summary  of  data  prepared  by 
Marketing  Research  Specialists  estimates 
there  are  61,000  drug  stores  in  the  nation 
having  an  annual  average  business  per  store 
of  $59,000  with  an  annual  population  per 
store  of  2,400.  In  a spot  check  by  the  Census 
Bureau  nearly  26%  of  the  country’s  drug 
stores  account  for  a $100,000  annual  volume. 

SUPRONALUM  or  “DE-MA”  an  effective 
new  drug  in  combating  certain  types  of  in- 
fections, is  described  in  a report  available  in 
the  United  States  from  the  Office  of  Tech- 
nical Services,  Dept,  of  commerce.  Officials 
in  Germany  described  this  drug  as  outstand- 
ing in  use  against  pneumonia,  peritonitis, 
blood  poisoning  and  many  other  ills  caused 
by  infections.  The  product  is  reportedly 
about  to  be  manufactured  by  the  Germans  in 
quantity. 

AN  INSTRUMENT  FOR  OBTAINING  a 
continuous  record  of  the  body  temperature  of 
a human  being  for  more  than  24-hours  has 
been  reported  to  the  American  Association 
for  the  Advancement  of  Science.  An  ex- 
tremely delicate  electrical  thermometer  is 
placed  in  the  external  canal  of  the  ear  and 
worn  like  a hearing  aid.  A minute  electric 
current  flows  and  any  increase  or  decrease  in 
temperature  is  automatically  recorded. 

HOSPITAL  BIRTH  AT  NEW  HIGH.  Of 
3,288,672  live  births  recorded  for  1946  — 2,- 
708,223  or  82.4%  occurred  in  hospitals,  12% 
were  attended  by  physicians  outside  of  hos- 
pitals, 5.4%  were  attended  by  midwives  or 
other  non-physicians.  This  is  in  sharp  con- 
trast with  the  situation  that  existed  in  1935 
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when  only  36.9%  of  confinements  occurred  in 
hospitals.  Independent  druggists  should 
feature  baby  products.  The  first  large  Na- 
tional Baby  Care  Exposition  will  be  opened 
to  the  public  November  27  through  December 
6 at  Madison  Square  Garden,  New  York.  It 
will  be  devoted  exclusively  to  baby  care  and 
baby  products. 

HOW  TO  PREPARE  YOUR  U.  S.  INCOME 
TAX  RETURN.  A new  set  of  instructions 
contained  in  a 16-page  pamphlet  replaces  a 
4-page  leaflet  formerly  issued  by  the  Internal 
Revenue  Dept.  The  Bureau  says  every  proper 
step  has  been  taken  in  the  new  publication  to 
acquaint  the  taxpayer  with  the  exemptions, 
credits,  deductions,  and  choices  which  he  may 
legitimately  use  in  computing  his  correct  tax. 
While  designed  primarily  for  use  in  connec- 
tion with -Form  1040,  the  pamphlet  may  also 
be  of  interest  to  taxpayers  who  will  use  the 
new  Form  1040-A  and  will  be  available  to 
them  upon  request  at  the  offices  of  Collectors 
of  Internal  Revenue  early  in  January.  Per- 
sons who  filed  Form  1040  for  last  year  will 
receive  the  pamphlet  by  mail  along  with 
blank  return  forms  in  accordance  with  past 
custom. 

“BEEP”  TONE  DENOTES  ’PHONE  CON- 
SERVATION IS  RECORDED.  If  you  ever 
hear  a brief,  high,  almost  musical  note  on 
your  telephone  line  while  you  are  talking  — 
a sort  of  gentle  “BEEP”  repeated  every  15 
seconds  or  so  — you  will  know  that  the  per- 
son to  whom  you  are  talking  is  making  a 
record  of  your  conversation.  The  public 
authorities  who  regulate  the  telephone  bus- 
iness have  authorized  the  connection  of  voice 
recording  machines  to  telephone  lines  PRO- 
VIDED the  BEEP  signal  is  used  to  let  the  per- 
son at  the  other  end  of  the  line  know  that  the 
conversation  is  being  recorded. 

BOTH  REPUBLICANS  AND  DEMO- 
CRATS are  making  a terrific  play  to  win  the 
affections  of  small  business.  Perhaps  it  is 
only  coincidence  that  these  moves  occur  on 
the  eve  of  the  big  elections. 

RECOMMENDATIONS  FOR  IMPROV- 
ING the  efficiency  and  effectiveness  of  the 
administrative  branch  of  the  federal  govern- 
ment will  be  reviewed  in  the  next  session  of 
Congress.  There  are  70  independent  govern- 
ment agencies,  exclusive  of  the  12  great  de- 
partments, all  directed  theoretically  by  the 


President.  Obviously  the  President  cannot 
devote  much  time  to  the  agencies  and  as  a 
result  they  operate  pretty  much  as  they 
choose.  A larger  cabinet  is  seen  with  more 
administrative  authority  delegated  to  the 
cabinet  officers.  Concentrating  the  scattered 
agencies,  eliminating  duplicate  functions,  and 
providing  direction  according  to  a plan  and  a 
purpose  lies  the  only  hope  for  tax  relief  and 
national  debt  reduction  for  the  next  few  years 
provided  expanded  defense  expenditures  do 
not  absorb  these  savings. 


EIDSMOE 

(Continued  from  Page  415) 

THERAPEUTIC  USES:  See  posterior  pituitary.  This  is  the 
form  in  which  the  drug  is  usually  administered. 

DOSE:  1 cc  (15  m.l  Intramuscular. 

TRADE  PREPARATIONS  OF  POSTERIOR 
PITUITARY 

ESSENTIALLY  POSTERIOR  PITUITARY  INJECTION  U.S.P.: 
Ampoules  Posterior  Pituitary  Solution  — Abbott  . Pituitary 
Liquid.  Pituitary  Extract  — Lilly;  Endo;  Lakeside;  Merrell; 
Squibb;  'Upjohn  U.  S.  Standard;  Wilson;  Parke  Davis; 
Warner.  Infundin  — Burroughs  — Wellcome. 

Pitressin  — Parke  Davis  (Vasopressor  and  antidiuretic  frac- 
tion. 

Pitocin  — Parke  Davis  (Oxytocic  fraction). 

ANTERIOR  PITUITARY 

ANTERIOR  PITUITARY  N.  F. 

SOURCE:  Dried  Powdered  Anterior  lobe  of  pituitary  gland  of 
cattle,  sheep,  or  swine. 

PROPERTIES:  Gray  or  yellowish  gray  amorphous  powder. 
Only  partially  soluble  in  water. 

POTENCY:  1 Gm.  obtained  from  5 Gm.  of  fresh  anterior 
lobe. 

THERAPEUTIC  USES:  While  injectable  extracts  produce  the 
effects  of  the  adrenotropic,  thyrotopic,  lactogenic,  gonado- 
tropic and  growth  stimulating  principles,  there  is  no  evidence 
to  indicate  anterior  pituitary  is  effective  by  mouth. 

DOSE:  To  be  determined  by  the  prescriber. 

WHOLE  PITUITARY  N.  F. 

SOURCE:  Dried  powdered  whole  pituitary  body  of  cattle, 
sheep,  or  swine. 

PROPERTIES:  Gray  or  yellowish  gray  amorphous  powder. 
POTENCY:  1 Gm.  obtained  from  5 Gm.  of  fresh  pituitary 
gland. 

THERAPEUTIC  USES:  Intended  to  represent  the  activity  of 
both  anterior  and  posterior  pituitary,  but  is  ineffective  when 
administered  orally. 

DOSE:  To  be  determined  by  the  prescriber. 

TRADE  PREPARATIONS  OF  ANTERIOR 
PITUITARY 

THESE  PRODUCTS  CONTAIN  CHIEFLY  GONADOTROPIC 
HORMONES:  Antuitrin-S  — Parke  Davis.  Maturity  Extract 
— Armour.  Gonadotropic  Factor  — Ayerst.  Gonadophysin 
(Pi  — Searle.  Prehysin  (P)  — Chappel.  Antophysin  — 
Winthrop.  Follutein  — Squibb. 

THESE  PRODUCTS  CONTAIN  CHIEFLY  GROWTH  HOR- 
MONES: Phykentrone  — Squibb.  Phyone  — Wilson.  An- 
tuitrin  - G — Parke  Davis.  Growth  - Complex  — Armour, 
Ayerst. 

Adrenotropic  Factor  — Armour. 

Thyrotropic  Factor  — Armour. 

Proclactin  — Armour;  Ayerst. 
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The  Diagnosis  and  Treatment  of  Lymphoma 

and  Leukemia* 

Edwin  D.  Bayrd,  M.D. 

Division  of  Medicine,  Mayo  Clinic,  Rochester,  Minnesota 


This  presentation  will  be  concerned  prim- 
arily with  the  diagnostic  aspects  and  status  of 
therapy  of  lymphoma  and  leukemia  as  ex- 
perienced in  the  practice  of  clinical  hema- 
tology. 

Some  classification  of  lymphomas  on  the 
basis  of  their  natural  history  and  pathologic 
characteristics  is  essential  to  a proper  under- 
standing of  any  patient’s  future  outlook  and  a 
critical  evaluation  of  the  success  of  any  new 
therapeutic  effort.  Two  such  similar,  current 
and  useful  classifications  are  those  of  Jack- 
son  and  Parker1,  and  of  Gall  and  Mallory2. 
Both  are  based  on  wide  experience  with  the 
disease  and  careful  correlation  of  clinical  and 
pathologic  material. 

Jackson  and  Parker  distinguished  Hodg- 
kin’s sarcoma,  an  invasive  frankly  neoplastic, 
and  rapidly  fatal  process,  Hodgkin’s  granu- 
loma, the  familiarly  known  pleomorphic 
Hodgkin’s  disease,  and  Hodgkin’s  paragranu- 
loma, an  almost  benign  form  in  which  the  pre- 
dominant cell  is  the  mature  lymphocyte.  All 
types  are  characterized  by  the  Reed-Stern- 
berg  giant  cell. 

The  lymphomas  proper  or  as  Wintrobe3 
called  them  the  “lymphosarcoma  group”  are 
divided  into  five  types  by  Gall  and  Mallory; 
the  stem-cell,  the  clasmatocytic,  the  lympho- 
blastic, the  lymphocytic  and  the  giant-follicle 
or  follicular  lymphoma.  Jackson  and  Parker 
also  included  the  plasmocytoma  or  multiple 
myeloma. 

The  first  three  of  these  five  as  a rule  bear 
a poor  prognosis;  the  average  period  of  sur- 
vival after  diagnosis  is  little  more  than  a 
year.  The  third,  the  lymphoblastic  lymphoma, 
is  the  tissue  analogue  of  acute  lymphatic 
leukemia  and  has  perhaps  the  poorest  out- 
look of  all. 

The  lymphocytic  lymphoma,  analogue  of 
chronic  lymphatic  leukemia,  and  the  giant- 
follicle  lymphoma  run  a much  longer  course 
as  a rule  and  many  patients  will  live  five  or 
more  years  after  diagnosis. 


Diagnosis 

Clinically,  lymphoma  may  be  suspected  in 
the  presence  of  unexplained  adenopathy, 
particularly  multicentric  adenopathy,  with 
or  without  anemia,  fever,  pruritus,  weakness, 
splenomegaly  and  involvement  of  the  skin  or 
bones. 

The  onset  of  the  condition  is  usually  in- 
sidious, and  the  patient  often  appears  for 
consultation  before  the  true  nature  of  his 
difficulty  is  manifest.  Anemia  and  easy 
fatigability  may  precede  the  appearance  of 
detectable  adenopathy  anywhere  in  the  body 
and  the  diagnosis  may  not  be  possible  until 
such  time  as  material  can  be  obtained  for 
biopsy.  Mysterious  or  remittent  fever,  of 
course,  makes  the  physician  alert  for  some 
evidence  that  will  enable  the  diagnosis  to  be 
made. 

Occasionally,  the  patient’s  chief  complaint 
will  be  generalized  pruritus,  cutaneous  lesion, 
pain  referable  to  bones,  gastro-intestinal, 
nasopharyngeal  or  pulmonary  complaint,  so 
that  almost  every  physician,  whether  he  is 
specializing  or  is  in  general  practice  will 
eventually  encounter  a malignant  lymphoma 
at  one  time  or  another. 

An  aid  to  the  diagnosis  may  lie  in  the  ex- 
amination of  the  peripheral  blood.  Leu- 
kocytosis with  toxic  polymorphonuclear  leu- 
kocytes and  a leukemoid  reaction  associated 
with  increased  rouleau  formation  may  be 
noted.  Hypochromic  anemia,  lymphopenia, 
monocytosis  and  eosinophilia  may  suggest 
Hodgkin’s  disease,  and  lymphocytosis,  reach- 
ing subleukemic  or  leukemic  proportions,  a 
lymphocytic  lymphoma.  Now  and  then  ab- 
normal, large,  basophilic  mononuclear  tumor 
cells  appear  in  the  peripheral  blood  in  such 
numbers  as  to  excite  comment  and  then  the 
process  is  sometimes  referred  to  as  a “leu- 

* Read  in  the  Cancer  Symposium  at  the  meeting 
of  the  South  Dakota  Division  of  the  American 
Cancer  Society,  Sioux  Falls,  South  Dakota, 
October  12,  1948. 
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kosarcoma.” 

In  the  study  of  patients  with  unexplained 
anemia,  the  aspiration  of  sternal  marrow  is 
almost  routine  in  most  institutions  today.  In 
our  experience  this  has  been  of  positive  value 
only  in  the  lymphoblastic  and  lymphocytic 
types  of  lymphoma.  It  has  been  uniformly 
unproductive  in  Hodgkin’s  disease.  However, 
the  ease  and  simplicity  of  this  procedure 
make  it  an  indispensable  differential  dia- 
gnostic tool,  particularly  when  peripheral 
adenopathy  is  lacking  and  several  diagnostic 
possibilities  exist. 

The  acquisition  of  pathologic  tissue  for 
histologic  examination  is  the  ultimate  goal 
in  any  attempt  at  accurate  diagnosis  and  this 
is  usually  best  achieved  by  biopsy.  Unfor- 
tunately, * this  too  is  not  an  infallible  pro- 
cedure and  frequently  the  report  is  “inflam- 
matory lymph  node.” 

Recently,  Heinrich  and  Judd4  reviewed  re- 
sults of  100  successive  biopsies  on  lymph 
nodes.  In  78  per  cent  of  50  cervical  lymph 
nodes  removed  biopsy  was  diagnostic.  In  60 
per  cent  of  33  axillary  nodes  removed  it  was 
diagnostic  while  only  33  per  cent  of  9 in- 
guinal lymph  nodes  yielded  the  desired  in- 
formation. The  lymph  node  tissue  in  the  re- 
maining 8 cases  was  obtained  from  a number 
of  sources,  during  laparotomy,  and  had  under- 
gone pathologic  change  in  63  per  cent.  Be- 
fore leaving  the  subject  of  biopsy  of  lymph 
nodes  in  malignant  lymphoma,  I would  like 
to  digress  to  remark  that  routine  bacterio- 
logic  studies  of  portions  of  the  lymph  node  as 
a part  of  each  examination  have  proved  to 
be  of  great  value  to  us  in  the  differential  diag- 
nosis of  the  lymphadenopathies. 

Finally,  in  cases  which  are  fairly  typical 
clinically  and  in  which  pulmonary  or  re- 
troperitoneal involvement  is  present,  ex- 
aminations of  bone  marrow  give  negative  re- 
sults and  there  are  no  accessible  nodes,  a 
trial  of  roentgen  therapy  is  warranted  and 
may  be  of  presumptive  diagnostic  value. 

The  diagnosis  of  leukemia  is  not  as  a rule 
difficult  since  the  blood  smear  or  leukocyte 
count  usually  supplies  the  answer.  However, 
in  younger  people,  particularly  children,  the 
picture  may  closely  simulate  that  of  an  acute 
infection  and  immature  cells  may  be  scanty 
or  absent  from  the  peripheral  blood  while 
the  leukocyte  count  may  be  low  or  normal.  A 


sternal  aspiration  will  give  diagnostic  infor- 
mation, in  such  cases  if  leukemia  is  kept  in 
mind. 

Great  difficulty  sometimes  ensues  when  a 
trial  of  sulfonamide  therapy  is  given  for  an 
undiagnosed  febrile  illness  and  is  followed 
by  the  development  of  a progressive,  re- 
fractory anemia,  which  only  much  later  is 
recognized  as  being  due  to  a leukemic  process. 

Differential  Diagnosis 

The  differential  diagnostic  possibilities  are 
largely  those  of  lymphadenopathy  or  splen- 
omegaly. However,  the  various  types  of  lym- 
phoma may  occur  without  either  lympha- 
denopathy or  splenomegaly  being  present.  In 
such  cases  the  differential  diagnosis  becomes 
difficult.  In  most  instances  not  the  lymphoma 
but  the  disturbance  from  which  it  is  to  be 
distinguished  fails  to  be  considered. 

Inflammatory  conditions  may  manifest 
themselves  by  local  heat  and  tenderness, 
fever,  a focus  of  infection,  fluctuation,  posi- 
tive agglutination  titers  or  positive  serologic 
reactions  for  syphilis. 

The  characteristic  blood  picture  and  posi- 
tive heterophilic  reaction  will  aid  in  dis- 
tinguishing infectious  mononucleosis  from 
leukemia  or  lymphoma. 

Metastatic  carcinoma  rarely  is  confusing 
except  when  an  inconspicuous  high-grade 
primary  lesion  is  located  in  the  bronchus  or 
nasopharyngeal  cavity.  The  latter  in  par- 
ticular is  apt  to  be  overlooked  when  a patient 
has  a “bull-neck”  type  of  adenopathy,  which 
strongly  suggests  one  of  the  diseases  of  the 
lymph  nodes. 

Tuberculous  adenitis  may  be  easily  con- 
fused with  Hodgkin’s  disease.  However,  the 
tendency  is  for  the  affected  lymph  nodes  in 
cervical  tuberculous  adenitis  to  be  in  the  an- 
terior rather  than  the  posterior  triangle. 
Fusing,  softening  and  eventual  sinus  forma- 
tion, or  the  demonstration  of  calcification  in 
these  nodes  is  helpful,  but  a biopsy  is  often 
necessary  to  settle  the  diagnosis.  With  the 
advent  of  streptomycin  one  need  not  fear 
that  biopsy  will  result  in  the  formation  of  a 
tuberculous  sinus  as  this  may  now  be  either 
prevented  or  readily  healed. 

Boeck’s  sarcoid  can  be  a problem.  Clini- 
cally, a suggestion  as  to  the  underlying  pro- 
cess may  be  obtained  from  a history  of  paro- 
titis, uveitis,  the  finding  of  paratracheal,  pre- 


— 419  — 


NOVEMBER  1948 


auricular  and  postauricular  adenopathy, 
characteristic,  but  rarely  occurring  large 
punched  out  areas  in  roentgenograms  of  the 
small  bones  of  the  hands  and  feet,  unex- 
pectedly widespread  pulmonary  pathology 
and  occasionally  high  values  for  total  serum 
proteins. 

Multiple  myeloma  although  not  a common 
disease  may  occasionally  be  misdiagnosed  as 
lymphosarcoma  or  Hodgkin’s  disease  even  on 
biopsy  of  a lymph  node.  The  correct  diag- 
nosis can  be  facilitated  by  the  examination 
of  the  bone  marrow  although  the  finding  of 
hyperproteinemia,  Bence  Jones  proteinuria 
and  multiple  osteolytic  bone  lesions  of  itself 
will  be  almost  indisputable  evidence  of  the 
disease. 

The  differential  diagnosis  in  splenomegaly 
is  in  great  part  between  chronic  infection  and 
the  blood  dyscrasias.  The  history,  collateral 
physical  findings  and  studies  on  blood  and 
bone  marrow  usually  will  supply  the  answer, 
if  one  is  forthcoming. 

Splenic  puncture  as  a means  of  confirming 
the  cause  of  splenomegaly  of  unknown  etio- 
logy has  found  widespread  acceptance  in 
India  where  kala-azar  (visceral  leishmaniasis) 
is  endemic.  However,  it  has  been  little  used 
in  this  country,  and  our  experience  with  it 
has  been  negligible.  One  may  surmise,  how- 
ever, that  its  usefulness  is  greater  in  the 
recognition  of  parasitic  diseases. 

Treatment 

Surgical  Treatment.  The  value,  if  any,  of 
the  radical  surgical  removal  of  apparently 
single,  isolated  and  accessible  groups  of 
lymph  nodes  in  cases  of  lymphoma  remains 
unsettled.  As  indispensable  to  further  con- 
sideration of  such  treatment,  it  should  be  ob- 
served that  in  10  per  cent  of  one  series  of  135 
necropsies2  the  disease  had  remained  local- 
ized. Occasionally  small  groups  of  cases  are 
reported  in  which  operation  has  been  per- 
formed and  the  average  period  of  survival 
has  been  several  years  in  excess  of  the 
average  for  the  whole  group  of  lymphomas. 
However,  as  will  be  immediately  appre- 
ciated, this  is  a selected  group  and  would 
have  to  be  compared  with  similiar  groups  in 
which  roentgen  therapy  alone  was  employed. 

Hodgkin’s  granuloma  frequently  appears 
in  the  cervical  region  while  the  paragranu- 
loma is  virtually  confined  to  the  neck.  Thus 


these  two  conditions  would  be  high  among 
those  likely  to  lend  themselves  to  surgical 
excision.  With  this  group  again  the  outlook 
in  general  is  substantially  better  than  the 
average  for  the  whole  group  of  cases  of 
lymphoma.  With  such  an  introduction  it 
may  be  seen  how  very  complex  any  con- 
sideration of  the  value  of  this  type  of  treat- 
ment becomes;  further  evaluation  is  neces- 
sary. 

There  is  another  aspect  of  the  surgical 
treatment  of  the  lymphomas  that  I would 
like  to  mention;  that  is,  the  surgical  removal 
of  the  spleen. 

Eight  months  ago  I had  the  opportunity  of 
seeing  a woman  42  years  old  who  was  known 
to  have  had  splenomegaly  for  twelve  months 
following  an  episode  of  splenic  infarction 
and  surgical  exploration.  She  received 
roentgen  treatment  during  the  succeeding 
two  months  and  transitory  regression  in  the 
size  of  the  spleen  occurred.  She  came  to  the 
Mayo  Clinic  because  of  increasing  weakness 
and  inability  to  work.  Physical  examination 
revealed  only  splenomegaly.  Blood  studies 
showed  moderate  hypochromic  anemia,  10.3 
gm.  of  hemoglobin  per  100  cc.  of  blood,  some 
monocytosis  and  lymphocytosis.  The  bone 
marrow  on  sternal  aspiration  was  found  to 
be  hypocellular,  but  otherwise  not  diagnostic. 
The  number  of  megakaryocytes  was  reduced. 
The  platelets  numbered  85,000  per  cubic 
millimeter.  Roentgenograms  of  the  thorax 
revealed  nothing  of  significance.  Although 
an  undisclosed  lymphomatous  process  was  a 
leading  consideration,  it  did  not  seem  that  the 
possible  salutary  effect  of  splenectomy  should 
be  withheld  in  the  event  that  the  condition 
might  prove  to  be  due  to  congestive  splen- 
omegaly. Accordingly,  splenectomy  was 
carried  out.  Pathologic  examination  of  the 
spleen  showed  splenomegaly,  chronic  splen- 
itis, moderate  fibrosis  and  accessory  spleens 
from  the  hilar  area.  The  spleen  weighed  1,850 
gm.  The  patient,  although  still  anemic  at  the 
conclusion  of  her  immediate  postoperative 
course,  was  dismissed  and  advised  to  return 
in  six  weeks  and  again  in  four  months  for  ex- 
amination. Meanwhile,  on  request,  the  tissue 
removed  at  the  time  of  surgery  was  specifi- 
cally reviewed  for  any  evidence  of  a lympho- 
blastomatous  process.  Again  none  was  found 
in  the  spleen,  but  a hilar  node  was  said  to 
show  a lymphocytic  type  of  lymphoma. 
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The  patient  was  pink-cheeked,  pounds 
heavier,  able  to  work  hard  and  feeling  well 
upon  her  return  to  the  clinic  at  the  time  of 
re-examination  four  months  later.  She,  at 
no  time,  has  had  any  supplementary  treat- 
ment and  continues  to  feel  well. 

This  case  does  not  exemplify  a recom- 
mended form  of  treatment,  but  splenectomy 
may  be  worthy  of  consideration  in  occasional 
selected  cases. 

In  contrast,  though  not  strictly  comparable, 
is  the  case  of  a man  74  years  old,  who  had  an 
indeterminate  type  of  splenomegaly  for  three 
years  before  peripheral  adenopathy  appeared. 
Biopsy  established  the  presence  of  lym- 
phosarcoma of  the  reticulum-cell  type.  He 
did  not  respond  well  to  roentgen  therapy,  the 
spleen  rerpained  large  and  panhematocyto- 
penia  promptly  developed  which  has  not 
abated.  Whether  or  not  this  is  a splenic  effect 
will  doubtless  never  be  known  for  at  no  time 
has  his  condition  been  such  that  operation 
could  be  considered.  However,  the  patient 
continues  to  feel  well  and  happy  nine  months 
later,  despite  his  anemia  which  is  amelio- 
rated by  monthly  blood  transfusions. 

Radiation  Treatment.  The  universally  ac- 
cepted, most  widely  used,  and  probably  the 
most  satisfactory  form  of  treatment  for 
lymphoblastoma  and  leukemia  is  roentgen 
therapy.  As  previously  noted,  the  majority 
of  these  tumors  are  so  radiosensitive  that 
occasionally  roentgen  therapy  is  used  as  a 
diagnostic  aid  in  cases  in  which  accessible 
tissue  for  histopathologic  study  is  lacking. 
Of  the  varieties  mentioned,  Hodgkin’s  granu- 
loma and  paragranuloma,  the  lymphocytic 
lymphoma,  giant-follicle  lymphoma,  and 
clasmatocytic  varieties  seem  to  be  more 
sensitive  than  the  Hodgkin’s  sarcoma,  stem- 
cell and  lyphoblastic  lymphomas.  Although 
comparable,  statistically  satisfactory,  con- 
trol series  to  demonstrate  that  roentgen  ther- 
apy prolongs  the  life  expectancy  of  these 
people  have  not  been  presented,  the  clinical 
impression  is  that  at  times  it  has  almost 
seemed  lifesaving,  particularly  in  obstructive 
cases,  and  certainly  may  make  the  patients 
more  comfortable.  Pain  in  the  bones,  pruritus, 
fever  and  malaise  all  may  be  relieved  if  the 
treatment  is  successful,  and  occasionally 
treatment  may  be  followed  by  a remission 
lasting  for  several  years. 


Whether  or  not  the  roentgen  therapy  will 
be  given  over  the  long  bones  and  ribs,  med- 
iastinum and  abdomen,  “sprayed”  over  the 
whole  body  or  locally  to  affected  areas  only, 
will  depend  on  the  preference  of  the  roent- 
genologist, his  experience  with  the  type  of 
treatment  utilized,  and  the  needs  of  the 
patient.  A solitary  group  of  nodes  may  be 
treated  intensely;  if  there  is  more  than  one 
group  of  nodes  involved  with  associated  sys- 
temic manifestations  the  preference  may  be 
for  lighter  doses  over  a wider  area,  perhaps 
the  whole  body. 

The  choice  of  treatment  for  chronic  leu- 
kemia is  generally  the  same.  At  the  clinic  our 
preference5,  as  a rule,  is  for  applying  roent- 
gen therapy  over  the  spleen  alone  through 
multiple  small  fields,  varying  the  dose  with 
the  phase  of  the  disease,  and  to  lymph  nodes 
locally  wherever  they  may  occur.  We  have 
not  found  roentgen  therapy  to  be  of  any 
assistance  in  the  treatment  of  acute  leukemia. 

Contraindications  to  further  roentgen  ther- 
apy are  a rising  blood  urea,  thrombocytopenia 
and  persistent  neutropenia.  Sudden  eleva- 
tions in  the  blood  urea  are  most  often  en- 
countered in  the  treatment  of  chronic  meso- 
lymphatic  leukemia  and  these  should  be 
watched  carefully. 

Excessive  irradiation  over  the  skin  and  the 
coincident  occurrence  of  pulmonary  tuber- 
culosis present  further  obstacles  to  the  con- 
tinued use  of  roentgen  therapy. 

Other  forms  of  radiation  therapy  at  present 
are  radium,  which  is  little  used  now  in 
treatment  of  this  group  of  neoplastic  diseases, 
radiosodium,  Na24,  and  radiophosphorus, 
P32.  Na24  has  a half-life  of  14.8  hours  which 
makes  it  impractical  to  use  and  is  no  more 
effective  than  P32.  We  have  not  found  radio- 
phosphorus to  be  of  particular  value  in  the 
treatment  of  the  lymphomas,  however,  satis- 
factory remissions  are  induced  in  chronic 
lymphatic  and  chronic  myelogenous  leu- 
kemia. It  has  the  advantage  of  carrying  the 
radioactive  particle  to  the  organ  involved,  the 
bone  marrow;  it  avoids  damaging  the  skin 
and  causes  little  or  no  radiation  sickness.  It 
is  relatively  safe  to  handle  as  it  emits  only 
a beta  particle  and  has  a convenient  half-life 
of  14.3  days.  The  initial  amount  customarily 
administered  is  1 to  3 millicuries  of  radio- 
phosphorus intravenously.  Thereafter,  0.5  to 
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2 millicuries  are  given  twice  a week  until  a 
satisfactory  fall  in  the  leukocyte  count  is  ob- 
tained. A total  course  may  vary  from  5 to 
25  millicuries.  Treatment  is  again  instituted 
when  needed  in  the  same  manner  as  is  roent- 
gen therapy.  However,  since  a high  percent- 
age of  patients  who  have  had  chronic  myelog- 
enous leukemia  treated  in  this  way  at  the 
clinic  have  died  from  an  explosive  type  of 
acute  leukemia.  We  are  at  present  in  doubt 
as  to  the  advisability  of  using  P32  in  the 
further  treatment  of  any  type  of  chronic  leu- 
kemia. Radiophosphorus  is  of  no  value  in 
acute  leukemia. 

Urethane.  Urethane  or  ethyl  carbamate, 
a simple  ethyl  ester  of  urea,  has  been  found 
to  be  of  use  primarily  in  the  treatment  of 
chronic  myelogenous  leukemia.  Recent  in- 
vestigations have  been  stimulated  by  the  re- 
ports of  Haddow  and  Sexton6,  and  Paterson, 
Haddow,  Ap  Thomas,  and  Watkinson7  in  1946 
on  the  use  of  urethane  in  malignant  diseases 
and  the  leukemias.  Its  value  in  the  treat- 
ment of  chronic  myelogenous  leukemia  has 
since  been  confirmed  by  a number  of  in- 
vestigations. Urethane  apparently  acts  on 
the  dividing  cells,  as  do  most  tumor  chemo- 
therapeutic agents;  it  alters  the  per- 
mebility  of  the  cell  membrane,  affects  the 
nucleoproteins  and  thus  is  a so-called  kar- 
yoklastic  poison. 

A dose  of  2 to  4 gm.  a day  is  given  orally 
in  either  the  tablet  or  aqueous  form  until  a 
satisfactory  result  is  achieved,  usually  within 
six  weeks.  We  use  as  small  a dose  as  pos- 
' sible  since  the  symptoms  of  gastro-intestinal 
irritation  are  often  troublesome.  If  the  course 
is  a short  one  this  generally  will  not  inter- 
fere, but  it  is  a definite  handicap  if  treat- 
ment must  be  continued  over  a long  period 
of  time  and  may  prevent  its  further  use. 

The  preliminary  results  of  treatment  in  the 
first  14  cases  of  chronic  myelogenous  leu- 
kemia treated  at  the  clinic  with  urethane 
have  been  summarized  elsewhere8.  A satis- 
factory fall  in  the  number  of  leukocytes  and 
regression  in  the  size  of  the  spleen  were  noted 
in  these  and  subsequent  patients.  Twelve 
patients  who  had  acute  monocytic,  lymphatic 
or  myelogenous  leukemia  were  treated  with 
urethane  without  apparent  benefit. 

Our  findings  and  those  of  others  do  not 
permit  the  conclusion  that  the  results  of  this 


form  of  treatment  for  chronic  leukemia  are 
superior  to  those  obtained  with  roentgen 
treatment.  In  fact,  at  times,  although  the 
patient  had  apparently  responded  hemato- 
logically,  clinically  he  remained  unimproved. 

While  the  ultimate  worth  of  urethane  ther- 
apy in  leukemia  awaits  final  evaluation,  its 
ease  of  administration  and  relative  lack  of 
toxicity  make  it  an  attractive  drug  to  use. 

Nitrogen  mustard.  A number  of  nitrogen 
mustards  have  been  used  since  Gilman  and 
his  associates9  reported  on  the  tris  (beta- 
chloroethyl)  amine  hydrochloride  in  a mili- 
tary communication  in  1943.  When  dissolved 
in  a polar  solvent  this  agent  rapidly  under- 
goes intramolecular  reorganization  with  the 
consequent  liberation  of  chloride  ions;  thus 
its  action  is  similar  to  that  of  radiation  ther- 
apy. 

The  compound  that  has  had  the  widest  use 
is  the  methyl-bis  (beta-chloroethyl)  amine 
hydrochloride.  It  has  been  given  the  code 
lettei’s  HNi;.  HN2  has  not  effected  a cure  in 
any  neoplastic  disease,  but  in  therapeutic 
doses  it  does  have  a profound  effect  on  lym- 
phoid, hematopoietic  and  rapidly  proliferat- 
ing tissue.  It  must  be  given  intravenously 
and,  therefore,  exerts  its  effect  throughout 
the  whole  body.  This  has  attendant  ad- 
vantages and  disadvantages.  It  gives  com- 
plete coverage  of  all  affected  tissue,  but  is 
not  suitable  for  selective  treatment  of  par- 
ticular regions. 

The  usual  course  consists  of  0.4  mg.  of  HN4 
per  kilogram  of  body  weight  in  divided  doses 
over  a four-day  period.  It  must  be  prepared 
immediately  before  it  is  used  as  it  is  ex- 
tremely unstable  in  aqueous  solution  and 
very  rapidly,  a matter  of  minutes,  will  lose 
its  therapeutic  efficacy.  As  a rule,  this  is  a 
fairly  safe  amount  to  give  in  a course,  but 
patients  differ  and  occasionally  it  is  wise  to 
give  less  than  this  as  an  initial  course. 

The  limiting  factors  are  the  general  con- 
dition of  the  patient,  his  hematologic  status 
and  the  prognosis.  Since  HN2  is  a potentially 
dangerous  drug,  the  risk  of  its  use  has  to  be 
weighed  carefully  against  the  possible  bene- 
fits, in  the  same  way  that  a decision  with  re- 
gard to  surgery  is  weighed.  The  more  hope- 
less the  outlook,  the  more  readily  the  risk 
is  assumed.  Within  one  to  two  weeks  after 
treatment  the  leukocyte  count  will  fall  to  a 
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minimum  of  1,000  to  3,000  leukocytes  per 
cubic  millimeter  of  blood  as  a rule,  and  a 
fairly  prompt  recovery  will  ensue.  The  plate- 
let count  is  usually  mildly  depressed  and  the 
erythrocyte  count  seldom  so.  However,  if 
an  intolerably  large  dose  is  given,  any  or  all 
of  these  factors  may  be  gravely  reduced,  with 
accompanying  suppression  of  the  action  of 
the  bone  marrow  paralleling  the  findings  in 
the  peripheral  blood.  On  the  other  hand, 
the  dose  may  be  inadequate  and  the  blood 
little  affected.  If  this  is  so,  within  two  or 
three  weeks’  time  a second  course  of  HN2 
may  be  given.  The  object  is  to  give  the 
patient  as  much  of  the  drug  as  he  can  tolerate 
and  this  is  ordinarily  reflected  by  the  de- 
gree of  the  resultant  neutropenia. 

There  are  two  incidental  unpleasant  side 
effects.  The  first  is  that  nausea  and  vomiting 
are  common  within  one  to  eight  hours  of  its 
use,  although  they  may  disappear  after  the 
first  or  second  injection.  The  second  is  that 
local  chemical  thrombophlebitis  may  ensue. 
The  easiest  way  to  prevent  this  is  to  inject 
the  mustard  into  the  tubing  of  a freely  run- 
ning intravenous  infusion.  If  by  mistake  HN4 
is  injected  into  the  infusion  bottle  no  harm 
will  come,  but  neither  will  it  be  of  therapeutic 
value. 

The  majority,  80  to  90  per  cent,  of  the 
patients  with  Hodgkin’s  disease  will  exper- 
ience notable  subjective  improvement  with 
the  subsidence  of  systemic  symptoms  and  the 
appearance  of  a feeling  of  well-being.  Re- 
missions may  last  from  two  weeks  to  twelve 
months.  The  average  is  six  weeks.  However, 
we  have  been  disappointed  with  the  paucity 
of  patients  with  objective  signs  of  improve- 
ment in  our  clinic  series.  In  the  first  18 
cases  of  advanced  Hodgkin’s  disease  treated 
with  HN-j  there  were  none10,  in  the  first  10  of 
lymphosarcoma  only  3.  Since  these  early 
cases,  however,  we  have  seen  others  in  which 
objective  as  well  as  subjective  improvement 
occurred. 

Aminopterin.  In  1947  Farber  and  his  group 
of  investigators11  in  Boston  noticed  what 
they  called  an  “acceleration  phenomenon”  in 
the  leukemic  process  while  they  were  using 
folic  acid  conjugates,  pteroyltriglutamic  acid 
and  pteroyldiglutamic  acid  in  the  treatment 
of  various  malignant  diseases.  This  led  sub- 
sequently12 to  their  use  of  folic  acid  antagon- 


ists in  the  treatment  of  patients  with  acute 
leukemia.  Pteroylaspartic  acid  and  methyl 
pteroic  acid  as  well  as  4 aminopteroyl  glu- 
tamic acid  (aminopterin)  were  all  tried  and 
the  last  was  considered  to  be  the  most  power- 
ful. They  have  recently  reported  quite  re- 
markable temporary  remissions  in  10  of  16 
children  all  treated  with  aminopterin.  Dame- 
shek13  observed  four  clear-cut  clinical  and 
hematologic  remissions  in  16  adults  and  1 in 
of  2 children. 

Aminopterin  is  a potent  bone  marrow  toxin 
and  in  relatively  small  amounts  may  cause 
complete  aplasia  of  this  hematopoietic  organ. 

The  dose  that  we  have  tentatively  settled 
on  is  1 mg.  per  day  intramuscularly  for  both 
adults  and  children,  although  as  much  as  4 
mg.  a day  has  been  given.  If  a satisfactory 
remission  ensues,  the  leukocyte  count  falls, 
immature  cells  largely  disappear  from  the 
bone  marrow  and  blood  stream,  and  there  is 
a remarkable  erythroid  response  with  abate- 
ment of  the  anemia.  In  addition,  the  number 
of  platelets  rise  and  the  patient  is  sympto- 
matically improved. 

Possible  complications  of  its  use  other  than 
aplasia  of  the  bone  marrow  are  severe 
stomatitis,  as  once  seen  in  agranulocytosis, 
alopecia,  deafness  and  bloody  diarrhea. 

Stickney14  and  his  associates  have  been 
studying  the  effect  of  this  drug  on  acute  leu- 
kemia at  the  Mayo  Clinic.  They  too  have  ob- 
served complete  remissions  in  adults  and 
children  although  this  initial  series  is  a small 
one.  It  has  been  noted  that  patients  who 
have  purpuric  complications  may  go  on  to 
die  of  their  disease  despite  what  appears  to 
be  an  otherwise  excellent  hematologic 
response. 

Other  patients  have  improved  clinically, 
but  died  without  change  in  the  blood  picture 
or  evident  alteration  in  the  course  of  the 
disease. 

Oral  lesions  have  appeared  in  a large  pro- 
portion of  their  cases  and  are  seemingly  un- 
influenced by  the  simultaneous  or  subsequent 
administration  of  vitamins,  liver  or  folic  acid. 
They  will  clear  up,  however,  when  treatment 
with  aminopterin  is  discontinued. 

Aminopterin  is  a potentially  lethal  drug, 
has  been  responsible  for  the  immediate 
death  of  certain  patients  and  extreme  care  in 
its  use  is  mandatory.  Its  ultimate  value  as  a 
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therapeutic  agent  has  yet  to  be  ascertained, 
but  the  use  of  antienzymes,  for  which  it  has 
become  the  prototype,  has  opened  for  the 
first  time  a new  and  encouraging  approach 
to  the  treatment  of  acute  leukemia. 

In  concluding  I would  like  to  quote  from 
Ben  Ames  Williams15  on  an  infrequently 
considered  aspect  of  this  problem;  that  is,  the 
management  of  the  human  being. 

“To  the  doctor’s  most  persistent  psychiatric 
problem  — How  much  of  the  truth  shall  you 
tell  the  patient?  — there  is  no  complete 
answer.  Yet  the  better  you  know  your 
patient,  the  more  wisely  you  can  solve  this 
problem.  How  much  of  the  truth  will  you 
tell  a patient  with  a hopeless  case?  To  be 
sure,  you  may  be  wrong  in  your  diagnosis; 
but  in  what  seems  to  you  a hopeless  case, 
will  you  be  frank  with  the  patient?  Will  you 
tell  his  family?  One  doctor  of  wide  exper- 
ience recently  assured  me  that  he  never  tells 
the  hopeless  truth.  I have  known  two  people 
who  were  killed  — their  deaths  hastened  — 
by  being  told  the  truth.  One,  an  old  man  who 
had  been  a granite  cutter  in  his  youth,  had, 
through  a long  life,  been  proud  of  the  fact 
that  he  had  never  contracted  tuberculosis. 
In  his  middle  seventies  he  fell  ill.  I was  with 
him  — he  was  jolly,  mentally  himself,  phys- 
ically strong  enough  to  walk  and  talk  — when 
a rural  doctor  whom  he  had  consulted  came 
into  the  room  and  said  flatly,  ‘Mr.  McC.,  you 
have  tuberculosis.’  He  never  spoke  another 
rational  word,  and  died  ten  days  later.  An- 
other, a woman,  developed  a progressive  and 
incurable  ailment,  but  her  life  expectancy 
was  ten,  twenty  or  thirty  years.  Told  that 
she  would  never  get  better,  she  died  in  three 
months. 

“On  the  other  hand,  I have  known  men 
who  were  told  that  their  days  were  numbered 
— and  who  lived  full  and  happy  lives  for 
many  a year  thereafter.  I think  of  one  man 
who  was  given  — on  condition  that  he 
mended  his  outrageously  dissipated  ways  — 
a maximum  of  six  months.  He  decided  that 
virtue  was  not  worth  the  price,  and  has  con- 
tinued his  excesses  through  the  sixteen  years 
that  have  ensued  since  the  day  sentence  was 
pronounced  on  him.  To  decide  who  shall  be 
told  the  hopeless  truth  is  a problem  im- 
possible of  positive  solution;  but  he  who 
oftenest  solves  it  correctly  is  the  best  doctor.” 
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R.  R.  STEVENSON,  M.D. 

Dr.  R.  R.  Stevenson,  a resident  of  Sioux 
Falls  since  1894,  died  in  Sioux  Falls  Monday 
October  25th.  Dr.  Stevenson  had  retired  from 
practice  4 years  ago  after  serving  in  Sioux 
Falls  for  50  years. 

He  was  graduated  from  the  Northwestern 
university  medical  school  in  April,  1894.  He 
was  a specialist  in  diseases  of  the  eye,  ear, 
nose  and  throat. 

In  1894,  Dr.  Stevenson  opened  an  office  in 
the  Van  Eps  block  in  Sioux  Falls  and  later 
moved  to  the  National  Bank  of  South  Dakota 
building  where  he  engaged  in  practice  with 
his  brother,  Dr.  T.  Y.  Stevenson. 

Besides  his  widow,  he  is  survived  by  his 
brother,  now  of  California,  and  a sister,  Mrs. 
Frank  Winship,  Milwaukee. 
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The  Comparative  Tolerance  of  Lugol’s 
Solution  and  Organidin  in  Man* 

By  Donald  Slaughter,  M.D.,  Department  of  Physiology  and  Pharmacology 
University  of  South  Dakota,  School  of  Medicine,  Vermillion,  South  Dakota 


It  has  long  been  known  that  solutions  of 
iodine1  may  cause  unfavorable  side  reac- 
tions when  taken  over  long  periods  of  time. 
This  may  even  occur  following  the  ingestion 
of  such  a preparation  as  the  solutions  of 
iodine  and  potassium  iodide  (Lugol’s  Solution) 
when  administered  in  U.S.P.  doses.  For  this 
reason  it  is  obvious  that  a preparation  con- 
taining iodine  which  would  not  possess  un- 
pleasant side  effects  would  indeed  be  of  dis- 
tinct benefit  for  administration  to  patients 
who  require  iodine  therapy. 


It  has  been  suggested  that  Organidin,  a 
mixture  of  organic  iodine  derivatives  so  pre- 
pared that  each  100  c.c.  equals  2.5  grams  of 
iodine,  could  be  tolerated  much  more  readily 
than  Lugol’s  Solution.  That  Organidin  is  a 
safe  preparation  has  been  shown  by  Mc- 
Knight2.  He  injected  intravenously  as 
much  as  6 to  10  c.c.  of  Organidin  with  1000 
c.c.  of  glucose  in  a large  number  of  cases  prior 
to  subtotal  thyroidectomy.  So  far  he  has  not 
had  any  difficulty  with  this  type  of  therapy. 


TABLE  I 

RESULTS  OF  TEST  ON  HUMAN  SUBJECTS 
Showing 

Comparative  Tolerance  of  Lugols’s  Solution  and  Organidin 
By  Oral  Administration  at  Corresponding  Iodine  Levels 

LUGOL'S  SOLUTION  ORGANIDIN 


No.  of 
Subjects 

Dose  in  cc. 

3 times  daily 

Duration 
of  Dosage 
in  Days 
(Average) 

No.  of 
Subjects 
With 

Symptoms 

"Symptoms 

No.  of 
Subjects 

Dose  in  cc. 

3 times  daily 

Duration 
of  Dosage 
in  Days 
(Average) 

No.  of 
Subjects 
With 

Symptoms 

‘Symptoms 

4 

0.09 

13 

3 

Nausea 

6 

1.5 

30 

1 

Palpitation 

3 

Vomiting 

slightly 

2 

Diarrhea 

at  night 

4 

0.36 

13 

1 

Abdominal 

1 

Slight  skin 

cramps 

rash 

1 

Nasal 

3 

2.1 

30 

None 

None 

catarrh 

5 

2.7 

30 

None 

None 

4 

0.54 

6 

3 

Nausea 

4 

3.6 

30 

None 

None 

2 

Diarrhea 

1 

Slight  skin 

rash 

5 

0.72 

6V2 

3 

Diarrhea 

1 Nasal 

catarrh 


SUMMARY 

Total  No.  of  subjects 17 

No.  of  instances  in  which  untoward 
symptoms  were  reported  by  the 
17  subjects 20 


SUMMARY 

Total  No.  of  subjects 18 

No.  of  instances  in  which  untoward 
symptoms  were  reported 2 


*Perspiration,  nervousness,  impaired  or  improved  appetite,  frequency  of  urination,  polydipsia 
and  diuresis  were  considered,  but  nothing  marked  was  found.  The  subjects  diluted  the  doses 
of  Lugol’s  Solution  and  Organidin  in  a third  of  a glass  of  water,  taken  approximately  one  half 
hour  after  meals. 
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In  order  to  compare  the  tolerance  of 
Lugol’s  Solution  with  Organidin  in  man,  med- 
ical students  were  administered  these  drugs 
in  varying  doses  but  the  iodine  content  for 
each  preparation  was  equivalent.  The  details 
of  the  doses  used,  the  procedures  followed, 
and  the  symptoms  noted  are  shown  in  Table 
I. 

The  results  clearly  indicate  that  Organidin 
is  extremely  well  tolerated  when  given  over 
periods  of  one  month’s  duration.  It  should 
be  emphasized  that  most  of  the  doses  of  Or- 
ganidin used  were  far  above  the  average  of 
the  highest  dose  level  (0.6  to  2 c.c.)  recom- 
mended. On  the  other  hand,  none  of  the  sub- 
jects were  able  to  tolerate  Lugol’s  solution 
for  more  than  thirteen  days  and  all  of  them 
exhibited  untoward  side  reactions  even  at 
the  lower  dose  level.  As  will  be  noted  from 
the  table,  only  two  subjects  complained  of 
any  difficulty  following  the  administration 
of  Organidin. 

This  difference  in  the  tolerance  between 
Lugol’s  Solution  and  Organidin  cannot  be 
due  to  an  individual  idiosyncrasy  because  the 
same  subjects  received  each  of  the  drugs  with 
a rest  period  of  more  than  two  weeks  in  be- 
tween. 

From  the  data  presented,  it  seems  clear 
that  Organidin  is  an  iodine  preparation  which 
may  be  administered  without  toxic  reactions 
over  a long  period  of  time.  Consequently,  this 
evidence  clearly  indicates  the  substitution  of 
Organidin  for  Lugol’s  Solution  when  iodine 
therapy  is  required.  As  a matter  of  fact,  its 
apparent  lack  of  toxicity  makes  it  reasonable 
to  suggest  that  it  might  replace,  to  some  ex- 
tent, the  use  of  the  more  toxic  thiouracils  in 
pre-  and  post-operative  goiter  therapy. 

REFERENCES 

1.  Cushny,  A.  J.,  A Textbook  of  Pharmacology  and 
Therapeutics,  13th  Edition,  Lea  and  Febiger, 
1947. 

2.  McKnight,  R.  B.,  The  Use  of  Intravenous  Iodine 

in  Preparing  the  Patient  with  Toxic  Diffuse 
Goiter  for  Operation,  N.  C.  Med.,  7,  10,  (Dec.) 
1946.  


*These  studies  made  possible  by  a grant  from  the 
Henry  K.  Wampole  and  Company,  Philadelphia, 
Pennsylvania. 
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GROUP  INSURANCE  FOR 
S.  D.  DOCTORS 

Every  professional  man  fully  realizes  that 
his  entire  career  is  dependent  on  his  own 
physical  ability  to  take  care  of  his  professional 
duties.  One  of  his  greatest  hazards  is  that  of 
unexpected  disability  due  to  either  accident 
or  sickness. 

Elsewhere  in  this  issue  is  found  an  an- 
nouncement of  the  Special  Plan  of  Disability 
Insurance  which  has  recently  been  opproved 
for  our  membership,  — after  a very  careful 
study  both  by  a special  insurance  committee 
and  also  by  the  Council.  This  plan  is  under- 
written by  the  Commercial  Casualty  Insur- 
ance Company  of  Newark,  N.  J.  — one  of 
the  “Loyalty  Group”  of  Companies. 

Over  300  Medical  Societies  thruout  the 
United  States  have  this  identical  plan  in  force 
for  their  membership.  Careful  investigation 
has  shown  that  the  Company  enjoys  an  un- 
impeachable record  of  highly  satisfactory 
claim  service  under  this  Special  Plan.  The 
Policy  is  free  from  many  of  the  common 
limitations  often  found  in  ordinary  individual 
sickness  and  accident  policies.  This  is  the 
only  policy  available  to  our  membership 
which  will  cover  PRE-EXISTING  HEALTH 
CONDITIONS  — which  is  offered  to  all 
eligible  members  making  application  during 
the  initial  enrollment  period.  — Once  issued, 
the  Company  cannot  modify,  rider  or  cancel 
your  individual  policy  as  long  as  the  member 
maintains  his  eligibility  of  being  active  in 
the  profession,  below  age  70,  and  a member  of 
our  State  Association.  Since  this  plan  was 
first  underwritten  in  1931,  the  Company  has 
never  initiated  the  cancellation  of  any  group 
and  at  present  over  1,000  Professional  Organ- 
izations among  12  different  professions  enjoy 
this  broad  protection  for  loss  of  their  pro- 
fessional time  due  to  any  sickness  or  accident. 

An  outstanding  opportunity  if  offered  dur- 
ing the  initial  enrollment  period,  in  that  dur- 
ing this  period  the  Company  has  agreed  to 
accept  all  eligible  members  below  age  70  who 
are  active  in  the  medical  profession  — re- 
gardless of  past  medical  history.  After  this 
initial  enrollment  period  closes  no  applicants 
over  age  60  nor  sub-standard  risks  will  be 
accepted. 

(Continued  on  Page  438) 
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THE  FOURTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION 

It  was  my  privilege  and  pleasure  to  attend 
the  4th  Congress  of  the  Pan-Pacific  Surgical 
Association  which  was  held  in  Honolulu, 
Hawaii,  August  30th  to  September  13th. 

This  was  one  of  the  finest  medical  meetings 
I have  ever  attended  and  I can  recommend  it 
very  highly  to  the  members  of  the  South 
Dakota  State  Medical  Association. 

The  Pan-Pacific  Surgical  Association  held 
its  first  conference  in  1929.  The  main  pur- 
pose being  to  bring  together  surgeons  from 
all  countries  bordering  on  the  Pacific.  It  was 
originally  planned  to  hold  a conference  every 
three  years  but  national  and  world  crises  pre- 
vented the  holding  of  but  three  conferences 
since  1929.  The  great  depression  delayed  the 
2nd  congress  until  1936.  The  3rd  congress  was 
held  in  1939  and  the  4th  congress  was  delayed 
by  World  War  Two. 

Outstanding  surgeons  from  all  countries 
bordering  on  the  Pacific  were  on  the  program 
and  new  procedures  and  developments  in  all 
types  of  surgery  were  presented,  general  sur- 
gery, orthopedic,  plastic,  neurological,  uro- 
logical, traumatic,  obstetric,  gynecological, 
ophthalmalogical  and  otolaryngolocal. 

Approximately  one  hundred  surgical  and 
medical  movie  films  were  shown,  many  of 
them  several  times.  To  one  who  has  not 
followed  the  newer  branches  of  surgery  too 
closely  some  of  these  proceedings  were  truly 
amazing. 

The  arrangements  for  the  meetings  were 
well  organized  and  carried  out.  The  enter- 
tainment features  were  high  class  and  appro- 
priate to  the  environment.  Except  for  a few 
evening  meetings  which  were  open  to  the 
public,  the  Scientific  Sessions  were  held  dur- 
ing the  mornings.  Breakfast  meetings  were 
scheduled  for  7:30  each  morning  at  the  Pacific 
Club  followed  by  the  various  Section  meet- 
ings. The  tour  of  the  new  fourteen  story 
Tripler  Army  Hospital  and  its  dedication  was 
a fine  feature  of  the  meeting. 


All  in  all  the  trip  was  well  worth  while, 
combining  the  best  features  of  a vacation  and 
scientific  education. 

The  next  Congress  is  planned  for  some  time 
in  August,  1951  and  for  those  of  you  wanting 
information,  the  new  Sec’y-Treas.  is  Dr.  F.  J. 
Holford,  Honolulu,  Hawaii. 

R.  G.  Mayer,  M.D. 


DOUBLE  SHUFFLE 

In  one  of  those  “now  you  see  it,  now  you 
don’t”  deals,  the  American  doctor  has  been 
put  on  the  spot.  Perhaps  he  has  seen  fit  to 
stand  still  with  his  eyes  closed  while  the  spot 
was  slipped  under  him,  but  nevertheless, 
there  he  stands.  We  have  reference  to  the 
spot  in  which  the  proposed  consolidation  of 
Blue  Cross-Blue  Shield  into  a nationwide 
insurance  corporation  has  put  him. 

You,  doctor,  gave  birth  to  this  little  fellow 
after  his  older  brother  had  been  nurtured 
by  the  American  Hospital  Association.  You 
fed  him  well  and  made  him  strong  so  he 
would  be  able  to  cope  with  the  gangsters 
that  threatened  your  happy  home  with 
government  medicine.  Then  you  turned  the 
little  fellow  over  to  the  Associated  Medical 
Care  Plans  so  you  could  go  about  your  bus- 
iness of  healing  the  sick. 

The  foster-parents  you  provided  for  the 
little  bastard,  for  such  he  is,  took  your  money 
and  with  it  created  the  monster  that  now 
stands  over  you  with  fangs  bared  waiting  to 
tear  into  your  practice  and  your  life. 

The  double-shuffle  would  not  hurt  so  much 
if  it  did  not  come  from  the  inside.  When  an 
outsider  takes  a crack  at  the  basic  principles 
of  medicine,  you  get  up  and  fight,  but  when 
it  comes  from  your  own  group,  you  tend  to 
ignore  it. 

In  June  1948,  the  Council  on  Medical  Serv- 
ice called  a meeting  of  State  Association 
presidents  in  Chicago  and  at  that  time  recom- 
mended that  although  the  idea  of  a central 
clearing  house  for  national  accounts  seemed 
adviseable,  no  insurance  corporation  should 
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be  formed  at  this  time. 

The  House  of  Delegates  asked  AMCP  to 
submit  suggestions  for  the  proposed  merger, 
which  the  Council  then  disapproved  as  did 
the  AMA  Board  of  Trustees. 

This  didn’t  stop  the  boys  holding  the  cards. 
They  asked  for  a gathering  of  the  representa- 
tives of  the  non-profit  plans  at  French  Lick 
late  in  October.  At  time  of  this  writing  the 
results  of  that  meeting  were  not  reported. 
The  Interim  Session  of  the  AMA  will  un- 
doubtedly consider  the  problem  further  in 
St.  Louis. 

Here  in  South  Dakota  we  do  not  have  a 
Blue  Shield  non-profit  plan.  This  being  the 
case,  if  the  “high-salaried,  not  for  much 
profit”  gentlemen  have  their  way,  they  could 
designate  this  area  as  being  unable  or  un- 
willing to  provide  ALL  of  the  benefits  of  a 
national  corporation  and  would  come  in  to 
our  state,  purportedly  representing  the  med- 
ical profession  but  not  allowing  the  South 
Dakota  State  Medical  Association  a single 
word  in  the  operation  of  the  plan. 

Do  you  have  the  feeling  you’re  sitting 
opposite  five  aces? 


G.  P.  ANNUAL  ASSEMBLY 
PROGRAM  SELECTED 

Eighteen  outstanding  medical  teachers  have 
been  selected  by  the  Program  Committee  for 
the  first  Annual  Scientific  Assembly  of  the 
American  Academy  of  General  Practice  to  be 
held  in  Cincinnati,  at  the  beautiful  Nether- 
lands Plaza  Hotel  next  March  7,  8,  and  9.  The 
names  of  the  essayists  and  their  subjects  will 
be  announced  later. 

On  September  15  the  Executive  Committee 
of  the  Board  of  Directors,  composed  of  Presi- 
dent Paul  A.  Davis,  Akron,  Dr.  E.  C.  Texter, 
Detroit,  and  Dr.  U.  R.  Bryner,  Salt  Lake  City, 
met  with  the  Program  Committee  and  the 
members  of  all  special  committees  concerned 
with  preparations  for  the  Assembly  in  Cin- 
cinnati to  go  over  all  preliminary  details  for 
the  meeting.  Doctors  Davis  and  Texter  are 
co-chairmen  of  the  Program  Committee. 
Other  members  are  Dr.  F.  G.  Benn,  Minn- 
eapolis, Dr.  R.  C.  McElvain,  St.  Louis,  and 
Dr.  J.  P.  Sanders,  vice-president,  of  Shreve- 
port, Louisiana. 

All  members  of  the  Committee  on  Local 


Arrangements  were  present  for  the  joint 
meeting  of  the  committees.  Dr.  Joseph  Lind- 
ner, Cincinnati,  is  chairman  of  the  Committee 
on  Local  Arrangements.  He  has  appointed 
Dr.  Arthur  N.  Jay,  Cincinnati,  to  be  chairman 
of  the  Sub-Committee  on  Registration. 

Dr.  E.  Clarkson  Long,  Detroit,  is  chairman 
of  the  Committee  on  Technical  Exhibits.  In- 
dications are  that  the  leading  pharmaceutical 
and  equipment  manufacturers  of  the  country 
will  be  represented  in  the  technical  exhibit. 

Mrs.  Joseph  Lindner,  Cincinnati,  has  been 
made  chairman  of  the  Ladies  Entertainment 
Committee.  A separate  registration  desk  and 
a hospitality  desk  will  be  maintained  for  the 
ladies  and  a series  of  pleasant  social  functions 
are  being  planned  for  them. 

The  Assembly  will  open  at  9:00  a.  m.  on 
Monday,  March  7,  with  an  invocation  and 
greetings  from  representatives  of  the  mayor 
of  Cincinnati  and  the  local  medical  society. 
The  opening  general  session  will  be  closed 
with  the  Presidential  Address  of  Dr.  Paul  A. 
Davis.  The  first  scientific  paper  will  be  pre- 
sented at  9:30  a.  m.  in  the  spacious  and  com- 
fortable Hall  of  Mirrors. 

On  Monday  evening  there  will  be  a dinner 
for  secretaries  and  presidents  of  constituent 
state  chapters.  The  annual  banquet  for  all 
members,  their  wives  and  friends,  will  be 
held  on  Tuesday  evening.  The  meeting  will 
close  at  noon  on  Wednesday,  March  9. 

The  Congress  of  Delegates  will  meet  at 
10:00  a.  m.  on  Sunday,  March  6,  preceding  the 
Assembly  and  again,  for  its  second  session,  on 
Tuesday  afternoon. 

Arrangements  have  been  made  to  accom- 
modate more  than  2,000  members  and  their 
wives.  Non-members  of  the  Academy  may 
attend  the  Assembly  as  guests  on  payment  of 
a registration  fee  of  $5.00.  Only  Doctors  of 
Medicine  may  register.  There  will  be  no  reg- 
istration fee  for  members.  Banquet  tickets 
will  be  sold  at  $5.00  per  plate. 

A printed  form  for  requesting  hotel 
accommodations  will  be  sent  to  all  members 
later.  Members  wishing  to  may  make  reserva- 
tions now  may  do  so  by  addressing  the  Chair- 
man, Sub-Committee  on  Hotels,  American 
Academy  of  General  Practice,  Dixie  Terminal 
Building,  Cincinnati  2,  Ohio. 


— 428  — 


SOUTH  DAKOTA 


AMA  — CONVENTION 
TRIPS  ORGANIZED 

The  International  Travel  Service  of  the 
Palmer  House  in  Chicago  has  organized  two 
interesting  post-convention  trips  for  those 
members  of  the  American  Medical  Associa- 
tion who  are  planning  to  attend  the  conven- 
tion in  Atlantic  City,  June  6-10,  1949. 

The  AMA  Special  Tour  Train  will  leave 
Chicago  for  Atlantic  City  on  Saturday,  June 
4th.  No  plans  are  made  for  the  convention 
city.  This  train  will  leave  Atlantic  City  on 
Friday,  June  10th,  for  New  York.  Sightseeing 
and  shopping  in  the  afternoon  and  overnight 
at  the  Waldorf  Astoria  Hotel.  The  Tour  con- 
ductor will  make  reservations  for  theatres, 
night  clubs  and  special  features. 

Saturday  evening,  June  11th,  the  cruise'will 
depart  for  a trip  into  Canada  by  train  and 
steamer  and  will  spend  the  rest  of  the  vogage 
on  a sightseeing  trip  of  Canada.  The  Train 
will  arrive  back  in  Chicago  Saturday  June 
18th. 

The  rates  of  the  AMA  ALL-EXPENSE 
SPECIAL  TOUR  by  rail  and  steamer  include 
first-class  roundtrip  railroad  tickets  in  air- 
conditioned  trains.  Pullman  reservations  are 
selected.  Steamship  cruise  staterooms,  hotel 
rooms,  ample  diners  and  club  cars,  planned 
menus  on  the  train,  steamer,  hotels  and  res- 
taurants. RATE  (depending  on  Pullman 
selected)  From  1 to  an  upper  $284.00  each,  to 
2 in  a drawingroom  $317.00  each. 

The  AMA  ALL-EXPENSE  AIR  CRUISE 
from  New  York  to  Bermuda  is  flexible.  The 
departure  dates  are  June  10th,  11th  or  12th. 
Stay  on  the  Island  of  Bermuda  is  for  4,  5,  or 
6 days.  A longer  stay  can  be  arranged  if  ad- 
vised in  advance.  The  St.  George  Hotel  with 
its  private  beach,  large  inside  swimming  pool, 
nine  hole  golf  course  as  well  as  dancing  and 
entertainment  facilities,  makes  a perfect 
setting  for  the  AMA  members  who  wish  a 
cool  and  restful  trip.  Rates  include:  round- 
trip  airplane  fare  including  taxes,  rooms  for 
double  occupancy  with  bath,  meals  and  the 
hotel  and  sightseeing.  RATE  — (depending 
on  number  of  days)  From  $220.00  each  for  4 
days  to  $250.00  each  for  6 days. 

A deposit  of  $25.00  each  is  required  for  Tour 
Train  or  Airplane  reservations.  Final  pay- 
ment for  Tour  Train  to  be  paid  by  APRIL. 
For  Airplane  Cruise  by  MAY  1st.  If  neces- 


sary to  cancel,  refund  will  be  made  in  full 
with  two  weeks  notice.  Make  checks  payable 
to,  and  mail  with  reservation  request  direct 
to  International  Travel  Service,  Inc.,  Palmer 
House,  Chicago  3,  Illinois. 


TEN  ADDITIONS 
MADE  TO  "U"  STAFF 

High  standards  of  the  University  of  South 
Dakota  School  of  Medicine  were  hoisted  an- 
other notch  recently  with  the  addition  to  the 
faculty  of  eight  men  who  hold  the  Doctor  of 
Medicine  degree  and  two  who  hold  the  Doc- 
tor of  Philosophy  degree. 

Registration  in  the  School  of  Medicine 
started  on  September  6,  according  to  Dr.  Don- 
ald Slaughter,  dean,  at  which  time  the  new 
faculty  members  began  their  duties.  New 
Medical  school  faculty  members  include 
Robert  H.  King,  Ph.D.,  Purdue  university, 
1948,  assistant  professor  of  biochemistry; 
Harold  N.  Carlisle,  Ph.  D.,  Ohio,  1948,  assist- 
ant professor  of  microbiology;  Jacob  Belogor- 
sky,  M.D.,  Prague,  1942,  assistant  professor  of 
pharmacology;  Kenneth  R.  Berquist,  M.A., 
South  Dakota,  1948,  instructor  in  micro- 
biology; James  Y.  Clarke,  M.D.,  Minnesota, 
1941,  assistant  professor  of  clinical  pathology 
and  parasitology;  Thomas  E.  Eyres,  M.D., 
Iowa,  1932,  professor  of  public  health  and 
director  of  student  health;  Theodore  Mazur, 
M.D.,  Harvard  Medical  school,  1945,  associate 
in  anatomy;  Clark  Y.  Gunderson,  LL.  B., 
South  Dakota,  1932,  lecturer  on  medical  ethics 
and  forensic  medicine. 

Brooks  Ranney,  M.D.,  Northwestern  Med- 
ical school,  1941,  clinical  assistant  professor  of 
obstetrics  and  gynecology;  Theodore  H.  Sat- 
tler,  M.D., Northwestern  Medical  school,  1942, 
clinical  assistant  professor  of  medicine;  David 
J.  Tschetter,  M.D.,  University  of  Chicago, 
1936,  clinical  associate  professor  of  radiology; 
Francis  C.  Tucker,  M.D.,  Harvard,  1941,  re- 
search assistant  professor  of  oncology,  and 
Cornelia  Van  Natten,  instructor  in  library 
methods. 

Dean  Slaughter  also  announced  the  pro- 
motion of  two  members  of  the  Medical  school 
staff.  He  said  that  Dr.  E.  M.  Stansbury  will 
become  clinical  associate  professor  of  ob- 
stetrics and  gynecology  and  that  Dr.  H.  F. 
Hansen,  will  become  clinical  associate  pro- 
fessor of  physical  diagnosis. 
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ARMY  SEEKS  DOCTORS 
HELP  IN  RAPID,  ABER- 
DEEN. and  SF  AREAS 

The  Headquarters  of  the 
Fifth  Army  Minnesota-Da- 
kotas  Recruiting  District  has 
asked  the  help  of  the  South 
Dakota  State  Medical  As- 
sociation in  seeing  that  the 
three  South  Dakota  induc- 
tion centers  are  properly 
staffed  with  doctors  of  med- 
icine. The  Army  has  in- 
dicated that  a draft  of  doc- 
tors will  not  be  necessary  if 
the  medical  profession  can 
take  care  of  current  induc- 
tions at  the  rate  they  are  now 
coming  in. 

The  induction  center  in 
Aberdeen  covers  an  area  of 
thirty  South  Dakota  coun- 
ties and  four  North  Dakota 
counties.  The  Rapid  City  in- 
duction office  covers  eleven 
West  River  counties,  while 
the  Sioux  Falls  office  covers 
twenty-eight  South  Dakota 
counties  and  three  Minnesota 
counties. 

Doctors  who  can  see  their 
way  clear  to  give  some  assist- 
ance to  the  recruiting  office 
are  asked  to  contact  the  re- 
cruiting office  in  their  area 
or  the  Medical  Association 
office  in  Sioux  Falls. 

The  Army  provides  tech- 
nicians who  make  the  blood 
tests  so  that  the  doctor  is  not 
required  to  make  any  labora- 
tory findings,  and  he  is  given 


the  assistance  of  an  Army 
technician  while  doing  the 
examinations. 

Reimbursement  for  the 
physicians  is  at  the  rate  of 
$25.00  per  day,  but  if  each 
physician  does  less  than 
eleven  examinations,  the  fee 
is  $5.00  for  the  first  and  $2.00 
for  each  succeeding  one  dur- 
ing the  day.  If  it  is  deter- 
mined that  a registrant  is 
in  need  of  a neuropsychiatric 
examination,  the  Army  will 
pay  a civilian  neuropsy- 
chiatrist $25.00  a day  or  $5.00 
per  half-hour  examination 
which  ever  is  less. 

The  examinations,  which 
every  man  with  an  I-A  local 
board  classification  must 
take,  is  given  at  the  Recruit- 
ing Main  Station  to  deter- 
mine if  a man  is  fit  for  serv- 
ice with  the  Armed  Forces. 
The  Army  recruiters  prefer 
that  the  doctor  conduct  the 
examination  at  the  recruiting 
office,  but  will  see  that  the 
examinees  are  delivered  to 
the  doctor’s  office  if  it  will 
work  into  the  doctor’s  sched- 
ule better  that  way. 

Any  further  information 
may  be  obtained  by  contact- 
ing the  Executive  Office. 


MENTAL  HEALTH 
ASSOCIATION  MEETS 
IN  YANKTON 

The  South  Dakota  Mental 
Health  Association  met  at  the 


Charles  Gurney  Hotel  in 
Yankton,  October  13.  Pre- 
siding over  the  meeting, 
which  started  at  1:30  P.  M., 
was  the  president,  K.  J. 
Campbell  of  Sioux  Falls.  Mr. 
Campbell  reviewed  the  work 
of  the  Association  during  the 
past  year  and  then  intro- 
duced Harriett  J.  Smith  of 
the  Editorial  Staff  of  the  Des 
Moines  Register  and  Tribune 
who  used  as  her  subject  “The 
Biggest  Job  In  The  World.” 
Mrs.  Smith  discussed  the 
work  of  the  Iowa  Mental 
Health  Association  and 
pointed  out  that  the  South 
Dakota  Association  had  ad- 
vanced more  in  its  first  year 
and  a half  than  the  Iowa 
group  did  in  the  same  time. 

Mr.  Campbell  then  intro- 
duced Harold  O.  Lund,  Vice- 
President  of  the  South  Da- 
kota Board  of  Charities  and 
Corrections,  who  spoke  on 
the  situation  in  the  State 
Hospital  and  the  School  and 
Home  at  Redfield.  Much  of 
the  talk  by  Mr.  Lund  was 
centered  on  the  plans  for  the 
coming  year  at  Yankton 
State  Hospital  which  show 
very  definite  improvements 
in  the  making,  based  of 
course  on  a greater  appro- 
priation. 

Following  Lund’s  talk 
there  was  a business  session, 
during  which  Campbell  was 
re-elected  president;  George 
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Phifer  of  Mitchell  was  named 
vice-president;  and  Howard 
Carter  of  Sioux  Falls  was 
named  secretary-treasurer. 

A banquet,  with  about  55 
in  attendance,  was  held  in 
the  Gurney  Hotel  at  6:30 
P.  M.,  the  group  hearing  Dr. 
Forrest  L.  Weller,  Head  of 
the  Department  of  Sociology 
at  the  University  of  South 
Dakota  who  spoke  on  “Men- 
tally Healthy  Children.”  The 
meeting  adjourned  at  9:00 
P.  M. 


YANKTON  DISTRICT 
HEARS  BAYRD 
ON  HEMATOLOGY 

The  Yankton  District  Med- 
ical Society  met  at  Yankton 
State  Hospital,  Thursday, 
October  14,  to  hear  Dr.  Ed- 
win Bayrd  of  the  Mayo  Clinic 
speak  on  “Recent  Advances 
in  Hematology.”  The  scien- 
tific session  was  attended  by 
sixty  members  and  guests.  A 
business  meeting  followed 
the  discussion. 

The  group  met  before  the 
talk  with  the  Auxiliary  for 
dinner  in  one  of  the  women’s 
buildings  at  the  hospital. 
Several  new  members  were 
introduced  as  were  guests 
from  the  University  Medical 
School  and  the  Staff  of  the 
State  Hospital. 

Dr.  Eugene  Flynn  of  Picks- 
town  was  accepted  as  a new 
member  at  the  business  meet- 
ing. Dr.  S.  M.  Hohf  was 
awarded  an  honorary  life 
membership  in  the  District. 


INJURY-ILLNESS  PLAN 

The  St.  Paul  Mercury  In- 
demnity Co.  disclosed  last 
month  the  financial  status 
of  the  South  Dakota  Injury- 
Illness  Expense  Plan  up  to 
September  30,  1948. 


Enrollment  figures  show 
2,430  insured  persons  with 
3,046  dependents  for  a total 
coverage  of  5,476  or  about  1% 
of  the  population  of  the 
State. 

Premiums  written  total 
$107,290.11,  Premiums  earned 
$93,050.49,  Losses  $80,428.23 
making  a loss  ratio  of  86.43%. 


POTENT  NEW  ANTI- 
HISTAMINIC  REPORTED 

Excellent  results  in  aller- 
gies of  all  kinds  obtained 
with  an  entirely  new  drug 
have  recently  been  reported 
in  the  Annals  of  Allergy, 
6:393  (July-August  1948)  by 
Dr.  Ethan  Allan  Brown, 
physician-in-chief  and  head 
of  a group  of  clinicians  com- 
prising the  Allergy  Section  of 
the  Boston  Dispensary,  Bos- 
ton, Mass.  The  drug,  differ- 
ent in  chemical  structure 
from  all  previously  known 
histamine  antagonistics,  is 
Trimeton.  It  is  not  a deriva- 
tive of  ethanolamine  or 
ethy lenediamine  as  are 
nearly  all  other  antihis- 
taminics.  It  is  probably  one 
of  the  most  potent  of  all 
drugs  for  this  purpose. 

The  study  reported  on  227 
patients  seen  in  routine  pub- 
lic and  private  practice  who 
presented  twenty  allergic 
and  nonallergic  syndromes, 
alone  or  combined.  Of  these, 
there  was  complete  allevia- 
tion of  the  presenting  sym- 
ptoms in  140  and  moderate 
relief  in  an  additional  forty- 
eight,  a total  of  83  per  cent. 
In  thirty-nine  there  was 
negligible  effect.  Side  reac- 
tions appeared  as  slight  in  9 
per  cent;  moderate  in  6 per 
cent;  and  severe  in  less  than 
1 per  cent.  Of  the  227 
patients,  61  per  cent  were 
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rendered  completely  sym- 
ptom-free and  an  additional 
22  per  cent  moderately  com- 
fortable. Of  those  with  hay 
fever,  90  per  cent  were  re- 
lieved; with  urticaria,  81  per 
cent;  and  with  mild  extrinsic 
bronchial  asthma,  80  per 
cent. 


A NEW  SLANT  ON 
MOVIES 

Announcement  has  just 
been  made  of  a motion  pic- 
ture producer  who  is  pub- 
lishing a booklet  describing 
how  to  prepare  your  film  be- 
fore sending  it  to  a record- 
ing studio  to  have  it  con- 
verted from  a silent  to  a 
sound  version.  This  booklet 
furnishes  simplified  footage 
scale  charts,  lay-out  for  the 
preparation  of  your  script 
and  other  important  infor- 
mation. 

All  16  mm  film,  whether 
photographed  at  8,  16,  or  64 
frames  per  second,  is  adapt- 
able to  sound.  After  the  film, 
whether  black  and  white  or 
color,  is  prepared,  a high 
fidelity  sound  track  can  be 
placed  on  your  film  by  this 
producer  for  a very  nominal 
fee. 

These  booklets,  #8922  en- 
titled “Make  Your  Movies 
Talk,”  can  be  obtained  with- 
out charge  by  writing  the 
C.  Lawrence  Walsh  and  Com- 
pany, 801  Brighton  Road, 
Pittsburgh  12,  Pennsylvania. 


DIABETES  WEEK 

The  week  of  December 
6-12,  immediately  following 
the  interim  meeting  of  the 
American  Medical  Associa- 
tion, will  be  proclaimed  as 
“Diabetes  Week.”  This  will 
be  the  formal  beginning,  the 
kick-off,  of  the  Association’s 
Diabetes  Detection  Drive. 
From  this  start,  the  program 
will  continue  on  a long-term 
basis. 


PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


N.  A.  R.  D.  CONVENTION  REVIEW 

The  Golden  Jubilee  Convention  of  the 
N.A.R.D.  was  a humdinger  in  every  respect. 
The  program  was  excellent  and  the  entertain- 
ment provided  enjoyable  interludes.  There 
were  more  than  3,000  registrations. 

Edgar  S.  Beilis,  Bronxville,  N.  Y.,  was  elec- 
ted president  of  the  N.A.R.D.  to  succeed  John 
B.  Tripeny,  Casper,  Wyo.  The  two  new  mem- 
bers of  the  executive  committee  are  Elbert 
W.  Gibbs,  Birmingham,  Ala.,  and  H.  E. 
Henderson,  Seattle,  Wash.  Dr.  John  W.  Dar- 
gaval,  Chicago,  and  Clem  A.  Czerwinski,  Mil- 
waukee, Wis.,  were  renamed  secretary  and 
treasurer,  respectively.  The  vice  presidents 
are  G.  M.  Eisele,  Little  Rock,  Ark.,  first; 
Alexander  C.  Mayerson,  Chicago,  111.,  second; 
James  F.  Dansberry,  Denver,  Colo.,  third; 
John  J.  McKeighan,  Flint,  Mich.,  fourth;  John 
S.  Veenker,  Northwood,  Iowa,  fifth.  Three  of 
the  vice  presidents  are  included  in  the  new 
members  of  the  official  family  of  the  N.A.R.D. 
They  are  Dansberry,  McKeighan  and  Veen- 
ker. 

Adopted  resolutions  condemn  refusals  of 
certain  manufacturers  to  modify  their  dis- 
counts in  line  with  the  present  overhead  costs 
of  the  retail  druggists;  discriminations  of  var- 
ious producers  of  pharmaceutical  and 
veterinary  products;  block  sales  of  magazines 
by  distributors;  and  combination  deals  that 
are  detrimental  to  the  owners  of  drug  stores. 
The  delegates  voted  a protest  against  the 
efforts  of  the  cosmetics  industry  to  nullify  the 
ruling  of  the  Federal  Trade  Commission  pro- 
hibiting allowances  for  selected  stores  with- 
out granting  like  allowances  on  a propor- 
tionate basis  to  all  retailers.  Other  resolutions 
call  for  equitable  wholesale  prices;  a uniform 
system  of  pricing  and  discounts;  placement 
of  the  exact  amount  of  the  excise  tax  on  the 
packages  of  items  subject  to  the  levy;  elimina- 
tion of  duplicated  drugs  that  increase  the 
graveyard  of  the  prescription  department; 
uniform  time  for  payment  of  bills  to  procure 
cash  discounts.  The  delegates  reasserted  op- 


position to  the  excise  tax  on  toiletries  and  the 
present  levy  on  medicinal  alcohol.  They  also 
voted  to  urge  the  members  of  the  organiza- 
tion to  intensify  their  efforts  to  inform  the 
public  on  the  benefits  of  Fair  Trade.  One  of 
the  resolutions  emphasized  necessity  for  legis- 
lation to  confine  the  application  of  the  federal 
food,  drug  and  cosmetic  act  to  interstate  com- 
merce. The  actions  of  the  delegates  included 
support  to  the  movement  directed  against 
vicious  comic  books  and  obscene  publications. 

Mr.  Tripeny,  in  the  address  of  the  president, 
stressed  the  necessity  for  concerted  activities 
to  insure  the  survival  of  the  small  inde- 
pendent retail  druggists. 

“Nothing  must  be  allowed  to  diminish  the 
strength  we  possess,”  he  declared.  “The 
smoke  signals  we  see  in  the  distance  warn  us 
that  we  must  be  strong  in  order  that  we  may 
be  able  to  overcome  the  legions  of  turmoil 
mobilized  beyond  the  hogbacks  of  economic 
confusion  . . 

The  report  of  the  executive  committee  sub- 
mitted by  Chairman  Frank  W.  Moudry  of  St. 
Paul,  Minn.,  reviewed  the  progress  of  phar- 
macy and  the  contributions  of  the  N.A.R.D. 
since  the  convention  held  last  year  in  Chicago. 

The  executive  committee  warned  that 
attorneys  for  certain  manufacturers  are  busy 
on  the  preparation  of  proposed  amendments 
designed  to  pull  the  teeth  out  of  the  Robinson- 
Patman  Act.  “These  undoubtedly  will  take 
the  form  of  bills  in  the  next  Congress,”  the 
report  of  the  executive  committee  says. 

The  executive  committee  urged  amend- 
ments to  the  antitrust  laws  to  enable  the 
small  individual  owners  of  retail  establish- 
ments to  come  together  to  bargain  with  the 
manufacturers. 

“Under  the  antitrust  laws  at  present  in 
effect,  as  they  have  been  interpreted  and 
applied,  there  are  limitations  on  the  methods 
we  can  use  to  enforce  our  demands,”  the  re- 
port of  the  executive  committee  points  out. 
“As  30,000  independent  retailers  we  are  not 
permitted  to  bring  to  bear  upon  our  suppliers 
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the  buying  pressures  that  the  great  corpora- 
tions with  hundreds  of  units  use  — the  pres- 
sures of  mass  buying,  of  ‘take  it  or  leave  it.’ 

“We  hold  that  the  antitrust  laws  are  wrong 
when  they  allow  the  monopolists  to  use  a 
weapon  which  is  denied  to  us.  Thereby  those 
laws  accomplish  the  opposite  of  what  they 
were  intended  to  do.  Therefore  we  press  our 
demand  for  amendments  permitting  collec- 
tive bargaining  in  establishing  prices  and  dis- 
counts. The  reasonableness  of  that  demand, 
the  need  for  it  if  truly  free  enterprise  is  to 
continue  to  exist  in  this  country,  are  being 
impressed  on  the  House  Committee  on  Small 
Business.” 

Secretary  Dargavel  in  the  report  he  sub- 
mitted declared  that  the  majority  of  the 
manufacturers  continue  to  ignore  the  urgent 
requests  of  the  retail  druggists  for  margins 
in  line  with  overhead  costs  today.  “They  re- 
fuse to  modify  their  discounts,  or  even  dis- 
cuss them  with  us,”  he  said.  “This  they  do 
despite  the  fact  they  are  aware  that  most  of 
the  current  discounts  are  obsolete.  They  dis- 
play an  arrogance  which  seems  to  imply  that 
you  retail  druggists  are  children  whose  pleas 
may  safely  be  ignored.” 

Dr.  Dargavel  cited  evidence  that  shows  it 
is  possible  for  the  majority  of  the  manufac- 
turers to  increase  their  discounts.  “To  be 
honest,  they  must  concede  that  they  can 
afford  to  revise  their  margins  to  give  you  re- 
tail druggists  the  discounts  you  need  to  cover 
the  present  costs  of  your  operations,”  he  said. 
Dr.  Dargavel  continued:  “It  is  plain  that  we 
must  go  on  with  the  campaign  to  obtain  ade- 
quate discounts.  By  their  loud  silence  the 
manufacturers  have  told  us  that  they  have 
much  to  learn  about  the  backbones  of  the  re- 
tail druggists.  Will  it  be  necessary  for  us  to 
teach  them?” 

The  Fair  Trade  Policy  and  Planning  Com- 
mittee of  the  N.A.R.D.  made  a preliminary 
report  to  the  Golden  Jubilee  Convention. 
Therein  it  was  noted  that  the  protective  leg- 
islation is  secure  in  most  of  the  states.  It  has 
deteriorated  in  certain  areas,  according  to  the 
preliminary  report,  and  the  evidence  in- 
dicates that  intensive  activities  are  needed 
there  to  safeguard  Fair  Trade. 

The  Fair  Trade  Policy  and  Planning  Com- 
mittee will  make  a final  report  in  a few 
weeks.  It  will  include  a program  for  the  de- 


fense of  the  protective  legislation  developed 
in  accordance  with  exhaustive  studies  made 
over  the  whole  country. 

One  of  the  features  of  the  Golden  Jubilee 
Convention  was  a symposium  devoted  to  “The 
Drama  of  Fifty  Years  of  Pharmacy”  pre- 
sented by  administrative  and  faculty  mem- 
bers of  Temple  University.  The  cast  included 
Dean  H.  Evert  Kendig,  William  W.  Tomlin- 
son, vice  president;  Dr.  James  C.  Munch,  pro- 
fessor of  pharmacology;  Dr.  Russell  A.  Cain, 
assistant  professor;  Dr.  Joseph  B.  Sprowls, 
professor  of  pharmacy;  and  Dr.  Thomas  M. 
Durant,  professor  of  clinical  medicine.  The 
symposium  was  of  unusual  interest  and  the 
favorable  comments  on  it  were  numerous. 

The  merchandising  symposium  was  a 
stellar  number  on  the  program  of  the  Golden 
Jubilee  Convention.  The  panel  was  composed 
of  Keith  K.  Keller,  prominent  retail  druggist 
of  Minneapolis,  chairman;  Marvin  Schofer, 
president  of  Ralvin  Distributors;  J.  T.  Wood- 
side,  president  of  Weco  Products  Company; 
Fred  J.  Griffiths,  secretary  of  the  National 
Association  of  Chain  Drug  Stores;  H.  W. 
Adkins,  executive  vice  president  of  Yahr- 
Lange,  Inc.,  and  Dr.  E.  L.  Newcomb,  executive 
vice  president  of  the  National  Wholesale 
Druggists’  Association. 

H.  J.  Anslinger,  United  States  Com- 
missioner of  Narcotics,  in  the  address  he  de- 
livered at  the  Golden  Jubilee  Convention  de- 
clared control  of  barbiturates  is  a problem  of 
the  several  states,  and  he  explained  that 
present  conditions  failed  to  justify  federal 
control  of  the  drug. 

The  program  included  the  speakers  as 
follows:  Senator  Homer  E.  Capehart  of  In- 
diana; Dr.  W.  A.  Feirer,  executive  vice  presi- 
dent in  charge  of  the  medical  research  di- 
vision of  Sharp  & Dohme;  Dr.  Curt  P.  Wim- 
mer,  professor  emeritus  of  pharmacy,  Colum- 
bia University  and  now  editor  of  the  New 
York  Slate  Pharmacist;  Charles  S.  Beard- 
sley, chairman  of  the  board  of  Miles  Labora- 
tories; Lee  H.  Bristol,  vice  president  of  Bris- 
tol-Myers; Dr.  Paul  B.  Dunbar,  commissioner 
of  the  Federal  Food  and  Drug  Administration; 
Charles  F.  Brannan,  United  States  Secretary 
of  Agriculture;  Dr.  Robert  L.  Swain,  editor 
of  Drug  Topics  and  the  Drug  Trade  News; 
Dr.  Ernest  Little,  president  of  the  American 
Pharmaceutical  Association;  Theodore  Chris- 
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tianson,  retired  editor  of  the  N.A.R.D.  Jour- 
nal; John  A.  MacCartney,  manager  of  the 
trade  relations  department,  Parke,  Davis  & 
Company;  and  Wright  Patman,  representa- 
tive in  Congress  from  Texas. 

The  winner  of  the  grand  prize  of  the  Golden 
Jubilee  Convention,  a 1948  Studebaker  Com- 
mander automobile,  was  Ernest  Druschke  of 
Milwaukee. 


QUACK  MEDICINE 
PEDDLERS 

The  day  of  the  “quack  medicine  peddler” 
is  not  passed.  Only  last  month  a package  of 
assorted  “herbs”  was  sent  to  the  office  of  the 
State  Board  of  Pharmacy  with  the  informa- 
tion that  they  had  been  sold  to  a “patient” 
in  this  state  for  the  tidy  sum  of  seventy-five 
dollars.  The  “patient”  became  suspicious  of 
the  value  of  the  remedies  he  had  purchased 
and  reported  the  matter  to  the  police. 

The  “herbs”  which  the  “patient”  had  pur- 
chased were  delivered  in  paper  sacks  without 
ONE  PRINTED  WORD  regarding  the  name 
or  names  of  the  substances  contained  therein 
as  required  under  the  FEDERAL  Food,  Drug 
and  Cosmetic  Act.  But  let  us  suppose  that 
these  “herbs”  were  grown  and  harvested  in 
South  Dakota,  that  they  had  never  been 
shipped  in  inter-state  commerce,  then  they 
would  not  be  subject  to  the  Federal  Act.  The 
eight  small  paper  bags  were  labeled  in  long 
hand  “tonic  2”,  “tonic  3”,  “tonic  4”,  “tonic  5”, 
“tonic  6”,  “tonic  7”,  “Gas  tea”  and  “nerve 
tea.”  Directions  for  steeping  the  tea  and  the 
dose  were  written  on  separate  plain  white 
cards. 

The  South  Dakota  Pure  Drug  Law,  Chapter 
22.11  — Adulteration  and  Misbranding  of 
Drugs,  declares  it  unlawful  for  any  person  to 
manufacture,  sell,  or  offer  for  sale  any  drug 
which  is  adulterated  or  misbranded.  The 
name  or  names  of  the  ingredients  are  not  re- 
quired. Statements  concerning  the  contents 
are  not  required,  but  if  they  are  given  they 
must  not  be  “false  or  misleading  in  any 
particular  concerning  the  contents.”  It  is 
doubtful  if  the  seller  of  the  “herbs”  could  be 
prosecuted  for  misbranding  under  the  lax  re- 
quirements of  out  present  law,  provided  there 
was  even  a slight  therapeutic  effect. 

Practically  all  of  the  drugs  sold  by  phar- 
macists have  been  shipped  in  interstate  com- 


merce and  are  subject  to  the  Federal  Act.  It 
is  high  time  that  South  Dakota  should  have  a 
pure  drug  law  which  conforms  more  closely 
to  the  Federal  Food,  Drug,  and  Cosmetic  Act. 

Bliss  C.  Wilson 


SOUTH  DAKOTA  STATE  BOARD 
OF  PHARMACY 

Mr.  Michael  C.  Beckers,  Rapid  City  ,was  re- 
appointed to  membership  on  the  State  Board 
of  Pharmacy  by  Governor  George  T.  Mickel- 
son  for  a term  of  three  years  ending  Septem- 
ber 30,  1951.  This  is  Mr.  Beckers  fourth  term 
on  the  Board  of  Pharmacy.  He  was  first  ap- 
pointed by  Governor  Bushfield  to  complete 
the  unexpired  term  of  E.  C.  Severin  who  re- 
signed. Beckers  was  reappointed  by  Governor 
Bushfield  in  1942  and  by  Governor  Sharpe  in 
1945. 

At  a meeting  of  the  Board  of  Pharmacy 
held  in  Huron  on  October  3,  1948,  Mr.  Harold 
Tisher  of  Yankton  was  elected  president  for 
the  ensuing  year.  At  the  same  meeting  a mo- 
tion was  duly  made,  seconded  and  carried, 
directing  the  Secretary  to  send  an  official 
notice  by  registered  mail  to  South  Dakota 
pharmacists  who  have  failed  to  renew  their 
certificates  as  of  October  1,  1946  and  prior 
thereto,  and  that  any  certificate  which  is  not 
placed  in  good  standing  within  thirty  days  of 
such  official  notice,  shall  be  and  the  same  are 
hereby  officially  suspended.  Former  South 
Dakota  pharmacists  who  have  been  officially 
suspended  may  have  their  certificates  rein- 
stated only  when  their  application  for  rein- 
statement is  approved  by  the  Board  of  Phar- 
macy together  with  the  payment  of  all  de- 
linquent renewal  fees  plus  a penalty  of  ten 
dollars.  All  pharmacists  are  urged  to  keep 
their  certificates  in  good  standing. 

President  Harold  L.  Tisher  called  a special 
meeting  of  the  Board  of  Pharmacy  in  Brook- 
ings on  October  23,  1948  to  consider  action  to 
be  taken  by  the  Board  with  regard  to  the  re- 
newal of  a certificate  for  the  current  year  of 
a non-resident  pharmacist  who  was  on  sus- 
pended sentence  for  violation  of  the  Harrison 
Narcotic  Act.  Attorney  Karl  Goldsmith  ad- 
vised that  immediate  Board  action  was  neces- 
sary to  refuse  such  renewal.  The  Board 
ordered  that  the  annual  renewal  fee  be  re- 
turned and  that  if  the  party  persists  in  his 
application  for  renewal  then  the  Board  will 
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have  to  hold  a special  hearing  for  revocation 
of  his  certificate  as  provided  in  the  South 
Dakota  pharmacy  law.  The  addict  will  not 
be  permitted  to  practice  pharmacy  on  his 
South  Dakota  certificate  until  he  has  furn- 
ished proof  that  he  has  been  cured  of  his  habit 
and  a reasonable  length  of  time  has  elapsed  to 
show  that  he  has  not  returned  to  his  habit. 
The  Board  also  took  action  with  regard  to 
the  granting  of  a special  permit  to  practice 
pharmacy  in  South  Dakota  to  an  applicant 
who  is  registered  by  examination  in  another 
state  and  who  is  qualified  for  registration  by 
examination  in  this  state.  The  special  permit, 
if  granted,  will  be  only  for  the  period  pend- 
ing an  opportunity  to  be  examined  by  the 
South  Dakota  Board. 

Two  registered  pharmacies  were  discon- 
tinued as  such  during  the  month  of  October. 
The  pharmacy  of  Charles  DeBoer  of  Pollock 
was  discontinued  and  a part  of  the  mer- 
chandise and  fixtures  were  sold  to  Mr.  Neller 
S.  Lovo  who  will  operate  the  business  as  a 
variety  store.  Leslie  M.  Olson  of  Bowdle  has 
discontinued  the  pharmacy  he  opened  there 
about  two  years  ago.  The  business  will  be 
continued  as  a variety  store. 

The  Secretary’s  office  will  be  moved  out  of 
the  State  House  during  the  1949  legislative 
session  to  make  room  for  departments  now 
located  in  committee  rooms  and  who  pay 
their  revenues  into  the  State  Treasury.  The 
Board  of  Pharmacy  office  will  be  located  on 
the  second  floor  of  the  Paul  Noren  Building, 
115  South  Pierre  Street  during  the  months 
of  January  and  February.  The  office  will  be 
returned  to  its  present  location  in  the  State 
House  after  the  close  of  the  session. 


NEWS  ITEMS 

Pharmacist  Fred  L.  Vilas  and  wife  were  in 
Chicago  recently  to  purchase  materials  for 
completely  re-modeling  the  Corner  Drug 
Store  in  up-town  Pierre.  Mr.  Vilas  has  just 
obtained  a new  ten-year  lease  on  the  building. 
He  feels  that  a complete  re-modeling  job  will 
be  justified  because  of  the  Oahe  Dam  project 
which  will  bring  some  five  thousand  new 
residents  to  the  Pierre  area. 

Pharmacist  Virgil  D.  Wiebelhaus  whose 
home  is  at  Fairfax,  South  Dakota  has  com- 
pleted post-graduate  work  at  the  University 
of  Wisconsin  and  will  start  work  on  Novem- 


ber 15th  as  Enzmye  Chemist  with  Sharp  & 
Dohme  in  their  laboratories  at  Glenolden, 
Pennsylvania. 

Raymond  Andrews  has  sold  his  interests  in 
Minnesota  where  he  has  been  during  the  past 
five  months.  He  is  back  in  Aberdeen  where 
he  was  formerly  employed  as  pharmacist  with 
Jones  Drug.  Mr.  Andrews  writes  that  he  is 
interested  in  buying  a drug  store  near  Aber- 
deen, if  possible. 

The  last  registered  pharmacy  in  Campbell 
County  has  been  discontinued.  Pharmacist 
Charles  De  Boer  has  retired  because  of  poor 
health.  The  merchandise  and  fixtures  of  the 
Pollock  Drug  Store  were  sold  to  Mr.  Neller 
S.  Lovo  who  will  operate  the  business  as  a 
variety  store.  The  new  owner  has  been  clerk- 
ing in  the  Pollock  Drug  Store  for  the  past 
few  months. 

Pharmacist  J.  E.  Heisler  writes  from  Mer- 
rill, Iowa  that  he  has  had  a stroke  and  be- 
cause he  had  no  registered  help  he  was  forced 
to  sell  his  drug  store  at  a sacrifice.  He  is 
getting  along  nicely  now  and  hopes  that 
after  a year’s  vacation  he  may  be  able  to  get 
back  into  the  drug  business.  Mr.  Heisler  was 
formerly  located  at  Beresford. 

Charles  H.  Scheinost,  a pharmacist  regis- 
tered in  Wyoming,  has  applied  for  reciprocal 
registration  to  South  Dakota.  Mr.  Scheinost 
is  employed  in  the  Beckers  Drug  Store  in 
Deadwood. 

After  working  in  the  Black  Hills  area  and 
in  the  state  of  Oregon  during  the  past  year, 
Pharmacist  C.  B.  Wieczorek  reports  that  he 
is  now  the  proprietor  of  the  Service  Drug 
Company  at  Chadron,  Nebraska. 

Mr.  and  Mrs.  Harold  Tisher,  Mr.  and  Mrs. 
Roger  Eastman,  Mr.  and  Mrs.  Bliss  Wilson 
and  Floyd  M.  Cornwell  were  guests  of  Presi- 
dent Lienbach  for  the  Hobo  Day  activities  in 
Brookings,  last  month. 

Pharmacist  Leslie  Olson  has  discontinued 
the  drug  store  which  he  opened  in  Bowdle 
less  than  two  years  ago.  The  store  was  sold 
to  Mr.  William  C.  Miller  who  will  operate 
the  business  under  patent  and  household 
remedy  licenses  since  he  is  not  a registered 
pharmacist. 

The  Petersen  Drug  of  Rapid  City  have  em- 
ployed Clifford  Wooderick  who  is  a recent 
graduate  of  the  University  of  Wisconsin 
College  of  Pharmacy.  Mr.  Wooderick  is  a 
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registered  pharmacist  in  Wisconsin  and  he 
plans  to  write  the  South  Dakota  Board  ex- 
aminations at  their  next  regular  meeting. 

Pharmacist  Frank  Kelly  has  built  a new 
residence  in  Pierre.  The  new  home  will  be 
ready  to  occupy  this  month. 

President  Roger  Eastman  and  Secretary 
Bliss  Wilson  represented  the  South  Dakota 
Pharmaceutical  Association  as  delegates  to 
the  N.A.R.D.  convention  which  was  held  in 
Atlantic  City  from  October  12  to  16.  The  con- 
vention marked  the  fiftieth  anniversity  of  the 
National  Association  of  Retail  Druggists.  The 
program  featured  progress  made  in  commer- 
cial and  professional  pharmacy  during  the 
last  half-century.  Mr.  Eastman  was  a mem- 
ber of  the  Nominations  Committee  and  Mr. 
Wilson  served  on  the  Resolutions  Committee. 


PHARMACEUTICAL  ASSOCIATION 
CONVENTION  WILL  MEET  IN  ABERDEEN 
JUNE  19,  20,  21.  1949. 

Albert  O.  Bittner,  Fourth  Vice-President 
of  the  S.  D.  Ph.  A.,  was  elected  Local  Secre- 
tary for  the  Sixty-Third  Annual  Convention 
of  the  South  Dakota  State  Pharmaceutical 
Association  by  the  Executive  Committee  at 
their  meeting  held  in  Huron  on  October  3, 
1948.  Aberdeen  was  named  as  convention 
city  for  our  1949  meeting. 

Local  Secretary  Bittner  reports  that  a meet- 
ing of  the  Registered  Pharmacists  residing 
in  the  Aberdeen  area  was  held  on  October 
12th  with  results  as  follows:  The  dates  recom- 
mended for  the  Aberdeen  convention  were 
June  19,  20,  21.  These  dates  have  subsequent- 
ly been  approved  by  the  proper  officers  of 
the  association  and  they  are  therefore  the 
official  dates  of  the  1949  convention.  The 
Alonzo  Ward  Hotel  was  chosen  for  conven- 
tion headquarters.  Committee  Chairmen 
were  appointed  as  follows: 

Housing — L.  A.  Daniels,  Daniels’  Pharmacy 
and  Duane  Shaw,  Secretary  Aberdeen  Civic 
Association. 

Entertainment — Cy  Mark,  Woodward  Phar- 
macy. 

Sports— Nial  Tidball  and  Kenneth  Tomter. 

Program — Willis  Hodson  and  Herbert  Criss- 
man,  Ipswich,  S.  Dak. 

It  is  suggested  that  all  requests  for  Hotel 
Reservations  be  sent  direct  to  Lloyd  A.  Dan- 
iels, Chairman  Housing  Committee  or  Duane 


Shaw,  so  that  they  can  have  a complete  record 
of  all  placements.  Please  make  your  room 
reservations  at  an  early  date.  Additional  con- 
vention plans  will  be  announced  in  this 
Journal. 


WARNINGS  ON  MINERAL  OIL 

The  Food  and  Drug  Administration,  Federal 
Security  Agency,  have  published  the  follow- 
ing interpretation  regarding  the  labeling  and 
use  of  mineral  oil: 

“In  the  past  few  years  research  studies 
have  altered  medical  opinion  as  to  the  use- 
fulness and  harmfulness  of  mineral  oil  in  the 
human  body.  These  studies  have  indicated 
that  when  mineral  oil  is  used  orally  near 
mealtime  it  interferes  with  absorption  from 
the  digestive  tract  of  provitamin  A and  the 
fat-soluble  vitamins  A,  D,  and  K,  and  con- 
sequently interferes  with  the  utilization  of 
calcium  and  phosphorus,  with  the  result  that 
the  use  is  left  liable  to  deficiency  diseases. 
When  so  used  in  pregnancy  it  predisposes  to 
hemorrhagic  disease  of  the  newborn. 

“There  is  accumulated  evidence  that  the 
indicsriminate  administration  of  mineral  oil 
to  infants  may  be  followed  by  aspiration  of 
the  mineral  oil  and  subsequent  ‘lipoid 
pneumonia.’ 

“In  view  of  these  facts,  the  Federal  Secur- 
ity Agency  will  regard  as  misbranded  under 
the  provisions  of  the  Federal  Food,  Drug, 
and  Cosmetic  Act  a drug  for  oral  administra- 
tion consisting  in  whole  or  in  part  of  mineral 
oil,  the  labeling  of  which  encourages  its  use 
in  pregnancy  or  indicates  or  implies  that  such 
drug  is  for  administration  to  infants. 

“It  is  also  this  Agency’s  view  that  the  act 
requires  the  labeling  of  such  drugs  to  bear  a 
warning  against  consumtion  other  than  at 
bedtime  and  against  administration  to  infants. 
The  following  form  of  warning  is  suggested: 
‘Caution:  To  be  taken  only  at  bedtime.  Do  not 
use  at  any  other  time  or  administer  to  infants, 
except  upon  the  advise  of  a physician.’ 

Pharmacists  should  warn  customers  against 
improper  use  of  mineral  oil  that  is  not  so 
labeled. 


DO  YOU  PATRONIZE 
YOUR  ADVERTISERS? 
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Reports  from  the  Washington  Representative  of  N.  A.  R.  D. 

by 

George  H.  Frales 


WHAT  GOES  ON  HERE  — AT  RANDOM 

N.A.R.D.’S  GOLDEN  JUBILEE  CONVEN- 
TION IS  HISTORY!  Those  of  us  who  were 
fortunate  enough  to  be  in  attendance  returned 
home  with  enough  cross-section  opinion  to 
make  us  pardonably  proud  of  the  heritage 
that  is  ours,  portrayed  so  brilliantly  by  Dr. 
Wimmer  — with  lantern-slides  and  a running 
description  of  the  pioneers,  tracing  N.A.R.D.’s 
history  from  its  beginning. 

The  DRUG  SHOW  was  a thing  of  beauty 
and  as  one  exhibitor  remarked  “Best  yet, 
praise  be  given  to  Dr.  Dargavel  — Joe 
Burnette  — and  those  two  experienced  faith- 
ful stalwarts  — “Monty”  Montgomery  and 
“Bill”  O’Neill.  For  25  years  Monty  and  Bill 
have  been  in  there  pitching  for  N.A.R.D.’s 
success  and  have  managed  the  drug  show 
with  professional  aplomb. 

The  alluring  array  of  talent  appearing  on 
the  rostrum  at  Atlantic  City  included  such 
topflight  names  as  Swain-Bristol-Christian- 
son  - Dunbar  - Anslinger  - Patman  - Little  - Bran- 
nan  - Keller-Griffiths-Capehart-Feirer-Mac- 
Cartney-Beardsley-Adkins-Secord-Woodside. 
Would  that  every  independent  retail  druggist 
could  have  heard  them.  Dr.  Dargavel’s,  Presi- 
dent Tripeny’s,  and  Executive  Chairman 
Frank  Moudry’s  reports  should  be  read  and 
re-read. 

The  50TH  ANNIVERSARY  CONVENTION 
developed  the  importance  of  the  manufac- 
turer-wholesaler-retailer relationship.  Frank 
Moudry  voiced  the  importance  of  realigning 
these  major  components  when  he  said  “It  is 
apparent  to  any  thinking  person  that  we 
cannot  have  a healthy  whole  with  any  one  of 
the  three  suffering  from  malnutrition.”  The 
old  and  well  known  adage  “LIVE  AND  LET 
LIVE”  might  be  changed  to  “LIVE  AND 
HELP  LIVE.” 

MEXSANA  NOT  TAXABLE.  After  many 
many  conferences  with  Treasury  officials  the 
N.A.R.D.  is  happy  to  announce  that  the 
Bureau  has  finally  concluded  that  MEX- 
SANA a dusting  powder,  manufactured  by 


Plough,  Inc.,  Memphis,  Tennessee,  is  NOT 
taxable  as  a toiletrie.  Plough,  Inc.,  has  been 
notified  that  so  long  as  the  item  is  recom- 
mended and  advertised  solely  for  relief, 
rather  than  the  prevention  of  indicated  skin 
conditions  or  as  a deodorant  or  anti-per- 
spirant,  NO  TAX  is  imposed. 

“BASING  POINT.”  All  segments  of  in- 
dustry will  be  concerned  over  the  recent 
Supreme  Court’s  decision  prohibiting  a manu- 
facturer from  using  the  “Basing  Point”  sys- 
tem in  common  use  for  many  years.  Briefly 
the  court’s  decision  prevents  producers  of 
goods  from  prepaying  freight  charges  on 
their  output  and  then  selling  them  at  com- 
mon fixed  prices  to  all  buyers  within  certain 
territorial  units.  Congress  refused  many 
times  to  disturb  this  set-up  but  the  Federal 
Trade  Commission  after  whittling  away  for 
twenty  years  finally  got,  what  to  them  was 
a victory  — long  sought.  You  will  hear  more 
about  this  as  freight  rates  increase  again.  It 
is  expected  that  Congress  will  have  to  write 
the  final  chapter  in  this  important  issue,  come 
1949. 

ACCORDING  TO  REPORTS  demand  for 
cigarettes  during  1949  is  expected  to  zoom  to 
an  all  record  high  and  domestic  consumption 
is  expected  to  equal  or  exceed  the  1948  record. 
Some  increase  also  may  occur  in  smoking 
tobacco  consumption  in  1949,  but  total  use 
will  remain  well  below  prewar. 

STATE  LEGISLATORS.  Forty-five  of  the 
forty-eight  states  will  have  legislative  meet- 
ings in  1949.  As  a consequence  retail  drug- 
gists will  be  facing  a lot  of  legislative 
problems.  Now  is  the  time  to  outline  plans 
for  defense  as  well  as  initiative.  Know  your 
lawmakers  better,  they  know  you  pack  a 
large  measure  of  influence  in  your  commun- 
ity. And  please  don’t  forget  our  national 
problems  — the  excise  toiletries  taxes,  and 
the  $18  per  gallon  tax  on  ethyl  alcohol  used 
in  compounding  medicines  for  the  sick.  It 
behooves  you  as  representatives  of  private 
enterprise  to  see  to  it  that  any  legislation  that 
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is  passed  preserves  the  free  enterprise  prin- 
ciple and  leaves  an  incentive  for  a man  to  do 
an  honest  day’s  work.  Does  the  state  belong 
to  you  or  do  you  belong  to  the  state? 

FOR  JANUARY  PERFORMANCE  — steel 
girders  already  have  been  dumped  on  the 
Capitol  grounds  for  erecting  the  grandstand 
for  the  swearing  in  of  the  President  of  the 
United  States. 

THREE  OF  THE  LARGEST  SOAP  MANU- 
FACTURERS in  the  country  were  recently 
charged  by  the  Federal  Trade  Commission 
with  unlawful  price  discrimination.  The 
Commission  alleges  that  soap  makers  charge 
small  businessmen  higher  prices  than  they 
charge  larger  competing  firms.  Wholesalers 
and  chain  drug  stores  are  protected  when  re- 
sale prices  are  changed,  but  the  small  retailer 
is  not  given  consideration  for  the  soap  stock 
on  his  shelf. 

KEEP  FOUNTAINS  CLEAN.  The  Fed- 
eral Food  and  Drug  Administration  has  auth- 
ority to  cause  plenty  of  trouble  for  druggists 
who  permit  unsanitary  conditions  to  prevail 
at  their  fountains.  The  law  says  that  regard- 
less of  actual  contamination  a product  may 
be  adulterated  if  it  is  held,  packed  or  stored 
under  conditions  that  render  contamination 
possible. 

ANNOUNCEMENT  HAS  BEEN  MADE  of 
the  opening  of  a College  of  Pharmacy  at 
Hardin  College,  Wichita  Falls,  Texas.  Dan 
Rivkin,  former  Dean  of  the  College  of  Phar- 
macy, Southwestern  Institute  of  Technology, 
has  been  appointed  Dean. 


NEW  SULFA  DRUG  EFFECTIVE 
IN  ULCERATIVE  COLITIS 

Thalamyd  (phthalyl  sulfacetimide)  is  an  effec- 
tive agent  for  the  treatment  of  ulcerative 
colitis.  So  report  Dr.  T.  S.  Heineken  of 
Bloomfield,  New  Jersey,  and  Dr.  Harry 
Seneca  of  the  College  of  Physicians  and  Sur- 
geons of  Columbia  University  who  is  research 
associate  in  the  Division  of  Clinical  Research 
of  Schering  Corporation  of  Bloomfield  and 
Union,  New  Jersey.  Announcement  of  the 
new  drug’s  value  in  this  condition  was  made 
in  The  Review  of  Gastroenterology  15:611, 
1948. 

They  administered  the  compound  in  28 
cases  of  ulcerative  colitis,  resistant  to  other 
therapy,  with  symptomatic  and  objective 


benefit  in  18,  the  remainder  being  still  under 
study.  The  dosage  used  was  3 grams  three 
times  daily  in  courses  of  five  days  each  with 
rest  intervals  of  five  to  seven  days.  The  com- 
pound was  well  tolerated.  Results  comprised 
cessation  of  diarrhea,  return  of  stools  to  nor- 
mal, relief  of  abdominal  pain  and  distention, 
return  of  appetite,  and  gain  in  weight  and 
strength.  The  patients  were  enabled  to  re- 
turn to  work.  The  improvement  obtained 
bore  out  the  investigators’  thesis  that,  while 
no  specific  treatment  is  available  for  ulcera- 
tive colitis,  since  its  etiology  is  undetermined, 
marked  benefit  can  be  secured  by  abolishing 
secondary  infections  of  the  lesions,  thus  en- 
abling them  to  heal. 

Chemically,  Thalamyd  is  N^acetyl-N4- 
phthalylsulfanilamide  dihydrate,  a nontoxic 
compound.  Thalamyd  possesses  the  valuable 
property  of  being  absorbable  into  the  in- 
testinal wall  although  unabsorbable  into  the 
blood  stream.  This  feature  makes  it  an  ideal 
sulfonamide  for  the  treatment  of  enteric  in- 
fections. No  other  “unabsorbable”  sulfon- 
amide has  been  found  to  be  concertrated  to 
the  same  extent  in  the  intestinal  wall. 
Phthalyl  Sulfacetimide  has  a marked  bac- 
tericidal action  as,  for  an  example,  when  18 
grams  were  given  orally  in  man,  the  intestinal 
flora  were  reduced  from  70  billion  to  26,000. 


INSURANCE 

(Continued  from  Page  426) 

Complete  literature  has  been  mailed  to  our 
membership  by  the  Company’s  agency  office 
who  are  handling  the  underwriting  for  this 
Special  Plan.  While  it  is  a matter  for  each 
individual  doctor  to  decide  whether  he  wishes 
to  participate,  never-the-less  the  benefits 
made  possible  thru  GROUP  BUYING  are  so 
superior  that  it  merits  your  careful  study  and 
consideration.  In  the  event  that  you  did  not 
receive  descriptive  literature,  it  may  be  ob- 
tained by  writing  direct  to  the  Company’s 
agency  office  of  Harold  Diers  & Company, 
423  Electric  Building  Omaha,  Neb.  who  are 
handling  the  underwriting  of  this  plan  for 
both  South  Dakota  and  Nebraska. 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Associate  Professor  Pharmacology 
South  Dakota  State  College 


Polymyxin: 

Polymyxin  is  an  antibiotic  substance  de- 
rived from  a soil  organism,  Bacillus  poly- 
myxa.  Attention  was  first  called  to  this  anti- 
biotic in  May  1947,  when  it  was  reported  that 
sterile  culture  filtrates  of  Bacillus  polymyxa 
in  dilutions  of  1:1000  inhibited  the  growth  of 
Brucella  bronchiseptica  in  culture.  Shortly 
after  this,  polymyxin  was  isolated  from  B. 
polymyxa^  and  later  its  identity  as  an  anti- 
biotic was  established  and  a bioassay  de- 
veloped. 

In  vitro  studies  have  shown  polymyxin  to 
be  effective  only  against  certain  gram-nega- 
tive organisms.  Its  antibacterial  action  has 
been  demonstrated,  in  vitro,  against  a num- 
ber of  bacteria  including  Haemophilus  in- 
fluenze,  Escherichia  coli,  Aerobacter  aero- 
genes,  Klebsiella  pneumoniae  and  Pseu- 
domonas aeruginosa.  In  one  study,  concen- 
trations of  0.3  micrograms  of  polymyxin  per 
cubic  centimeter  were  found  to  be  effective 
against  E.  coli,  A.  aerogenes  and  K.  pneu- 
moniae, when  an  inoculum  of  200,000  bacilli 
was  used,  but  Ps.  aeruginosa  was  somewhat 
more  resistant  and  Proteus  vulgaris  and 
Neisseria  intracellularis  seemed  to  be  com- 
pletely resistant  (1).  The  antibiotic,  in  the 
form  of  the  hydrochloride  is  most  effective, 
in  vitro,  in  an  acid  medium;  it  is  relatively 
heat  stable  and  loses  little  of  its  activity  in 
the  presence  of  serum.  It  appears  to  be  bac- 
tericidal in  its  action  when  used  in  sufficient 
concentrations  on  susceptible  organisms. 

In  experimental  infections  produced  by  K. 
pneumoniae  type  A.  and  H.  influenzae  type 
B,  polymyxin  was  more  effective  than  strep- 
tomycin (2). 

Polymyxin  has  been  used  in  treating 
patients  ill  with  infections  due  to  Ps.  aeru- 
ginosa, K.  pneumoniae,  H.  pertussis  and  Bru- 
cella abortus  and  it  has  been  found  to  have  a 
therapeutic  effect  (1). 

Polymyxin  enters  the  blood  stream  after 
intramuscular  injection  but  apparently  does 


not  pass  into  the  spinal  fluid.  It  is  excreted 
slowly  in  the  urine. 

Bacitracin: 

Bacitracin  is  an  antibiotic  substance  similar 
in  its  antibiotic  activity  to  penicillin,  although 
some  penicillin-resistant  organisms  are  bac- 
tracin-sensitive.  Bacitracin  was  first  obtained 
in  1945  from  culture  filtrates  of  a strain  of 
Bacillus  subtilis  found  in  an  infected  com- 
pound fracture. 

Bacitracin,  like  penicillin,  has  an  anti- 
bacterial effect  against  many  gram-positive 
organisms  and  it  is  not  effective  against 
gramnegative  organisms.  Many  staphylococci 
which  are  resistant  to  penicillin  are  sus- 
ceptible to  bacitracin.  It  has  been  used  effec- 
tively in  the  treatment  of  furuncles,  car- 
buncles and  abscesses,  infected  operative 
wounds,  burns,  sebaceous  cysts  and  ulcers  of 
the  skin.  It  has  been  employed  locally  in  the 
form  of  an  ointment.  For  injection,  bacitracin 
is  dissolved  in  water  or  saline  and  sometimes 
procaine  is  added  to  reduce  pain.  In  some  in- 
stances, bacitracin  is  injected  directly  into 
the  center  of  the  lesion. 

Bacitracin  readily  passes  into  the  general 
circulation,  following  intramuscular  injec- 
tion but  is  eliminated  from  the  body  more 
slowly  than  penicillin.  The  drug  is  only 
slightly  absorbed  when  given  orally.  Al- 
buminuria and  other  evidences  of  renal 
damage  have  been  observed  in  its  clinical 
use. 

Aureomycin: 

Aureomycin  is  a recently  announced  anti- 
biotic which  may  be  of  value  in  the  treatment 
of  some  virus  diseases.  It  is  obtained  from 
a species  of  Actinomycetes.  Some  conditions 
in  which  the  value  of  this  drug  has  been  in- 
dicated are:  Spotted  fever,  typhus,  lympho- 
granuloma venereum,  proctitis,  psittacosis, 
rickettsial  pox  and  external  eye  infections. 
In  the  test  tube  it  is  effective  against  the 
tubercle  bacillus.  It  is  also  effective  against 
most  of  the  gram-positive  staphylococci. 
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Aureomycin  has  been  used  clinically  in  the 
treatment  of  25  patients  with  lymphogranu- 
loma venereum  and  all  showed  improvement 
to  some  extent.  Eight  patients  with  buboes 
showed  reduction  in  size  of  the  node  after 
four  days  treatment.  Three  patients  with 
proctitis  and  fourteen  patients  with  benign 
rectal  stricture  due  to  lymphogranuloma 
venereum  were  improved3. 

Aureomycin  is  reported  to  be  effective 
against  staphylococci,  pneumococci,  influenza 
and  inclusion  conjunctivitis,  when  used  as 
Aureomycin  borate  in  0.5  per  cent  concen- 
tration. This  solution  is  non-irritating  to  the 
inflamed  conjunctiva  and  only  slightly  irri- 
tating to  the  non-inflamed  conjunctive4. 
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FAMILY  LIFE  CONFERENCE 

Representatives  of  eighteen  South  Dakota 
associations  met  in  Huron  on  Saturday,  Oc- 
tober 2,  to  discuss  plans  for  a Conference  on 
Family  Life,  proposed  for  December  4 and  5 
at  Pierre. 

Chairman  of  the  informal  meeting  was 
Mrs.  Gertrude  Flyte  representing  the  na- 
tional Parent-Teachers  Association.  Other 
groups  represented  were  the  State  College 
Extension  Department,  Council  of  Churches, 
Dental  Association,  Medical  Association, 
State  Motor  Patrol,  Mental  Health  Associa- 
tion, Conference  of  Welfare  Agencies,  Farm 
Union,  State  PTA,  Farm  Bureau,  Home 
Demonstration  Clubs,  South  Dakota  Chil- 
dren’s Aid,  Home  Economics  Association, 
Dakota  Wesleyan  University,  and  the  CDA. 

Mrs.  Flyte  discussed  the  background  for 
such  a move  and  reported  some  of  the  high 
lights  of  the  national  conference  which  was 
held  from  May  5 to  8 in  Washington.  Miss 
Amy  Wold  discussed  the  group  sessions  of 
the  national  meeting  and  then  a general  dis- 
cussion was  held  with  items  of  major  interest 
being  juvenile  courts,  courts  of  family  rela- 
tions, counselling  service,  school  lunches,  and 
education. 


FELLOWSHIPS  PROVIDED 

Students  accepted  by  the  School  of  Med- 
icine of  the  University  of  South  Dakota  total 
61  freshmen  and  sophomores,  two  graduate 
assistants  and  one  graduate  fellow  reports 
Dr.  Donald  Slaughter,  dean  of  the  school. 
Registration  in  the  Medical  school  was  Mon- 
day, September  6 with  classes  starting  the 
next  day. 

The  Huron  clinic  of  Huron  is  providing 
three  fellowships  this  year  to  freshmen  med- 
ical students,  Dean  Slaughter  announced, 
which  have  been  awarded  to  Robert  E.  Bell, 
Huron;  Richard  K.  Hawkins,  Kalamazoo, 
Mich.,  and  Keith  W.  Sehnert,  Frederick. 
Graduate  assistants  will  be  Warren  E.  Engle- 
hard,  a graduate  of  Northern  State  Teachers 
college,  and  Chi-Heng  Kau  who  holds  the 
bachelor  of  medicine  degree  from  National 
Kiangsu  Medical  college.  A Public  Health 
Service  fellowship  in  biochemistry  has  been 
awarded  to  Elaine  V.  Ordal,  a graduate  of 
Augustana  college. 

Medical  students  who  have  been  accepted 
for  the  coming  year  include  26  sophomores 
and  35  freshmen,  all  of  whom  have  had  at 
least  a minimum  of  three  years  of  college 
work  of  a pre-medical  nature. 

FIRST  VICE  PRESIDENT 
PHARMACEUTICAL  ASSOCIATION 
SUFFERS  HEART  ATTACK 

John  Sidle  of  Alexandria  suffered  a heart 
attack  while  hunting  pheasants  on  the  first 
day  of  the  1948  season.  His  party  were  hunt- 
ing in  a corn  field  and  he  had  walked  only 
a short  distance  when  he  was  stricken.  His 
condition  was  serious  and  he  was  taken  to 
the  Methodist  Hospital  in  Mitchell  where  he 
is  still  confined  at  this  writing.  His  wife  re- 
ports that  after  three  weeks  he  is  somewhat 
improved  but  that  he  will  not  be  able  to  re- 
turn to  work  in  their  drug  store  for  a long 
time,  if  ever.  Mr.  Larrison  of  Mitchell  is  in 
charge  of  the  drug  store. 

As  First  Vice-President  of  the  Pharmaceu- 
tical Association,  Mr.  Sidle  was  to  have  been 
a delegate  to  the  Golden  Anniversity  Conven- 
tion of  the  N.A.R.D.  which  met  October  12  to 
16  in  Atlantic  City.  He  decided  not  to  make 
the  trip  only  a few  days  before  he  was  taken 
sick  and  requested  that  Secretary  Wilson  act 
as  delegate  in  his  stead.  We  wish  John  a 
speedy  and  complete  recovery. 
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Pros  and  Cons  of  Raising  Fair  Trade  Minimums 

By  Dr.  Robert  L.  Swain,  Editor,  Drug  Topics 


I have  discussed  the  growing  desire  among 
retail  pharmacists  for  a lifting  of  fair  trade 
minimums.  I have  pointed  out  that  minimums 
have  really  become  maximums,  so  effective 
is  competition  in  the  retail  drug  field. 

It  was  emphasized,  too,  that  as  overhead 
has  got  out  of  bounds,  percentagewise,  net 
compensation  for  the  retailer  is  being 
squeezed.  Hence,  the  desire  for  a reasonable 
hike  in  fair  trade  minimums  is  the  logical 
outcome  of  the  economic  problems  confront- 
ing the  drug  store. 

But,  “to  raise  or  not  to  raise”  is  not  a 
matter  to  be  decided  by  the  toss  of  a coin  or 
an  appeal  to  the  emotions.  It  should  come 
about,  when  and  if,  because  the  economic 
facts  make  it  the  proper  and  sensible  thing 
to  do.  This  means  that  the  pros  and  cons  need 
to  be  honestly  faced  and  equitably  passed 
upon.  If  a boost  in  fair  trade  prices  is  justi- 
fied by  the  facts,  then  the  boost  should  be 
made.  If  the  facts  turn  thumbs  down,  the 
whole  thing  should  be  dropped. 

So,  let’s  give  consideration  to  the  pro 
phases  of  the  matter.  A raise  in  fair  trade 
minimums  would  give  a shot  in  the  arm  to 
the  whole  fair  trade  cause.  Fair  trade  has 
been  around  for  about  15  years.  It  is  but  nat- 
ural to  assume  that  there  has  been  a psycho- 
logical dip  since  the  rip-roaring  campaign  to 
enact  fair  trade  laws. 

Good  Will  Involved 

Everything  needs  to  be  pepped  up  now  and 
then.  Even  the  Bill  of  Rights  calls  for  rejuve- 
nation ever  so  often.  The  fact  that  fair  trade 
needs  to  be  polished  up  and  presented  fresh 
occasionally  is  no  reflection  upon  its  worth. 
It  merely  means  that  human  nature  is  human 
nature  in  this,  as  in  all  other  human  en- 
deavors. 

A lift  in  fair  trade  prices  would  receive 
more  aggressive  retailer  support.  One  can’t 
be  expected  to  burn  with  zeal  for  a product 
which,  in  many  cases,  is  a mere  drag  upon  the 
store’s  operation. 

As  the  retailer  lives  upon  profit,  a non- 
profit item  usually  gets  no  more  than  step- 
child attention.  One  pushes  a product  which 
helps  support  him.  He  kicks  aside  those  which 


tend  to  pull  him  down.  This  is  human  nature. 
It  abounds  as  much  on  Park  Avenue  as  in  the 
Bowery. 

A lift  in  fair  trade  minimums  would  create 
a vast  amount  of  good  will  for  fair  trade 
items.  Indifference  would  give  way  to  en- 
thusiasm. The  attitude  of  retailers  would 
become  more  optimistic,  more  appreciative, 
more  cooperative. 

Boosting  fair  trade  minimums  would  stir 
normal  human  reactions.  It  would  make  the 
step-child  a real  member  of  the  family.  It 
would  mark  the  difference  between  doing  a 
thing  because  one  has  to  and  doing  it  because 
it  is  a pleasure  to  do  so.  A product  sold  at  a 
profit  is  one  thing  while  one  sold  on  a non- 
profit basis  is  something  else  again. 

Careful  Evaluation  Needed 

Now,  let’s  see  what  is  on  the  con  side  of  the 
picture.  There  is  the  possibility  that  a lift  in 
minimums  might  bring  about  a drop  in  vol- 
ume. In  fact,  I have  heard  some  manufac- 
turers express  the  conviction  that  this  would 
be  the  inevitable  result.  The  manufacturer 
who  raises  his  fair  trade  prices  must  run  the 
risk  of  losing  sales,  is  the  opinion  of  many. 

Some  retailers  share  this  view,  but  they 
insist  that  the  drop  would  be  temporary. 
Consumer  preference  is  based  more  upon 
satisfaction  with  a product  than  with  the 
price.  By  this  they  mean  that  raising  a fair 
trade  price  to  43c  will  not  cut  any  permanent 
adverse  figure  with  those  who  had  previously 
paid  39c. 

Raising  prices  would  also  be  more  or  less 
expensive.  It  would  necessitate  amended  con- 
tracts, together  with  the  uncertainty  and  in- 
convenience of  such  a move.  It  would  entail 
a change  in  selling  policies,  the  outcome  of 
which  would  have  to  be  awaited  with  some 
degree  of  doubt  or  apprehension. 

My  own  opinion  is  that  the  pros  have  much 
the  better  argument.  The  benefits  which 
they  seet  appear  to  outweigh  the  risks  seen 
by  the  cons.  But,  be  this  as  it  may,  the  matter 
is  one  to  be  honestly  explored  so  that  the  best 
possible  outcome  can  be  assured. 

“Reprinted  from  DRUG  TRADE  NEWS,  September 
6.  1948.” 
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Therapeutic  Anesthesiology 

ROLAND  M.  MAYER,  M.D. 

2408  Tusitala  Street,  Honolulu,  T.  H. 


Much  has  been  written  about  Anesthesia’s 
Century  of  Progress.  Advances  in  the  field 
of  anesthesia  during  the  past  hundred  years 
have  made  possible  surgery  which  previously 
had  never  before  been  attempted.  In  recent 
years  many  of  anesthesia’s  contributions  have 
been  used  for  reasons  other  than  making  sur- 
gery painless.  Nearly  every  speciality  in 
medicine  has  borrowed  from  the  drugs  and 
techniques  of  the  anesthesiologist.  It  is  the 
purpose  of  this  paper  to  present  a few  of 
anesthesia’s  contributions  to  therapeutics  and 
diagnosis.  Because  of  the  vast  amount  of 
literature  already  published  about  inhalation 
therapy,  that  subject  will  not  be  included 
here. 

Even  before  the  use  of  ether,  various 
hypnotics  were  used  in  treatment  of  the 
mentally  ill.  Wine  and  opium  were  some  of 
the  agents  used  for  this  purpose.  However, 
it  was  the  development  of  the  short  acting 
barbiturates  that  gave  the  psychiatrists  an 
opportunity  to  explore  the  subconscious 
mind.1'  2 Bleckman  in  1929  first  used  sodium 
amytal  with  excellent  results  in  the  treat- 
ment of  neuropsychiatric  cases.  Both  amytal 
and  pentothal  were  used  to  great  extent  in 
the  last  war  in  the  treatment  of  anxiety  states. 
The  patient  was  administered  enough  drug 
until  an  euphoric  state  was  reached  and  was 
then  asked  to  recall  his  experiences  in  detail. 
Suggestion  therapy  under  drug  hypnosis  also 
was  used  frequently.  Heldt3  reports  the  use 
of  prolonged  sodium  amytal  narcosis  for 
periods  from  five  to  twelve  days  or  longer 
until  desirable  toxic  delirium  occurs  in  the 
therapy  of  borderline  neuropsychiatric  cases. 
He  states  that  all  his  patients  were  improved 
by  this  therapy,  although  some  benefited 
more  than  others. 

With  the  use  of  curare,  shock  treatment  is 
now  without  the  high  incidence  of  vertebral 
fracture.  This  was  first  advocated  by  Mc- 
Intyre and  Bennett4  in  1938  and  is  now  an 
established  part  of  convulsive  treatment.  Re- 
cently Wilbur  and  Fortes5  reported  a series 


of  cases  in  which  shock  therapy  was  ad- 
ministered to  patients  over  seventy  years  of 
age.  All  these  cases  received  curare  prior  to 
the  convulsions. 

The  use  of  curare  to  control  the  rigidity  of 
tetanus  was  first  suggested  in  1811.  That 
same  century  saw  its  use  in  the  treatment  of 
epilepsy,  rabies  and  chorea.  Curare’s  place 
in  tetanus  therapy  has  not  as  yet  been 
definitely  established,7  but  with  the  newer 
preparations  of  the  substances  in  oil  and  bees- 
wax perhaps  it  will  find  a more  important 
role.  Favorable  reports  have  also  been  pub- 
lished concerning  the  use  of  curare  in  Park- 
insonism, multiple  sclerosis,  poliomyelitis,  and 
in  spastic  conditions  following  injury  to  the 
spinal  cord.4-6  By  relaxing  the  muscle  rigid- 
ity so  that  the  muscles  not  completely  para- 
lyzed are  able  to  function,  the  patients  derive 
more  benefit  from  physiotherapy  and  ortho- 
pedic procedures.  Curare  has  also  been  ad- 
vocated as  a diagnostic  test  for  myasthenia 
gravis.4 

Ochsner  and  DeBakey7  8 9 and  others10-11 
have  pointed  out  the  importance  of  vasospasm 
in  thrombophlebitis  and  have  long  advocated 
the  treatment  of  this  condition  by  a sym- 
pathetic block  with  anesthetic  injections.  To- 
day this  procedure  is  as  much  a part  of 
thrombophelebitis  therapy  as  penicillin  is  in 
the  treatment  of  pneumonia.  Many  other 
peripheral  vascular  diseases  also  have  varied 
amounts  of  vasospasm  which  can  be  relieved 
by  sympathetic  block.  Acute  arterial  emer- 
gencies as  embolus  and  thrombosis  are  bene- 
fited by  such  procedures.  Thompson12  states 
that  local  traumatic  vasospasm  is  a charac- 
teristic of  local  shock  which  results  first  in  a 
safety  reflex  to  stop  hemorrhage  but  later 
may  lead  to  capillary  dilation  with  decom- 
pensation causing  anoxia,  plasma  loss,  pos- 
sible death  of  tissue.  Circulatory  integrity 
can  be  restored  by  relief  from  this  vasospasm. 

Sympathetic  block  has  also  been  success- 
fully used  in  orthopedic  conditions  including 
acute  subdeltoid  bursitis,  causalgia  and 
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“Phantom”  pain  following  amputation.  The 
block  is  an  adjunct  to  physiotherapy  in  many- 
other  conditions  which  would  benefit  by  in- 
creased circulation. 

Renal  vasospasm  associated  with  sulfa 
crystal  obstructions  and  in  Weil’s  disease  has 
been  successfully  treated  by  sympathetic 
block.1314  Roth15  suggests  that  in  anuria 
due  to  sulfonamide  medication  the  irritation 
caused  by  pelvic  peristalsis  in  an  effort  to 
excrete  the  crystals  caused  a reflex  vaso- 
spasm. Smypathetic  block  results  in  a re- 
laxed ureter  and  normal  peristalsis.  Ureteral 
calculi  are  also  more  frequently  passed  and 
the  pain  is  relieved  by  the  interruption  of 
sympathetic  pathways. 

Paravertebral  injections,  spinal  anesthesia 
and  caudal  anesthesia  are  three  different 
methods  of  producing  lumbar  sympathetic 
blocks.  The  former  method  has  the  ad- 
vantage of  not  disturbing  the  peripheral 
nerves  and  anesthesia  is  not  produced.  The 
latter  two  approaches  can  be  administered  by 
the  fractional  or  continuous  technique  and  are 
perhaps  a little  more  simple  to  perform. 

Sympathetic  block  of  the  head  and  upper 
extremity  is  obtained  by  injection  of  the 
stellate  ganglion.  There  are  at  least  four 
approaches  to  this  ganglion  and  the  pro- 
cedure is  not  difficult.  Risteen  and  Volpitto 
1 6 and  more  recently,  Gilbert  and  deTakats17 
have  advocated  stellate  ganglion  block  for 
cerebral  thrombosis  and  embolism.  Vaso- 
spasm is  an  important  part  of  cerebral  vas- 
cular accidents  leading  to  capillary  dilation 
and  plasma  loss  in  spite  of  a persistent 
arteriolar  constriction.  Those  cases  treated 
with  stellate  ganglion  blocks  showed  a more 
rapid  return  to  consciousness,  speech,  motor 
improvement  and  in  many  cases  a conversion 
of  flaccid  into  spastic  paralysis. 

The  pain  of  pulmonary  embolus  is  trans- 
mitted by  the  sympathetic  fibers.  An  em- 
bolus also  can  cause  a reflex  bronchiolar 
spasm  of  both  lungs  and  frequently  a regional 
spasm  of  the  coronary  vessels.  For  these 
reasons,  Bogent  and  Rabee18  treated  several 
cases  of  pulmonary  embolus  by  stellate  gang- 
lion block  with  resulting  relief  of  pain, 
dyspnea,  cyanosis  and  anxiety.  A local 
anesthetic  in  oil  was  used  for  this  procedure 
in  order  to  gain  a more  prolonged  block. 

The  arteriolar  and  venous  dilation  which 


follows  high  spinal  anesthesia  produces  a 
bloodless  phlebotomy.  This  principle  has  been 
advocated  as  a method  of  reducing  the  venous 
return  in  pulmonary  edema.  In  1944  Sarnoff 
and  Farr19  reported  three  cases  with  ex- 
cellent results.  Hingston,20  et  al  reported 
similar  satisfying  results  using  continuous 
caudal  and  spinal  technique.  This  procedure 
is  based  on  firm  physiological  principle  and 
is  certain  to  be  more  widely  accepted  in  the 
future. 

Blocking  of  the  appropriate  sympathetic 
ganglion  is  now  the  approved  treatment  of 
herpes  zoster.  As  the  disease  is  believed  due 
to  disturbance  of  the  ganglion  by  a filterable 
virus,  interruption  of  the  pathways  causes  a 
release  of  the  segmental  vascospasm  and  re- 
lief of  the  herpetic  pain.  One  block  is  usually 
all  that  is  necessary. 

Senger  and  Rothfeld21  suggest  the  use  of 
caudal  anesthesia  in  the  treatment  of  in- 
continence following  prostatectomy.  They 
feel  that  incontinence  is  due  to  damage  to  the 
external  urinary  sphincter  and  that  caudal 
block  if  of  value  in  that  it  diminishes  the 
tonus  of  the  bladder,  permitting  greater  fill- 
ing and  less  irritability  although  the  incon- 
tinence is  not  completely  eliminated.  By 
breaking  the  reflex  arc  and  lessening  tonus 
the  patients  are  more  comfortable  and  re- 
covery is  expedited. 

Many  medical  centers  are  establishing 
nerve  block  clinics  in  association  with 
anesthesia  departments.  Such  a clinic  can  be 
useful  in  many  ways.  Intractable  pain  from 
carcinoma  and  tuberculosis  can  be  eliminated 
by  a successful  block.  Many  of  the  complica- 
tions following  fractured  ribs  can  be  pre- 
vented by  nerve  block  therapy.  Chest  pain  is 
frequently  associated  with  voluntary  splint- 
ing of  the  chest  wall,  cough  suppression  and 
diminution  of  respiration  which  may  lead  to 
atelectasis  and  pneumonia.  Richardson  and 
Papper22  in  reporting  over  200  cases  of  frac- 
tured ribs  treated  by  nerve  block  advocate 
the  paravertebral  approach  to  the  nerves  in- 
volved and  suggest  that  adjacent  nerves  also 
be  blocked.  Intercostal  nerve  block  following 
abdominal  and  thoracic  surgery  has  been  ad- 
vocated for  the  same  reasons.  Trauma  to  in- 
tercostal nerves  may  cause  reflex  diminution 
of  respiratory  excursions,  increased  mucous 
secretions  and  bronchiolar  spasm.  These  con- 
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ditions  which  predispose  to  atelectasis  can  be 
adequately  combatted  by  intercostal  nerve 
block. 

The  injection  of  local  anesthetics  has  long 
been  used  in  the  therapy  of  back  pain.  By 

{introducing  the  anesthetic  into  the  most 
tender  area  the  spasm  is  relieved  and  the 
patient  can  obtain  more  benefit  from  phys- 
ical therapy. 

The  injection  method  of  treating  ankle 
sprains  was  first  advocated  in  1934  and  was 
proved  to  be  a satisfactory  procedure  by  clin- 

!ical  trial  during  the  war.  Tender  areas  are  in- 
jected with  ten  to  twenty  cc  of  one  per  cent 
procaine  and  the  ankle  is  gently  massaged  to 
diffuse  the  solution.  The  ankle  is  manipu- 
lated after  injection  to  determine  if  pain  re- 
lief is  complete.  The  extremity  is  then 
strapped  with  a moderate  pressure  bandage 
and  the  patient  is  forced  to  be  ambulatory. 

Ether,  which  has  always  been  a standby  in 
the  field  of  surgical  anesthesia,  has  other 
properties  which  extend  its  usefulness  to 

! other  fields.  The  relaxing  action  of  ether  on 
bronchioles  makes  it  an  important  therapeutic 
agent  in  asthma  medication.  Ether  is  fre- 
quently administered  by  the  rectal  route  in 
an  olive  oil  mixture.  Often  cases  which  are 
refractory  to  epinephrine  and  aminophyline 
will  respond  to  rectal  ether.  Ether  was  used 
as  a therapeutic  agent  for  asthma  before  it 
was  introduced  as  an  anesthetic  agent  by 
Morton  in  1846. 

Recently  Katz23  24  has  been  using  ether 
intravenously  in  a two  and  one  half  per  cent 
solution  for  the  treatment  of  impending 
ischemic  gangrene.  He  refers  to  the  substance 
as  diethyl  oxide  to  avoid  prejudices.  Daily 
infusions  for  a twenty-four  day  period  with  a 
two  day  rest  in  the  middle  have  given  en- 
couraging results  in  inpending  gangrene  re- 
sulting from  diabetes,  arteriosclerosis,  Buer- 
ger’s disease  and  Raynaud’s  disease.  The 
action  is  believed  to  be  directly  on  the  smaller 
collaterals  and  also  causes  a generalized  sym- 
pathetic block  resulting  in  an  increase  in 
vascularity  and  pain  relief.  Williams25  has 
reported  similar  results. 

Small  amounts  of  intravenous  ether  have 
long  been  used  as  a method  of  measuring 
arm  to  lung  circulation  time  in  cardiac 
patients.  Ether  orally  in  the  form  of  “Hoff- 
man’s Drops”  or  “Hoffman’s  Anodyne”  is  a 


time  honored  medication  for  hiccough. 

Recently  dilute  solutions  of  procaine  intra- 
venously have  been  suggested  for  a multitude 
of  conditions.  This  procedure  has  proved  to 
be  of  definite  value  in  the  treatment  of  serum 
sickness  and  penicillin  sensitivity.  Adminis- 
tration of  one  gram  dissolved  in  500  cc  of 
isotonic  saline  solution  is  the  most  common 
type  of  infusion  used.  It  has  long  been  known 
that  dilute  procaine  solutions  would  also  re- 
lieve the  pruritis  associated  with  jaundice. 
Similar  infusions  have  reduced  the  amount  of 
opiates  needed  for  post-operative  patients. 
Granbard  and  Ritter26  report  the  use  of  in- 
travenous procaine  in  the  treatment  of 
trauma.  In  their  series  of  140  patients  they 
found  diminution  of  pain  and  edema  and  in- 
crease in  the  healing  process.  No  cases  of 
sensitivity  to  procaine  were  found  in  over 
2,000  infusions.  This  work  is  too  great  to 
evaluate  fairly  but  it  is  sufficiently  encourag- 
ing to  warrant  further  study. 

Many  anesthetic  agents  and  techniques 
may  be  of  marked  therapeutic  value  in  var- 
ious medical,  surgical  and  psychiatric  con- 
ditions. Frequently  these  measures  are  over- 
looked because  of  the  lack  of  emphasis  upon 
them  in  general  practice.  Their  effectiveness 
has  been  established  over  a period  of  years  in 
specialized  clinics  and  they  are  now  available 
for  more  widespread  use.  It  has  been  with 
this  thought  in  mind  that  a brief  resume  has 
been  presented  of  the  more  common  methods 
of  therapeutic  anesthesiology. 
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Thoracic  tumors  form  probably  the  most 
interesting  and  intriguing  group  of  patholog- 
ical conditions  to  be  found  any  place  in  the 
body.  The  wide  variety  of  types  present, 
their  varied  and  interesting  clinical  manifes- 
tations, or  a lack  thereof,  and  as  a group  the 
uncertainties  associated  with  the  accurate 
individual  diagnosis  add  additional  interest 
and  variety  to  an  already  fascinating  field. 
Aside  from  bonchiogenic  carcinoma  which 
occurs  all  too  commonly  they  may  as  a group 
be  considered  as  of  rather  unusual,  although 
not  of  rare  occurrence.  Some  idea  of  their 
frequency  will  be  obtained  upon  the  com- 
pletion of  the  extensive  mass  surveys,  par- 
ticularly complete  community  surveys  by 
x-ray.  A rough  idea  of  their  relative  occur- 
rence may  be  obtained  by  a report  of  Davies 
of  Nopeming  Sanatorium  in  St.  Louis  County, 
Minnesota,  who  in  1945  reported  an  incidence 
of  one  tumor  in  approximately  2400  x-ray 
films  in  community  survey  exclusive  of  evi- 
dence of  atelectasis,  evident  tuberculoma  and 
manifest  substernal  thyroid  protrusions. 

Much  confusion  exists  in  this  field  among 
physicians  in  general,  most  of  it  resulting 
from  a relative  inexperience  with  the  wide 
variety  of  conditions  encountered.  Add  to 
this  the  bizarre  and  rather  complicated 
nature  of  some  of  the  tumors  and  the  variety 
of  diagnoses  that  can  be  obtained  on  certain 
of  them  when  the  material  is  submitted 
simultaneously  to  several  pathologists  and 
we  find  additional  reason  for  much  of  the 
existing  confusion. 

For  teaching  purposes  as  well  as  for  con- 
venience of  description  tumors  of  the  thorax 
may  be  subdivided  into  three  large  groups  as 
determined  by  their  point  or  origin,  namely 
tumors  of  the  chest  wall  and  diaphragm, 
tumors  of  the  mediastinum,  and  tumors  of 
the  lung.  Based  on  frequency  of  occurrence 
we  must  list  tumors  of  the  lung  first  because 
of  the  relatively  high  incidence  of  primary 
bronchiogenic  carcinoma  and  metastatic  le- 


sions in  the  lung.  Mediastinal  tumors  occur 
next  while  those  deriving  their  origin  from 
the  chest  wall  itself  are  relatively  rare. 
Further  subdivision  of  these  primary  groups 
into  benign,  malignant,  metastatic,  inflamma- 
tory and  pseudo  tumors  may  also  help  in 
establishing  a somewhat  workable  classifica- 
tion. 

The  problem  of  making  a more  or  less 
exact  clinical  diagnosis  is  frequently  very 
complex  one  in  which  anatomical  position 
and  the  relative  order  of  frequency  of  occur- 
rence of  a certain  tumor  must  be  weighed 
heavily  in  reaching  the  proper  diagnosis. 
Clinically,  when  confronted  with  some  of 
these  tumors  it  may  be  absolutely  impossible 
even  after  extensive  and  exhausting  studies, 
using  all  means  at  our  disposal  to  make  an 
accurate  preoperative  diagnosis  of  the  exact 
type  of  tumor,  or  even  with  any  degree  of 
accuracy  to  state  its  site  of  origin  as  in  the 
chest  wall,  mediastinum  or  lung.  At  first 
glance  this  may  seem  rather  absurd  until  we 
realize  that  not  infrequently  the  surgeon 
with  the  tumor  exposed  in  the  operative  field 
cannot  determine  its  point  of  origin,  while  the 
pathologist  then  or  later  may  have  great 
difficulty,  even  after  careful  gross  and  micro- 
scopic study  of  the  tumor,  in  reaching  a statis- 
factory  diagnosis. 

From  the  clinical  and  symptomatic  stand- 
points great  variation  may  be  noted  in  the 
clinical  picture  between  tumors  even  of  the 
same  type,  depending  upon  size,  location,  rate 
of  growth  of  the  individual  mass.  A small 
tumor  rapidly  expanding  in  a confined  place 
may  produce  symptoms  far  out  of  proportion 
to  its  size  while  a large,  slowly  growing  mass 
in  a soft  tissue  area  may  reach  huge  propor- 
tions without  producing  the  slightest  clinical 
manifestations.  Inflammatory  processes  and 
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tumors  expanding,  invading  or  destroying 
bone  are  more  likely  to  produce  pain  than 
the  benign  non-invasive  types.  The  occur- 
rence of  pleura]  fluid  may  suggest  inflamma- 
tory disease  or  malignancy  though  it  does 
occur  in  association  with  certain  benign 
tumors.  Bloody  fluid  on  the  original  aspira- 
tion sample  always  suggests  the  possibility 
of  malignancy  or  tuberculosis,  but  it  does 
occur  with  benign  tumors  and  may  even  be 
traumatic  in  origin.  Irregular  growth  or 
rapid  change  in  size  suggests  the  presence  of 
malignancy,  yet  it  may  occur  with  perfectly 
benign  lesions.  In  like  manner  renewed 
growth  of  a previously  stationary  lesion  may 
suggest  but  not  prove  malignant  change 
within  the  tumor  mass. 

Cough  may  result  from  a variety  of  causes; 
from  intrabronchial  tumor,  from  pressure  on 
the  trachea,  or  bronchi,  or  from  irritation  of 
the  vagus  or  phrenic  nerve,  or  even  the  pleura 
or  diaphragm.  Expectoration  may  occur  from 
disease  within  the  bronchus,  from  secondary 
infection  within  the  lung  or  from  drainage  of 
a cyst  or  empyema  pocket  or  other  extrapul- 
monary  abscess  through  a bronchial  com- 
munication. Bleeding  occurs  commonly  from 
intrabronchial  tumors,  but  likewise  may  arise 
from  pulmonary  tuberculosis,  certain  pul- 
monary cysts,  bronchiectasis,  pulmonary  ab- 
scess, pulmonary  infarcts,  foreign  bodies  or 
even  from  certain  heart  conditions.  Dysponea 
may  occur  from  the  presence  of  a large  mass, 
from  pressure  on  the  trachea  or  the  bronchi, 
bronchial  obstruction  with  atelectasis  or 
emphysema,  from  cardiac  changes,  cystic 
disease  of  the  lung,  from  asthma,  and  not  in- 
frequently from  pleural  effusion. 

Obstruction  of  the  superior  or  inferior  vena 
cava  may  occur  from  the  presence  of  a large 
mediastinal  tumor  mass,  but  is  seen  more  fre- 
quently from  the  infiltrations  of  lympho- 
blastoma or  thymic  tumors  and  from  the 
lymph  node  involvement  of  carcinoma  of  the 
lung  and  occasionally  from  tuberculos  med- 
iastinal lymphadenitis.  Medastatic  involve- 
ment of  the  lung  from  tumors  elsewhere  in 
the  body  may  produce  no  symptoms  what- 
soever until  the  late  stage  unless  the  pleura, 
chest  wall  or  bronchi  become  involved. 

Tumors  of  the  chest  usually  come  to  the 
attention  of  the  physician  in  ond  of  four  gen- 
eral ways;  the  patient  may  notice  a lump  or 


tumor  mass  and  consult  a physician  concern- 
ing it,  he  may  complain  of  thoracic  discom- 
fort, pain  or  other  symptoms  referrable  to 
the  respiratory  tract  and  a tumor  be  dis- 
covered by  the  x-ray  and  clinical  studies 
made  in  searching  for  its  cause;  the  tumor 
may  be  discovered  accidentally  during  the 
routine  fluoroscopic  examination  of  the  chest 
in  association  with  a gastro-intestinal  x-ray 
study,  or  as  is  so  commonly  seen  in  the  last 
few  years  the  presence  of  the  tumor  is  dis- 
covered on  routine  chest  films  made  in  com- 
munity, employment  or  other  public  health 
surveys.  Many  of  the  masses  which  are  found 
are  absolutely  assymptomatic,  and  this  plus  a 
lack  of  knowledge  of  the  type,  character  and 
general  behavior  of  the  various  tumor  masses 
leads  to  a program  of  delay  and  procrastina- 
tion which  may  rob  the  patient  of  all  of  the 
benefits  of  an  early  diagnosis  and  possible 
early  treatment  of  an  important  lesion. 

Diagnostic  Methods 

Physical  examination  in  the  presence  of 
thoracic  tumors  may  reveal  considerable 
evidence  of  help,  particularly  in  the  chest 
wall  tumors  and  in  some  of  the  larger  ones 
more  deeply  situated,  but  it  is  notoriously  in- 
accurate for  the  group  as  a whole.  Many 
very  large  and  important  tumors  masses  may 
be  completely  overlooked  on  routine  ex- 
amination and  even  when  the  tumor’s  pres- 
ence is  known  and  its  position  ascertained 
there  may  still  be  little  in  the  way  of  physical 
findings.  Local  dullness  of  flatness  on  per- 
cussion, distant  or  absent  breath  sounds  or 
deviations  and  displacements  and  changes 
in  respiratory  effort  may  be  associated  with 
some  masses.  It  should  be  remembered,  how- 
ever, that  all  attention  should  not  be  directed 
toward  the  chest  alone  for  a complete  and 
careful  general  examination  may  reveal  the 
clue  which  leads  to  the  complete  diagnosis  of 
which  the  pulmonary  pathological  condition 
may  be  only  a part. 

Most  patients  presenting  thoracic  tumors 
will  already  have  had  x-ray  films  of  the  chest 
before  they  are  first  seen.  As  single, 
posterior-anterior,  or  even  stereo  films  may 
be  quite  misleading,  lateral  films  should  be 
obtained  to  aid  in  localization,  for  a know- 
ledge of  the  exact  position  of  the  tumor 
within  the  chest  aids  greatly  in  establishing 
a definite  diagnosis.  Special  films  of  greater 
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penetration  may  be  necessary  to  bring  out 
certain  details  within  the  tumor  mass  itself 
or  its  relation  to  other  structures  and  are 
valuable  in  demonstrating  bone  destruction, 
bone  formation,  the  presence  of  calcification, 
or  the  occurrence  of  teeth  or  bone  within  the 
tumor  mass.  Body  section  roentgenograms  in 
both  anterior-posterior  and  lateral  views  may 
not  only  aid  greatly  in  localization  but  may 
bring  out  details  within  the  tumor  mass  un- 
discernable  in  other  ways  and  are  particu- 
larly valuable  in  visualizing  intrabronchial 
masses  or  projections.  Bronchograms  and 
esophograms  are  likewise  extremely  valuable 
as  the  deviations  of  these  structures  often  tell 
us  much  concerning  position,  origin  and  direc- 
tion of  growth  of  a tumor. 

Certain  - secondary  diagnostic  procedures 
are  also  of  value.  Diagnostic  pneumothorax 
in  the  presence  of  free  pleural  space  may 
give  the  information  necessary  to  decide 
whether  a given  mass  lies  within  the  chest 
wall,  in  the  mediastinum  or  in  the  lung.  If  a 
pleural  effusion  is  present  its  aspiration  and 
replacement  by  air  followed  by  x-ray  studies 
in  various  positions  may  reveal  considerable 
important  information.  Cytologic  and  bac- 
terological  study  of  aspirated  fluid  by  a 
competent  pathologist  experienced  in  this 
type  of  work  may  aid  greatly  and  may 
definitely  prove  the  presence  of  malignancy 
but  not  rule  out  its  presence.  Thoracoscopy 
in  the  presence  of  a pneumothorax  may  en- 
able a surgeon  to  prove  the  presence  of 
pleural  metastases  without  resorting  to  the 
more  disabling  exploratory  thoracotomy. 
Diagnostic  pneumoperitoneum  will  reveal  the 
position  and  contour  of  the  diaphragm  and  its 
relation  to  certain  basal  tumor  masses.  X-ray 
visualization  of  the  stomach  or  colon,  even 
at  times  of  the  gallbladder  may  be  of  great 
aid  in  demonstrating  their  relationship  to  a 
suspected  intrathoracic  mass. 

Bronchoscopy  is  invaluable  for  the  visual- 
ization of  intrabronchial  lesions  and  their 
recognition  through  biopsy  specimens  ob- 
tained. Bronchial  secretion  aspirated  from 
bronchial  orifices  not  within  the  range  of 
vision  of  the  direct  bronchoscope  and  studied 
by  special  staining  methods  may  at  times 
establish  the  diagnosis  of  malignancy  when 
it  cannot  be  proven  in  any  other  way.  Biopsy 
by  direct  incision  or  by  needle  or  punch  may 


be  necessary  at  times  in  order  to  establish  a 
diagnosis  but  is  not  to  be  recommended 
routinely  as  it  may  be  a factor  in  dissem- 
inating an  otherwise  localized  tumor.  Thera- 
peutic-diagnostic x-radiation  may  be  of  great 
value  at  times  in  differentiating  mediastinal 
tumors  of  the  lymphoblastoma  or  thymic 
group  from  other  tumors  which  are  less 
radiosensitive.  It  should  not  be  used  as  a 
routine  measure,  however,  aside  from  these 
two  conditions  as  it  may  lead  to  unnecessary 
delay  in  applying  more  satisfactory  treatment 
to  other  types  of  lesions.  In  spite  of  all  of 
available  means  of  study  it  may  at  times 
prove  absolutely  impossible  to  establish  a 
definite  diagnosis  of  a certain  intrathoracic 
tumor,  in  which  case  exploratory  thoracot- 
omy may  be  advisable  or  even  mandatory  to 
determine  the  nature,  extent  and  origin  of 
a tumor  mass  at  a time  when  radical  excision 
may  bring  about  cure. 

The  following  classification  of  thoracic 
tumors  is  given  in  an  attempt  to  list  the  more 
commonly  occurring  intrathoracic  tumors 
divided  into  the  various  categories  such  as 
malignant,  benign,  metastatic  and  inflamma- 
tory for  each  particular  location.  An  attempt 
has  also  been  made  in  a very  rough  sort  of 
way  to  give  some  idea  as  to  the  relative  fre- 
quency of  the  group  and  the  various  tumors 
within  the  specific  groups  in  each  location  in 
order  to  try  to  afford  a slight  degree  of  in- 
formation as  to  the  relative  possibilities  of 
occurrence  of  a certain  specific  tumor  in  a 
certain  location.  Tumors  of  the  lung  are  listed 
first  because  of  the  relatively  high  incidence 
of  bronchiogenic  carcinoma  and  metastatic 
lesions.  The  other  tumors  of  the  lung  are 
listed  in  their  order  of  relative  frequency 
within  the  lung,  not  within  the  chest.  Tumors 
of  the  mediastinum  are  listed  as  second  in  the 
position  grouping  because  of  the  relative  fre- 
quency of  the  benign  posterior  neurogenic 
tumors  and  the  benign  anterior  teratomatous 
cysts  which  next  to  primary  bronchiogenic 
carcinona  are  most  commonly  seen.  They 
certainly  occur  far  more  commonly  than  any 
or  all  the  benign  tumors  of  the  lung  except 
perhaps  some  of  the  cystic  changes. 

Tumors  of  the  chest  wall  occur  less  fre- 
quently than  any  of  the  others  except  for  the 
neurogenic  tumors,  neurofibromata  and  gang- 
lioneuroma, which  as  you  will  note  are  also 
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listed  under  the  posterior  mediastinal  benign 
tumors.  This  is  an  intentional  duplication.  It 
is  our  contention  that  these  tumors  are  chest 
wall  in  origin,  lie  extrapleurally  and  do  not 
take  origin  or  lie  within  the  anatomically  de- 
fined limits  of  the  mediastinum.  They  are, 
however,  described  in  most  of  the  literature 
as  posterior  mediastinal  tumors  and  are  here 
included  in  the  mediastinal  group  only  in 
deference  to  published  reports.  The  average 
accuracy  of  diagnosis  of  even  the  physician 
experienced  in  the  handling  of  these  con- 
ditions will  be  much  greater  if  he  bases  his 
preoperative  diagnosis  on  the  relative  fre- 
quency of  a given  tumor  in  a given  location 
rather  than  one  some  local  characteristics  of 
the  suspected  tumor.  The  use  of  this  system 
is  to  be  recommended  to  those  newly  enter- 
ing this  fascinating  yet  complicated  diag- 
nostic guessing  match. 

I.  Tumors  of  the  Lung 

A.  Malignant  Tumors 

1.  Bronchiogenic  carcinoma 
Superior  pulmonary  sulcus  tumor 

2.  Mesothelioma 

3.  Sarcoma 

B.  Metastatic  Tumors  — Solitary 

Carcinoma  of  the  kidney 
Hypernephroma 
Carcinoma  of  the  ovary 
Soft  tissue  sarcoma 

Bronchial  Metastases 

Carcinoma  of  the  kidney,  breast, 
colon,  rectum 
Hodgkin’s  Disease 

C.  Inflammatory  Masses 

1.  Tuberculoma 

2.  Tuberculous  abscess 

3.  Infected  cyst 

4.  Pulmonary  abscess 

5.  Actinomycosis 

6.  Hydatid  cysts 

D.  Benign  Pulmonary  Tumors 

1.  Cystic  disease 

2.  Congenital  cyst 

3.  Benign  bronchial  adenoma 

4.  Mixed  tumors 
Hamartoma 

5.  Blood  cysts 

6.  Bronchial  cysts 

7.  Arteriovenus  aneurysm 
Cavernous  hemangioma 

8.  Chondroma 


9.  Myoma 

10.  Fibroma 

11.  Lipoma 

12.  Hemangiomatous  cysts 

13.  Rabdomyoma 

II.  Tumors  of  the  Mediastinum 

A.  Posterior  Mediastinum 

1.  Benign  tumors 

a.  Neurogenic  tumors 

Neurofibroma 

Ganglioneuroma 

Duplicate  of  chest  wall 
tumor  (A)  1.  a. 

b.  Cysts 

Bronchial 

Gastric 

Enteric 

c.  Tuberculoma 

d.  Tumors  of  the  esophagus 

Leiomyoma 

Fibroma 

Lipoma 

e.  Chrondroma 

f.  Xanthoma 

2.  Psuedo  tumors 

a.  Esophageal  hernia 

b.  Eclasia  of  the  esophagus 

Cardiospasm 

c.  Esophageal  diverticulum 

3.  Inflammatory  masses 

a.  Paravertebral  abscess 

b.  Mediastinal  abscess 

4.  Malignant  masses 

a.  Sarcoma 

b.  Malignant  ganglioneuroma 

c.  Sympathico-blastoma 

B.  Anterior  Mediastinum 

1.  Benign  tumors 

a.  Teratoma 

Dermoid  cyst 

b.  Substernal  thyroid 

c.  Bronchial  cyst 

d.  Pericardial  phrenic  angle  cyst 

e.  Benign  thymoma 

f.  Parathyroid  tumor 

g.  Lipoma 

h.  Hemangioma 

2.  Motastatic  tumors 

a.  .Carcinoma  of  the  breast 

b.  Bronchiogenic  carcinoma 

c.  Carcinoma  of  the  stomach 

d.  Carcinoma  of  the  bowel 

e.  Sarcoma 
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3.  Malignant  tumors 

a.  Lympflhoblastoma 

b.  Malignant  teratoma 

c.  Leukemia 

d.  Malignant  thymoma 

4.  Inflammatory  masses 

a.  Aneurysm 

Syphilitic 
Arteriosclerotic 
Ductus  arteriosus 

b.  Mediastinal  abscess 

c.  Tuberculoma 

III.  Tumors  of  the  Chest  Wall 

A.  Chest  Wall 

1.  Benign 

a.  Neurogenic  tumors 

Neurofibroma 

„ Ganglioneuroma  (See  tumors 
of  posterior  mediastinum  II.  A. 

b.  Chondroma 

c.  Osteoma 

d.  Giant  cell  tumor,  benign 

e.  Hemangioma 

Rib 

Soft  tissue 

f.  Hemangio-endothelioma  of  rib 

g.  Lymphagioma 

h.  Myxoma 

i.  Lipoma 

j.  Myoma 

k.  Dermoid  cyst 

l.  Xanthoma 

2.  Malignant  tumors 

a.  Sarcoma 

Osteofibrochdrolipomyxosar- 

coma 

b.  Myeloma 

c.  Sympathicolastoma 

d.  Malignant  giant  cell  tumor 

e.  Mesothelioma 

Endothelioma 

3.  Inflammatory  masses 

a.  Empyema  necessitatis 

b.  Chondritis 

Typhoid 

Tuberculous 

c.  Chronic  osteomyelitis 

d.  Actinomycosis 

4.  Metastatic  tumors  — solitary 

a.  Carcinoma  of  the  kidney 

Hyernephroma 

b.  Carcinoma  of  the  prostate 

c.  Carcinoma  of  the  breast 


d.  Carcinoma  of  the  thyroid 

e.  Carcinoma  of  the  lung 

B.  Tumors  of  the  sternum 

1.  Metastatic 

a.  Carcinoma  of  the  thyroid 

b.  Carcinoma  of  the  kidney 

c.  Carcinoma  of  the  breast 

d.  Lymphosarcoma 

2.  Primary  malignant  tumors 

a.  Sarcoma 

b.  Myeloma 

c.  Myelosarcoma 

3.  Inflammatory  lesions 

a.  Osteomyelitis 

b.  Tuberculosis 

c.  Syphilis  (gumma) 

d.  Eosinophilic  granuloma 

e.  Ecchinococcus  disease 

4.  Benign  primary  tumors  of  the 

sternum 

a.  Chrondroma 

b.  Cysts 

c.  Dermoid  cyst 

d.  Von  Recklinghausen’s  Disease 

e.  Benign  giant  cell 

C.  Tumors  of  the  Diaphragm 

1.  Benign  tumors 

a.  Fibroma 

b.  Fibromyoma 

2.  Malignant  tumors 

a.  Sarcoma 

It  is  manifestly  impossible  in  the  thirty 
minutes  allotted  for  this  presentation  to  give 
any  description  of  the  appearance,  behavior, 
characteristics  and  other  pertinent  diagnostic 
points  concerning  each  one  of  this  large  num- 
ber of  tumors  as  a book  of  no  small  propor- 
tions could  be  written  on  this  subject  without 
exhausting  all  of  its  possibilities.  A fair 
description  of  a number  of  these  tumors  will 
be  found  in  an  article  published  by  me  in 
Clinics,  Volume  3,  Number  5,  some  forty 
pages  in  length,  published  in  1945  by  J.  B. 
Lippincott  & Company.  A much  more  ex- 
tensive article  with  a large  number  of  illus- 
trations is  now  in  press  and  should  come  out 
in  the  “Cyclopedia  of  Medicine  and  Surgery,” 
F.  A.  Davis  and  Company  when  their  new 
edition  of  that  publication  is  completed. 

As  much  information  as  possible  should  be 
determined  as  to  size,  shape,  position,  con- 
tour, density,  mobility,  relation  to  adpacent 
structures  through  every  diagnostic  means 


— 449 


DECEMBER  1948 


at  hand,  and  this  information  checked  against 
the  classification  and  position  of  the  various 
tumors  and  their  relative  order  of  frequency 
and  an  attempt  made  to  pick  out  the  one 
which  most  closely  fits  the  presenting  tumor 
mass.  An  absolutely  accurate  diagnosis  is  not 
essential  before  considering  surgical  explora- 
tion and  treatment.  However,  if  at  all  pos- 
sible such  a diagnosis  should  be  made  as  it 
greatly  aids  in  planning  the  surgical  pro- 
cedure, evaluating  its  risks  and  in  making 
arrangements  to  avoid  circumvent,  or  com- 
bat them  as  they  are  encountered. 

There  are  a few  characteristics  of  some  of 
the  more  important  tumors  which  have  a 
vast  bearing  upon  our  treatment  for  all 
thoracic  tumor  masses.  Primary  bronchio- 
genic  carcinoma  is  an  extremely  serious  type 
of  tumor.  It  is  very  malignant  and  tends  to 
metastasize  early  and  widely  and  all  too  fre- 
quently is  seen  very  late.  No  surgeon  would 
wish  to  take  upon  his  shoulders  the  responsi- 
bility of  depriving  any  patient  of  a possible 
chance  of  cure  of  this  very  malignant  lesion. 
The  neurogenic  tumors  of  chest  wall  origin 
of  by  courtesy  of  posterior  mediastinal  origin 
might  at  first  glance  seem  to  be  a relatively 
innoxious  type  of  condition  and  yet  studies 
on  a large  series  reveal  an  approximate  40  per 
cent  change  of  malignant  change  sooner  or 
later,  too  great  a percentage  risk  to  be 
assumed  by  any  individual. 

The  anterior  mediastinal  teratomatous 
tumors  and  dermoid  cysts  may  apparently  re- 
main unchanged  for  a considerable  period  of 
time,  yet  they  definitely  cause  trouble  in  four 
different  ways;  by  continued  growth  and 
pressure,  by  perforation  of  the  lung  with  ab- 
scess formation,  and  expectoration  of  se- 
baceous material  and  hair  and  by  approx- 
imately a 25  per  cent  incidence  of  malignant 
change.  Certainly  none  of  these  complica- 
tions can  be  accepted  with  impunity  or  in- 
vited by  a program  of  procrastination.  Cer- 
tain other  tumors  have  their  own  particular 
characteristic  ways  of  causing  trouble,  the 
eventual  result  of  which  is  not  pleasant  for 
the  patient.  A few  of  these  tumors  are  per- 
fectly benign  in  themselves  and  even  over 
long  periods  of  time  may  show  no  tendency 
to  cause  any  trouble  whatsoever.  However, 
the  accuracy  of  diagnosis  of  many  of  in- 
trathoracic  conditions  is  far  from  being  100 


per  cent  and  the  risk  assumed  because  of 
misdiagnosis  may  be  far  greater  than  one 
would  willingly  assume  if  the  exact  con- 
ditions were  fully  recognized.  The  percentage 
of  risk  of  misdiagnosis  and  improper  treat- 
ment under  a false  diagnosis  of  a benign 
lesion  far  exceeds  the  risk  of  surgical  ex- 
cision of  a majority  of  these  lesions. 

Adequate  treatment  of  many  thoracic 
tumors  whether  they  be  in  the  chest  wall, 
sternum,  diaphragm,  mediastinum  or  the  lung 
is  that  of  radical  excision  with  restoration  of 
adjacent  structures  to  as  near  a normal 
physiological  status  as  conditions  will  war- 
rant. This  in  chest  wall  tumors  may  involve 
wide  excision  of  a considerable  portion  of 
the  chest  wall  and  its  reconstruction  to  afford 
the  best  possible  respiratory  function.  Some 
of  these  problems  may  well  test  the  ingenuity 
of  even  the  most  experienced  thoracic  sur- 
geon. Excision  of  mediastinal  tumors  may  be 
simple  or  extremely  tedious  and  difficult  in 
a region  containing  many  important  struc- 
tures. An  exact  knowledge  of  anatomy  and 
physiology  is  essential  and  no  small  measure 
of  surgical  skill  and  ingenuity  necessary  in 
some  of  the  very  ticklish  situations.  Ade- 
quate, skilled  anaesthesia  by  the  physician 
anaesthetist,  ample  supplies  of  blood  for 
transfusion  and  very  exacting  post-operative 
care  are  frequently  necessary  in  order  to  ob- 
tain a good  result. 

Surgery  upon  the  lung  itself  can  now  be 
carried  out  with  much  greater  facility  than 
even  a few  years  ago,  but  it  is  as  yet  fraught 
with  danger  and  is  not  to  be  undertaken 
without  evaluating  all  situations  very  care- 
fully. The  patient’s  future  welfare  and  ability 
to  live  more  than  an  invalid’s  existence  may 
well  depend  upon  the  surgeon’s  judgment, 
skill,  thoughtfulness  and  care.  The  risks  in- 
volved under  modern  methods  of  handling 
can  be  kept  to  a reasonable  minimum.  Dan- 
gers are  ever  present  and  must  be  given  due 
consideration  and  every  possible  means 
taken  to  keep  them  at  that  minimum.  The 
results  obtained  by  the  surgical  excision  of 
those  tumors  which  are  suitable  for  surgical 
intervention  are  excellent,  life  saving  and 
imminently  satisfying. 
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The  Nursing  Problem  in  South  Dakota 

By  R.  G.  Mayer,  M.D.,  Aberdeen,  S.  D. 


The  enrollment  of  students  in  the  South 
Dakota  Schools  of  Nursing  increased  every 
year  from  1940  to  1945,  then  dropped  sharply 
during  the  post-war  years  just  as  it  did 
throughout  the  nation.  The  entering  classes, 
since  the  close  of  the  war,  have  not  been  large 
enough  to  equal  the  graduating  classes,  but 
the  demand  for  nurses  has  increased  rather 
then  decreased.  And  many  married  nurses, 
who  patriotically  went  to  work  during  the 
war  have-  quit  their  jobs  as  supervisors, 
private  duty  nurses,  etc. 

The  situation  regarding  public  health 
nurses  is  even  worse.  At  the  present  time 
there  are  only  27  public  health  nurses  in 
South  Dakota,  including  staff  nurses,  super- 
visors, consultants  and  director.  Only  sixteen 
counties  have  at  least  one  public  health  nurse, 
and  twelve  nurses  are  employed  by  Board  of 
Education.  Appropriations  have  been  made 
in  nine  other  counties  but  no  nurses  are 
available  for  these  positions.  In  my  own 
county  we  had  two  public  health  nurses  and 
one  school  nurse  before  the  war  and  now  we 
have  one  public  health  nurse  and  no  school 
nurse,  an  ex-school-teacher  acting  as  health 
supervisor  for  the  schools.  The  goal  of  the 
United  States  Public  Health  Service  of  one 
public  health  nurse  for  each  5,000  people 
seems  nothing  but  an  idle  dream,  since  this 
would  require  an  increase  of  over  400%  in 
the  number  of  nurses. 

While  the  nursing  problem  had  been  dis- 
cussed informally  at  different  times  by  the 
Council  and  various  members  of  the  South 
Dakota  State  Medical  Association  no  official 
action  was  taken  until  the  1947  Annual  Meet- 
ing, when  a special  committee  was  appointed 
to  investigate  the  problem  and  make  a report 
at  the  1948  meeting. 

This  committee  brought  in  a lengthy  report 
summarizing  the  causes  of  the  nursing  short- 
age, suggested  various  remedies  for  correct- 
ing the  situation,  and  advocating  the  training 
of  three  classes  of  nurses;  practical,  “certi- 
fied” and  “registered,”  following  somewhat 


the  pattern  of  grading  school  teachers  accord- 
ing to  their  educational  qualifications.  This 
report  provoked  much  controversial  dis- 
cussion and  the  subject  was  referred  to  a new 
committee  for  further  study. 

The  chairman  of  the  present  committee 
sent  out  questionnaires  to  two  groups  of 
hospitals,  those  with  nurses  training  schools 
and  those  without.  All  of  them  use  nurses 
aids  and  are  now  in  favor  of  the  training  of 
practical  nurses  under  certain  controls  and 
restrictions.  To  establish  courses  of  educa- 
tion of  practical  nurses  would  require  an 
amendment  to  the  state  law  regulating  the 
profession  of  nursing  which  was  adopted  in 
1947. 

Virginia  and  North  Carolina  have  enacted 
laws  which  permit  the  licensing  of  practical 
nurses  after  one  year  of  special  training.  Re- 
ports indicate  that  the  program  has  improved 
the  nursing  care  of  the  sick  in  those  states. 
Minnesota  has  also  had  Practical  Nurse 
Licensure  in  operation  for  one  year. 

Several  physicians  in  South  Dakota  work- 
ing in  small  communities  with  hospitals  of 
15  to  30  beds  have  attempted  to  solve  the 
problem  by  training  girls  as  practical  nurses. 
Two  of  such  physicians  informed  me  that  this 
program  has  worked  out  quite  satisfactorily. 
Under  the  supervision  of  the  doctor  and  one 
registered  nurse  they  have  trained  five  or 
six  girls  to  do  bedside  nursing,  give  baths, 
enemas,  medications,  hypos,  and  even  assist 
in  surgery  and  delivery  rooms. 

At  the  other  extreme  is  the  report,  “Nurs- 
ing for  the  Future,”  a book  of  200  pages  pre- 
pared by  Esther  Lucille  Brown,  Ph.  D.,  for 
the  National  Nursing  Council,  with  its  sug- 
gested degree  course  of  5 years,  with  courses 
in  such  subjects  as  history,  English,  biology, 
materia  medica,  bacteriology,  chemistry, 
sociology  and  psychology. 

Read  at  the  North  Central  Medical  Conference, 
Minneapolis,  Minn.,  November  7,  1948  by  R.  G. 
Mayer,  M.D.,  Secretary-Treasurer  of  the  South 
Dakota  State  Medical  Association. 
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The  most  urgent  need  at  present  is  for 
competent  bedside  nursing.  When  a person 
feels  the  urge  for  the  immediate  use  of  the 
bedpan,  the  patient  is  apt  to  become  quite 
provoked  if  the  nurse  gives  a dissertation  on 
psychosomatic  medicine. 

Some  medical  men  in  South  Dakota  feel 
that  a great  mistake  was  made  when  the 
State  Nurses  Examining  Board  elevated  the 
requirements  of  training  schools  to  the  point 
where  it  was  entirely  impractical  for  smaller 
hospitals  to  continue  to  operate  training 
schools.  It  is  their  opinion  that  the  nurses 
graduating  from  these  smaller  training 
schools  were  just  as  well  trained,  at  least 
equally  as  efficient,  and  in  some  ways  per- 
haps better  in  actual  bedside  care  of  the  sick 
patient  than  the  nurses  who  are  turned  out 
today. 

Numerous  suggestions  have  been  made  to 
remedy  the  situation.  Many  of  them  have 
real  merit.  Increase  the  pay  of  nurses  com- 
mensurate with  the  responsibilities  and  skills 
necessary;  shorter  hours;  pay  student  nurses 
for  work  done  while  in  training;  intensify  re- 
cruitment programs  through  4-H  Clubs,  high 
schools,  Farm  Unions  and  Farm  Bureaus.  It 
has  also  been  suggested  that  state  and  federal 
funds  be  used  to  aid  in  financing,  provided 
the  government  agency  does  not  exert  con- 
trol and  all  qualified  schools  have  the  oppor- 
tunity to  participate. 

The  Council  of  the  South  Dakota  State 
Medical  Association  appropriated  funds  to 
aid  in  an  intensive  recruitment  program  last 
spring,  which  was  carried  out  by  the  State 
Nurses  Association  and  the  State  Hospital 
Association.  Individual  physicians  partici- 
pated in  the  program  by  speaking  to  various 
groups  of  prospective  students,  displaying 
posters,  etc.  The  program  was  somewhat 
successful  in  increasing  the  enrollment  of 
student  nurses  over  the  previous  year.  The 
point  was  made  by  the  Sage  Foundation  study 
that  students  should  be  recruited  “without 
regard  to  sex,  marital  status,  economic  back- 
ground or  ethnic,  racial  and  religious  origins.” 
In  South  Dakota  I know  that  we  have  Indian 
and  Japanese  girls  in  our  nurses  training 
schools,  and  during  the  past  year  a number  of 
young  men  have  also  enrolled. 

Conferences  are  needed  between  repre- 
sentatives of  the  Nurses  Associations,  Hos- 


pital Associations,  Nurses  Examining  Boards, 
Academic  Educational  Groups,  and  the  med- 
ical profession  to  formulate  plans  and  policies 
to  solve  some  of  these  problems.  There  is  a 
definite  trend  toward  an  Accrediting  Agency 
of  one  large  group  with  a wide  area  of  repre- 
sentation to  correlate  Schools  of  Nursing, 
such  as  the  North  Central  Association  in 
general  education.  Perhaps  this  conference 
could  take  the  lead  in  organizing  such  a con- 
ference. 


NEW  EDITION  OF 
"HEALTH  EDUCATION" 

A completely  rewritten  1948  edition  of  this 
standard  textbook  and  guide  for  teacher 
education  is  now  available.  Under  the  editor- 
ship of  Charles  C.  Wilson,  M.D.,  Professor  of 
Education  and  Public  Health  at  Yale  Univer- 
sity, and  a revision  committee  composed  of 
Thurman  B.  Rice,  M.D.,  Professor  of  Public 
Health,  Indiana  University,  Bernice  Moss, 
Ed.D.,  Department  of  Health  and  Physical 
Education,  University  of  Utah,  and  W.  W. 
Bauer,  M.D.,  director  of  health  education  for 
the  American  Medical  Association,  the  con- 
tributed material  of  nearly  one  hundred  out- 
standing leaders  in  health  education  has  been 
organized  into  a comprehensive,  readable 
and  up-to-date  volume. 

Present-day  problems  with  solutions 
proved  effective  by  experience  are  discussed 
in  the  twenty  chapters  under  such  titles  as 
Health  Problems:  Past,  Present  and  Future; 
Solving  School  and  Community  Health 
Problems;  Finding  and  Using  Resources  and 
Health  Education  in  Action. 

Although  the  book  is  closely  indexed  for 
ready  reference,  the  clear,  non-technical 
presentation  of  material  makes  “Health  Edu- 
cation” excellent  as  a textbook  or  for  supple- 
mentary reading.  Modern  typography  and  a 
liberal  number  of  photographs  and  tables 
highlight  the  text. 

A publication  of  the  Joint  Committee  on 
Health  Problems  in  Education  of  the  National 
Education  Association  and  the  American 
Medical  Association.  Cloth.  413  pages.  Price, 
$3.00.  Quantity  discount.  Order  from  the 
American  Medical  Association,  535  N.  Dear- 
born Street,  Chicago  10. 
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CHRONIC  APPENDICITIS 

It  is  recurrently  timely  to  discuss  the  clin- 
ical diagnosis  of  chronic  appendicitis.  Too 
frequently,  bizarre  right  lower  quadrant  pain 
is  considered  to  be  caused  by  a pathologic 
entity  which  shows  no  evidence  of  acute  in- 
flammation. There  can  be  no  quarrel  with 
the  pathologist  who  reports  chronic  append- 
icitis, for  rarely  does  one  find  an  adult 
appendix  that  does  not  show  some  fibrosis  in 
the  submucosa  or  subserosa  — evidence  of 
past  acute  inflammation.  Occasionally,  it  is 
acknowledged  that  the  removal  of  the 
“chronic  appendix”  results  in  a clinical  cure. 
More  commonly,  however,  the  pain  persists 
or  recurrs;  or  the  site  of  the  pain  is  trans- 
ferred to  the  operative  scar,  or  some  other 
site. 

This  writer  is  perfectly  cognizent  of  the 
claims  of  so-called  appendiclausis  in  which 
there  is  pressure  on  the  plexuses  of  Meissner 
and  Auerbach,  and  occasionally,  this  concept 
undoubtedly  applies.  As  a felcolith  totally 
occludes  the  opening  of  the  appendix  into  the 
cecum  the  ground  work  is  layed  for  the  pro- 
gressive pathologic  changes  that  proceed  (if 
not  interrupted  by  appendectomy  or  blowing- 
out  of  the  fecolith)  to  gangrene.  A felcolith 
temporarily  plugging  the  neck  of  the  ap- 
pendix and  then  being  expelled  into  the 
cecum  can  cause  visceral  pain  as  is  amply 
proved  experimentally  by  distending  any 
hollow  viscus.  This  writer,  however,  does 
not  believe  that  the  unobstructed  appendix 
showing  only  evidence  of  past  inflammation 
(fibrosis)  is  a cause  of  right  lower  quadrant 
pain,  especially  “chronic”  right  lower  quad- 
rant pain.  The  appendiclausis  syndrome 
causes  visceral  pain  referred  to  the  epigas- 
trium and  not  right  lower  quadrant  pain.  It 
may  be  tender  to  deep  palpation  but  either 
subsides  shortly  with  complete  relief  of 
symptoms  or  progresses  to  appendicitis  when 
the  obstruction  builds  up  sufficient  intra- 
luminal pressure  with  ischemia  to  allow  the 


ever  present  organisms  to  invade  the  wall  of 
the  appendix. 

It  is  fallacious  to  attempt  to  correlate  or 
explain  right  lower  quadrant  pain  with  a 
clinical  diagnosis  of  chronic  appendicitis.  If 
the  surgeon  has  seen  a patient  previously 
with  subsiding  acute  appendicitis  or  elicits  a 
history  of  past  attachs  of  acute  appendicitis, 
appendectomy  can  be  justified  as  an  interval 
appendectomy;  and  certainly  any  diagnosis  of 
acute  appendicitis  warrants  appendectomy 
without  delay.  However,  the  purpose  of  this 
brief  communication  is  to  warn  against  the 
practice  of  wholesale  appendectomy  for 
bizarre  or  atypical  right  lower  quadrant  pain. 
To  mention  only  a few  of  the  more  common 
instances,  it  should  be  recalled  that  obstruct- 
ing carcinoma  of  the  left  colon,  neoplasms  of 
the  cecum,  mesenteric  adenitis,  terminal 
ileitis,  gall  bladder  disease,  right  kidney  and 
ureter  disease,  diverticulitis,  adnexal  disease, 
pneumonia  and  upper  gastrointestinal  disease 
can  all  cause  right  lower  quadrant  pain. 

Unless  the  surgeon  can  make  a diagnosis  of 
acute  appendicitis  in  one  of  its  pathologic 
phases,  he  should  satisfy  himself  that  there  is 
no  other  cause  for  the  right  lower  quadrant 
pain  before  proceeding  with  an  appendectomy 
for  the  so-called  “chronic  appendix.”  Age  is 
no  ciiterion  for  summarily  ruling  out  more 
adult  diseases  such  as  carcinoma  or  gall 
bladder  disease  for  these  conditions  can  occur 
in  the  adolescent.  It  must  be  admitted  that 
pyelograms,  gall  bladder  and  gastrointestinal 
studies  etc.  are  time  consuming  and  costly 
but  they  are  not  endangering  the  patients  life 
as  any  major  celiotomy  most  certainly  does. 
The  removal  of  one  hundred  “chronic  ap- 
pendices” is  attended  by  a definite  mortality 
and  morbidity,  and  disproves  the  popular  be- 
lief that  the  operation  has  no  risk  and  that 
the  appendix  should  therefore  be  removed 
on  the  slightest  suspicion.  In  the  absence  of 
signs  of  acute  inflammation  in  the  right  lower 
quadrant  let  us  be  thorough  in  our  differen- 
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tial  diagnosis  rather  than  subject  a patient  to 
a needless  operation. 


WHITHER  ARE  WE  GOING? 

Recently,  by  editorial  and  by  “a  letter  to 
the  editor”  it  has  been  suggested  that  the 
medical  school  at  the  University  of  South 
Dakota  should  be  closed  and  that  the  legisla- 
ture should  appropriate  scholarships  to  send 
students  who  wish  to  study  medicine  to  other 
medical  schools.  Obviously,  those  who  have 
thusly  written  are  in  somewhat  a state  of 
confusion  and  also  are  not  acquainted  with 
all  of  the  facts. 

The  letter  and  the  editorial  state  that  the 
above  plan  would  cost  the  state  less  money 
than  to  appropriate  the  necessary  funds  for 
the  support  of  the  present  two-year  school 
and  for  the  construction  of  an  adequate  phys- 
ical plant.  In  this  category  they  are  ab- 
solutely correct,  but  in  like  manner  it  would 
also  be  cheaper  to  close  all  of  the  colleges  in 
the  state  of  South  Dakota  and  to  provide 
scholarships  to  send  students  elsewhere. 

In  the  first  place,  such  a recommendation 
is  a dereliction  of  obligation  and  responsi- 
bility which  the  citizens  of  any  state  owe  to 
their  own  children.  In  the  second  place,  the 
financial  cost  which  the  parents  would  have 
to  bear  in  extra  expense  (in  addition  to  the 
scholarship)  would  make  it  impossible  for 
many  students  to  go  to  a college  or  university 
other  than  one  in  South  Dakota. 

With  respect  to  the  medical  school,  the 
situation,  however,  is  entirely  different.  It 
should  be  emphasized  that  a year  ago  nine 
states  took  no  out  of  state  medical  students 
and  fourteen  took  only  one  or  two  medical 
students  from  other  states.  Eleven  students 
only  from  South  Dakota  in  1947  were  able 
to  gain  admission  to  a medical  school  other 
than  that  at  the  University.  This  year  it 
would  appear  that  fewer  than  eleven  will  be 
fortunate  enough  to  attend  another  medical 
school.  In  our  present  freshman  class,  28  of 
the  30  which  we  can  accept  are  residents  of 
South  Dakota.  This  definitely  indicates  that 
if  the  men  and  women  of  South  Dakota  want 
to  study  medicine  they  will  have  to  study  it 
at  the  University,  and  to  deny  them  this 
privilege  would  be  to  take  away  their  in- 
dependence in  the  right  of  individualism 
which  has  characterized  this  country  from  its 
inception. 


The  medical  school  at  the  University  is  not 
only  the  answer  to  medical  education  in  this 
state,  but  it  serves  in  many  other  capacities. 
It  has  a liaison  arrangement  with  two  schools 
of  medical  technology  and  two  schools  of  x- 
ray  technology.  It  teaches  more  than  a hun- 
dred arts  and  science  students  who  otherwise 
could  not  obtain  the  course  work  which  they 
need.  It  works  hand  in  hand  With  the  grad- 
uate school  and  is  thereby  able  to  furnish  the 
faculty  and  the  equipment  for  those  who  are 
interested  in  working  toward  an  advanced 
degree.  If  the  medical  school  was  not  in 
existence  at  the  University,  it  would  cost  the 
taxpayers  thousands  of  dollars  extra  each 
year  in  order  to  provide  a faculty  to  teach 
the  courses  now  taught  in  the  medical  school. 
Much  new  equipment  would  also  be  needed 
in  order  to  carry  on  the  present  program. 

It  should  become  obvious,  therefore,  that 
the  increased  appropriations  and  the  new 
physical  plant  which  is  being  requested  by 
the  medical  school  is  not  to  be  used  soley  by 
medical  students  and  medical  faculty,  and, 
hence,  this  seemingly  great  amount  of  money 
should  be  in  all  fairness  distributed  over 
twice  as  many  students  as  are  now  receiving 
education  in  the  medical  school. 

To  close  the  medical  school  and  to  appro- 
priate scholarships  would  be  a foolhardy  ven- 
ture. The  profession  must  see  to  it  that  such 
a catastrophe  is  never  consumated. 


IT  HAPPENED  IN 

RHODE  ISLAND:  A Cancer  Conference 
for  Rhode  Island  Physicians  was  held  Novem- 
ber 17th. 

DELAWARE:  The  159th  Annual  Session  of 
the  Medical  Society  of  Delaware  was  held  at 
Rehoboth  September  13-15. 

NEBRASKA:  Dr.  P.  J.  Carroll  of  St.  Louis 
has  been  appointed  Dean  of  the  Creighton 
University  School  of  Medicine. 

IOWA:  Dr.  Donald  Slaughter,  Dean  of  the 
University  of  South  Dakota  Medical  School, 
presented  a paper  at  the  Woodbury  County 
Medical  Society  meeting  which  was  held  at 
the  Mayfair  Hotel  in  Sioux  City  late  in 
September. 

OHIO:  The  Ohio  State  Medical  Associations 
postgraduate  course  on  “Practical  Der- 
matology” was  held  in  Lima,  Ohio,  Novem- 
ber 3rd. 
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SIX  STATES 
REPRESENTED  AT 
NORTH  CENTRAL  MEET 

Representatives  from  Wis- 
consin, Minnesota,  North  Da- 
kota, South  Dakota,  Ne- 
braska, and  Iowa  met  at  the 
Radisson  Hotel  in  Minn- 
eapolis, November  7,  for  the 
North  Central  Medical  Con- 
ference. 

The  informal  program 
started  Saturday  evening, 
November  6,  with  a mixer 
and  buffet  dinner  put  on  by 
the  Minnesota  State  Medical 
Association.  The  formal  pro- 
gram started  the  next  morn- 
ing at  10:00  A.  M.,  when  the 
group  was  called  to  order  by 
Dr.  A.  W.  Adson,  Rochester, 
Minnesota,  President. 

Dr.  Adson  made  the  pres- 
idential address  and  then  in- 
troduced Dr.  James  R.  Mc- 
Vay  of  Kansas  City,  Chair- 
man of  the  Council  on  Med- 
ical Services  of  the  American 
Medical  Association,  who 
spoke  on  the  “National  Pro- 
gram of  Blue  Cross  and  Blue 
Shield.”  Dr.  McVay  indicated 
that  he  and  the  Council  were 
opposed  to  any  national  Blue 
Cross-Blue  Shield  corpora- 
tion which  would  take  over 
all  of  the  State  plans  now  in 
operation.  This  talk  was  dis- 
cussed at  length  by  Dr.  F.  L. 
Feierabend,  also  of  Kansas 
City,  who  felt  that  the  pro- 
posed amalgamation  of  the 


two  services  nationally  was 
the  only  answer  to  the  prob- 
lem of  voluntary  pre-paid 
medicine.  Dr.  H.  Russell 
Brown,  Watertown,  South 
Dakota,  also  discussed  Dr. 
McVay’s  talk  using  as  his 
argument  the  idea  that  under 
a program  of  free  enterprise, 
that  all  agencies  interested  in 
pre-paid  medicine  should  be 
in  the  field  and  that  no  group 
or  groups  should  be  excluded 
because  of  the  interests  of 
one  organization. 

Mr.  Charles  Crownhart, 
Executive  Secretary  of  the 
Wisconsin  State  Medical  So- 
ceity  discussed  cooperatives 
and  the  way  that  the  Medical 
Society  of  Wisconsin  had  Co- 
operated with  them  in  get- 
ting state  legislation  to  en- 
able them  to  provide  medical 
care  and  hospitalization.  His 
talk  was  discussed  by  Dr. 
W.  A.  Wright  of  Williston, 
North  Dakota,  who  opposed 
cooperatives  and  by  Dr.  R.  F. 
Erickson  of  Minneapolis.  The 
Blue  Cross  consolidation 
topic  and  the  cooperative 
topic  were  probably  the  two 
most  controversial  subjects 
on  the  program.  Due  to  the 
shortage  of  time  it  was  im- 
possible to  discuss  them  as 
adequately  as  some  of  the 
listeners  wished. 

“Medicine  in  the  Next 
Medical  Emergency”  was  dis- 
cussed by  Dr.  Harold  R.  Hen- 


nessy,  who  is  Secretary  of 
the  Council  on  National 
Emergency  Medical  Service 
of  the  American  Medical 
Association. 

Dinner  was  served  at  1:15 
P.  M.  in  the  hotel  and  two 
talks,  one  by  Dr.  Gunnar 
Gunderson,  La  Crosse,  Wis- 
consin, member  of  the  Board 
of  Trustees  of  the  American 
Medical  Association,  and  one 
by  Thomas  A.  Hendricks  of 
the  Council  on  Medical  Serv- 
ice, were  presented. 

The  general  meetings  re- 
sumed after  dinner  with  a 
talk  on  the  nursing  shortage 
by  Dr.  Howard  K.  Gray  of 
Rochester,  Minnesota.  His 
talk  was  discussed  by  Dr. 
R.  G.  Mayer  of  Aberdeen, 
South  Dakota,  and  Dr.  H.  E. 
Story,  Osceola,  Iowa. 

“The  General  Practitioner” 
was  discussed  by  Mr.  Mac  F. 
Cahal,  Kansas  City,  Secre- 
tary of  the  American  Acad- 
emy of  General  Practice,  and 
comments  on  his  talk  were 
made  by  Dr.  Roy  Fouts, 
Omaha,  Nebraska. 

Dr.  Floyd  L.  Rogers, 
Lincoln,  Nebraska,  spoke  on 
“Expansion  of  State  Associa- 
tions Programs,”  and  Doctors 
A.  E.  Cardie  of  Minneapolis, 
and  A.  D.  McCannel  of  Minot, 
North  Dakota,  commented 
on  his  talk. 

The  group  also  voted  to 
commend  the  Committee  on 
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Medical  Service  of  the  Amer- 
ican Medical  Association  and 
the  Trustees  on  their  stand 
taken  on  the  Blue  Cross  — 
Blue  Shield  Amalgamation. 
The  conference  also  endorsed 
a suggested  amendment  to 
Blue  Shield  by-laws  to  make 
all  directors  of  the  Blue 
Shield  Commission,  Doctors 
of  Medicine.  The  third  reso- 
lution passed  was  that  of  the 
Audit  Committee’s  recom- 
mendation that  the  dues  of 
each  member  State  of  the 
North  Central  Conference  be 
raised  from  $50.00  to  $75.00. 
The  meeting  was  adjourned 
at  6:15  P.  M. 

Representing  the  South 
Dakota  State  Medical  Asso- 
ciation were  Doctors  L.  J. 
Pankow,  Sioux  Falls;  M.  M. 
Morrissey,  Pierre;  A.  W. 
Spiry,  Mobridge;  G.  E.  Whit- 
son, Madison;  R.  G.  Mayer, 
Aberdeen;  H.  Russell  Brown, 
Watertown;  W.  L.  Saxton, 
Huron;  J.  L.  Calene,  Aber- 
deen; C.  E.  Robbins,  Pierre; 
and  executive  secretary, 
John  C.  Foster,  Sioux  Falls. 


VA  ASKS  PHYSICIANS 
TO  CONFIRM  MALARIA 
CASES 

A letter  received  at  the 
Executive  Office  from  Vet- 
erans Administration,  Wash- 
ington, D.  C.,  brings  the 
following  to  the  attention  of 
all  doctors  doing  fee  basis 
services  for  veterans: 

“It  has  been  brought  to  the 
attention  of  Central  Office 
that  in  an  increasing  number 
of  instances  fee-basis  phys- 
icians are  apparently  making 
the  diagnosis  of  malaria  and 
instituting  treatment  without 
first  confirming  the  diagnosis 
by  demonstration  of  the 
parasites  in  a blood  smear. 


This  practice  is  not  only  at 
variance  with  the  principle 
of  good  medical  care  but  also 
involves  monetary  benefits 
for  the  veteran  and  his  eligi- 
bility for  out-patient  treat- 
ment. 

“In  accordance  with  the 
Chief  Medical  Director’s 
letter  of  November  26,  1946, 
it  is  again  requested  that 
every  effort  be  made  to  ad- 
vise all  physicians  concerned 
in  the  examinations  and 
treatment  of  veterans  as  to 
the  procedure  required  by 
the  Veterans  Administration 
in  establishing  a diagnosis  of 
malaria  and  the  necessity  of 
a confirmatory  diagnosis  of 
malaria  before  administering 
specific  therapy.” 


FOR  SALE 

Optical  and  office 
equipment  in  Chamber- 
lain,  S.  D.  Write  Mrs. 
Dora  B.  Crawford  for  in- 
formation. 


SIXTH  DISTRICT 
HEARS  CALENE 

The  6th  District  Medical 
Society,  comprised  of  Mit- 
chell and  the  surrounding 
area,  held  their  fall  meeting 
at  the  Wideman  Hotel, 
November  22,  at  6:30  P.  M. 

About  20  members  were  in 
attendance.  Dr.  John  Calene, 
President  of  the  State  As- 
sociation, presented  a paper 
on  heart  disease,  followed  by 
the  President’s  annual 
message  to  the  District.  John 
C.  Foster,  Executive  Secre- 
tary of  the  State  Association, 
talked  on  what  the  Associa- 
tion does  for  its  members. 

During  the  business  meet- 
ing the  following  officers 
were  elected:  President,  C.  S. 


Moran;  Vice-president,  H.  R. 
Lewis;  Secretary,  F.  D.  Gillis, 
Jr.;  Delegates  to  the  State 
meeting,  C.  F.  Binder  and 
F.  J.  Tobin;  Alternates,  W.  R. 
Ball  and  W.  F.  Bollinger. 


SEVENTH  DISTRICT 
SOCIETY  DISCUSSES 
V.  A.  HOSPITAL 

The  Seventh  District  Med- 
ical Society  met  at  the 
Cottage  in  Sioux  Falls,  Tues- 
day night,  November  16  to 
hear  Drs.  Andreassen  and 
McCarthy  of  the  Branch  8 
Veteran’s  Administration  dis- 
cuss the  new  hospital  to  be 
opened  in  Sioux  Falls.  Dr. 
R.  D.  Green,  Medical  Direc- 
tor of  the  local  V.  A.  intro- 
duced the  guests  who  talked 
on  the  job  that  the  physicians 
in  Sioux  Falls  area  will  have 
in  the  operation  of  the  hos- 
pital. A spirited  discussion 
followed  the  talks. 

The  meeting  was  ex- 
ceptionally well  attended. 


HURON  DISTRICT 
ELECTS  OFFICERS 

At  the  November  meeting 
of  the  Huron  District  Medical 
Society,  officers  were  named 
for  the  year  of  1949.  The  new 
president  is  Paul  Tschetter; 
the  vice-president,  H.  P. 
Adams;  secretary-treasurer, 
T.  A.  Hohm;  the  councilor, 
B.  T.  Lenz;  the  delegate,  R.  A. 
Buchanan;  the  alternate, 
T.  A.  Hohm. 


SIOUX  VALLEY 
MEETING 

JANUARY  25,  26.  27 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON,  Editor 


JOURNAL  SUBSCRIPTIONS  FOR  PHAR- 
MACISTS TO  BE  REMITTED  IN  PART  BY 
BOARD  OF  PHARMACY  AND 
PHARMACEUTICAL  ASSOCIATION 

During  the  past  year  the  Pharmaceutical 
Association  has  attempted,  in  vain,  to  collect 
annual  subscriptions  from  its  members  at 
$1.50  each  to  replace  the  six  hundred  dollars 
which  was  paid  to  the  South  Dakota  Journal 
of  Medicine  and  Pharmacy  at  the  time  this 
publication  was  established.  It  is  now  evident 
that  a paid  subscription  to  the  journal  cannot 
be  obtained  from  every  South  Dakota  regis- 
tered pharmacy  on  a voluntary  basis. 

The  South  Dakota  Pharmacy  Law  provides 
that:  “The  registered  pharmacists  of  this 
State  shall  constitute  an  association  under  the 
name  and  title  of  the  South  Dakota  Phar- 
maceutical Association.”  The  only  member- 
ship fees  received  by  the  association  are  the 
annual  registry  fees,  which,  as  the  law  pro- 
vides, “in  no  case  shall  exceed  the  sum  of 
five  dollars.”  It  would  be  out  of  the  question 
for  the  association  to  remit  $1.50  out  of  every 
$5.00  membership  fee  for  a fully  paid  annual 
subscription  to  its  official  publication.  The 
registered  pharmacies  of  South  Dakota  do 
not  pay  any  funds,  either  voluntary  or  in- 
voluntary, to  the  South  Dakota  Pharmaceu- 
tical Association.  It  would  not  be  proper, 
therefore,  for  the  Pharmaceutical  Association 
to  remit  funds  for  journal  subscriptions  to 
drug  store  owners  or  managers  and  not  give 
the  same  consideration  to  members  who  are 
not  so  engaged. 

An  equitable  proposal  was  suggested 
whereby  every  South  Dakota  registered 
pharmacy  might  receive  the  journal  on  a paid 
subscription  basis  with  the  joint  compliments 
of  the  State  Board  of  Pharmacy  and  the  Phar- 
maceutical Association.  Our  attorney,  Karl 
Goldsmith,  expressed  the  opinion  that  Board 
of  Pharmacy  and  Association  funds  may 
legally  be  remitted  toward  the  payment  of 
journal  subscriptions  in  accordance  with  the 
following  resolutions. 


Harold  L.  Tisher  moved  the  adoption  of 
the  following:  “Resolved  that  the  South 
Dakota  State  Board  of  Pharmacy  adopt  the 
South  Dakota  Journal  of  Medicine  and  Phar- 
macy as  its  official  publication  for  dissemina- 
ting information  effecting  the  legal  practice 
of  pharmacy  in  this  state  and  because  it  is 
imperative  that  such  information  reach  every 
retail  pharmacy  in  the  state  that  the  Board 
of  Pharmacy  remit  out  of  the  annual  regis- 
tration fee  for  every  registered  pharmacy 
the  sum  of  one  dollar  towards  a paid  sub- 
scription for  its  official  publication.”  This 
resolution  was  unanimously  adopted  by  the 
Board  of  Pharmacy. 

Roger  Eastman  moved  adoption  of  the 
following:  “Resolved  that  the  South  Dakota 
Pharmaceutical  Association  encourage  its 
members  to  subscribe  annually  for  its  official 
publication  by  agreeing  to  remit  out  of 
association  funds,  for  any  member  in  good 
standing,  the  sum  of  fifty  cents  towards  a 
paid  annual  subscription  to  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy;  provided 
cash  is  paid  or  made  available  for  payment 
of  the  balance  of  the  annual  subscription 
rate  for  such  official  publication.”  This 
resolution  was  unanimously  adopted  by  the 
Executive  Committee  of  the  South  Dakota 
Pharmaceutical  Association. 

The  resolution  adopted  by  the  Board  of 
Pharmacy  will  make  it  necessary  to  publish 
a “Board  of  Pharmacy  Bulletin”  in  succeed- 
ing issues  of  this  Journal.  Under  this  head- 
ing will  appear  any  information  from  state 
or  national  sources  of  which  the  practicing 
pharmacists  in  South  Dakota  should  be  ad- 
vised. A “Board  of  Pharmacy  Bulletin”  may 
not  appear  in  every  issue  but  when  they  do 
appear,  every  pharmacist  is  urged  to  read 
them  carefully. 

Beginning  with  the  January,  1949,  issue, 
the  Secretary’s  Office  will  enter  a paid  sub- 
scription to  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy  for  one  pharmacist 
manager  of  every  registered  pharmacy  in 
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this  state.  Payment  for  such  subscription  will 
be  remitted  by  one  dollar  from  Board  of 
Pharmacy  funds  and  fifty  cents  from  Associa- 
tion funds.  In  the  event  that  more  than  one 
pharmacist  manager  is  named  in  the  applica- 
tion for  permit  to  conduct  a pharmacy  for  the 
current  year,  the  pharmacist  named  first  in 
the  application  will  be  granted  the  FREE 
subscription. 

All  other  members  of  the  South  Dakota 
Pharmaceutical  Association  will  be  invited 
to  subscribe  for  our  official  publication  in  a 
letter  which  will  be  mailed  from  the  Secre- 
tary’s office  during  the  month  of  December, 
1948.  These  members  will  be  requested  to 
remit  one  dollar  to  the  Secretary’s  Office  for 
a fully  paid  subscription  to  the  journal;  the 
other  fifty xents  will  be  paid  from  association 
funds. 

Paying  subscribers  who  are  not  members 
of  the  South  Dakota  Pharmaceutical  Associa- 
tion should  remit  $1.50  directly  to  the  South 
Dakota  Journal  of  Medicine  and  Pharmacy, 
300  First  National  Bank  Building,  Sioux  Falls, 
South  Dakota. 

"WHITE  BOOK"  of  PHARMACEUTICAL 
SURVEY  IS  PUBLISHED 

The  American  Council  on  Education  re- 
leased its  first  publication  regarding  The 
Pharmaceutical  Survey  on  November  22, 
1948.  Director,  Dr.  Edward  C.  Elliott,  and  his 
staff  of  experts  have  worked  two  and  one- 
half  years  before  releasing  this  first  report 
of  findings  and  recommendations  which  has 
been  referred  to,  by  the  Director,  as  the 
“White  Book.”  An  announcement  of  this  pub- 
lication will  be  found  in  this  issue  of  the 
Journal  of  Medicine  and  Pharmacy  under  the 
heading,  “SURVEY  OF  AMERICAN  PHAR- 
MACY.” Pharmacists,  physicians  and  others 
of  the  health  professions  are  urged  to  read 
this  report  entitled  "Findings  and  Recom- 
mendations of  Ihe  Pharmaceutical  Survey." 
The  book  is  now  available  to  the  general 
public  at  $1.00  per  copy,  and  may  be  ordered 
direct  from  the  American  Council  on  Educa- 
tion, 744  Jackson  Place,  Washington  6,  D.  C. 
One  evening  with  this  50  page  book,  will  give 
you  more  information  regarding  the  present 
status  of,  and  the  future  outlook  for,  the  pro- 
fession of  pharmacy,  than  you  can  obtain 
from  any  other  source.  Send  for  your  copy 
to-day. 


SUPPLEMENT  RELEASED 

The  SECOND  SHEET  SUPPLEMENT  OF 
THE  PHARMACOPOEIA  OF  THE  UNITED 
STATES  THIRTEENTH  REVISION  was  re- 
leased on  November  10,  1948,  by  authority  of 
the  U.  S.  P.  Board  of  Trustees  and  of  the 
U.  S.  P.  Committee  on  Revision.  The  changes 
in  the  text  of  the  U.  S.  P.  XIII  listed  therein 
are  effective  immediately  and  become  en- 
forceable on  April  1,  1949.  Copies  of  this 
(Second  U.  S.  P.  XIII  Sheet  Supplement)  have 
been  supplied  to  the  South  Dakota  Board  of 
Pharmacy  for  distribution  to  the  registered 
pharmacies  of  this  state.  If  you  have  failed  to 
mark  the  changes  in  the  text  of  your  U.  S.  P. 
XIII  in  accordance  with  the  First  U.  S.  P. 
XIII  Sheet  Supplement  (Blue)  which  was  re- 
leased August  15,  1947,  or  the  Second  U.  S.  P. 
Sheet  Supplement  (Buff),  please  do  so  at  once. 
A copy  of  either  of  these  supplements  may  be 
had  by  addressing  the  South  Dakota  Board 
of  Pharmacy,  Pierre. 


NEWS  ITEMS 

Pharmacist  O.  P.  Ronning  of  Valley  Springs 
has  purchased  the  Edward  C.  Thompson  Drug 
Store  at  100  South  Phillips  Avenue  in  Sioux 
Falls.  The  store  name  has  been  changed  to 
“Ronning  Pharmacy”  and  pharmacist 
management  has  been  transferred  from  Ed- 
ward C.  Thompson  to  W.  H.  White.  Mr. 
White  has  been  employed  in  this  pharmacy 
by  the  last  three  owners.  We  understand  that 
Mr.  Ronning  plans  to  sell  his  drug  store  at 
Valley  Springs. 

“Modern  Pharmacy,”  a monthly  magazine 
published  by  Parke,  Davis  & Co.  carries  a 
two-page  illustrated  article  concerning  Web- 
ster druggists,  John  F.  Halbkat  and  F.  M. 
Cornwell.  The  article  entitled  “They  are 
Competitors  but  they  pull  together  for  Web- 
ster” was  written  by  Editor  George  A.  Ben- 
der while  on  a visit  to  his  home  town  of 
Webster. 

We  are  pleased  to  report  that  Vice-Presi- 
dent, John  H.  Sidle,  has  recovered  from  the 
heart  attack  that  we  wrote  about  in  the  last 
issue.  He  is  now  at  his  home  in  Alexandria 
although  he  is  not  able  to  resume  work  in 
his  drug  store.  Mr.  Duncan  of  Flandreau  is 
helping  in  the  store  until  Mr.  Sidle  can  find 
a buyer  for  the  business. 
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Harold  J.  Curl,  proprietor  of  Curl’s  Phar- 
macy in  Minneapolis,  writes  that  he  would 
like  to  come  back  to  South  Dakota  and 
especially  Sioux  Falls.  Mr.  Curl  inquired  if 
we  had  any  drug  stores  listed  for  sale  in  Sioux 
Falls. 

Members  of  the  South  Dakota  Pharmaceu- 
tical Association  who  have  recently  renewed 
their  certificates  to  good  standing  include; 
H.  A.  Lawson,  Cert.  No.  2169,  Oak  Park,  Ill- 
inois; T.  W.  Lalley,  Cert.  No.  1201,  Montrose, 
South  Dakota;  H.  A.  (Swede)  Nielsen,  Cert. 
No.  2035,  Rapid  City,  South  Dakota;  Gerald 
Doren,  Cert.  No.  2515,  St.  Paul,  Minnesota; 
O.  O.  Zemlicka,  Cert.  No.  2546,  St.  Paul,  Minn- 
esota and  Elene  Stensland,  Cert.  No.  1897, 
Ludlow,  South  Dakota. 

Word  has  recently  reached  the  Secretary’s 
Office  telling  of  the  death  of  pharmacists 
who  formerly  practiced  in  South  Dakota; 
Pharmacist  A.  L.  Henry  who  sold  his  drug 
store  in  New  Effington  a few  years  ago  died 
in  October,  1948.  This  report  was  sent  in  by 
his  daughter,  Mrs.  Kathryn  Henry  Roth  of 
Luverne,  Minnesota.  Pharmacist  William  H. 
Ryan,  formerly  of  Delmont  and  Wakonda, 
South  Dakota  died  of  a Heart  Attack  on  April 
3,  1948  as  reported  by  Mrs.  Ryan  of  Antioch, 
Illinois.  Pharmacist  Dick  E.  Plucker,  form- 
erly of  Delmont  and  Canton,  South  Dakota 
died  in  the  U.  S.  Veterans  Hospital,  Des 
Moines,  Iowa  on  March  5,  1948. 


SURVEY  OF  AMERICAN  PHARMACY 

A long-range  program  designed  to  increase 
Pharmacy’s  public-service  contribution  to 
the  health  of  the  nation  was  disclosed  in 
Washington  November  22,  1948  as  the  Amer- 
ican Council  on  Education  published  the  first 
section  of  the  findings  and  recommendations 
of  The  Pharmaceutical  Survey. 

Purpose  of  the  Survey  was  to  insure  that 
Pharmacy  continues  to  occupy  its  proper 
place  among  the  health  professions  in  a post- 
war era  marked  by  expanding  opportunities 
for  greater  service  to  the  public. 

Based  on  a study  covering  all  phases  of  the 
practice  of  Pharmacy  — with  particular  em- 
phasis on  professional  education,  the  Sur- 
vey’s recommendations  are  directed  toward 
increasing  the  pharmacist’s  prestige  and 
standing  in  the  community  and  among  his 


fellow  professionals  in  the  broad  health 
field. 

Although  inaugurated  and  financed  by 
various  segments  of  the  profession  of  Phar- 
macy and  the  drug  industry,  supervision  of 
the  Survey  was  entrusted  to  the  American 
Council  on  Education  as  a means  of  obtain- 
ing an  impartial,  objective,  “outsider’s”  view- 
point. As  Director  of  the  Survey,  the  Council 
chose  Dr.  Edward  C.  Elliott,  President 
Emeritus  of  Purdue  University,  who  served 
as  Chief  of  the  Division  of  Professional  and 
Technical  Training  for  the  War  Manpower 
Commission  during  the  last  war. 

Upon  the  urgent  recommendation  of  the 
American  Association  of  Colleges  of  Phar- 
macy, the  necessary  funds  for  the  Survey 
and  the  work  of  implementing  the  recom- 
mendations, amounting  to  $162,000,  were 
made  available  by  the  American  Foundation 
for  Pharmaceutical  Education. 

Assisted  by  a staff  of  specialists,  Dr.  Elliott 
made  a two  and  one-half  year  searching 
analysis  of  the  facts  of  Pharmacy.  The 
material  collected  and  tabulated  covers  every 
phase  of  the  practice  of  Pharmacy  from  the 
salaries  of  college  professors  through  to  the 
handling  of  prescriptions  at  the  retail  drug 
store  level.  A large  portion  of  this  supporting 
data  will  be  published  later  in  separate  vol- 
umes. Additional  recommendations  also  may 
be  made. 

In  preparing  the  findings  and  recommenda- 
tions contained  in  the  50-page  volume  now 
being  released  by  the  Council,  Dr.  Elliott  was 
advised  by  a 17-man  Advisory  Committee 
which  included  a spokesman  for  the  public  as 
well  as  representatives  of  the  broad  field  of 
education  and  leaders  in  various  phases  of 
the  profession  of  Pharmacy.  He  also  main- 
tained close  contact  with  various  officials  of 
leading  professional,  educational,  and  other 
organizations  in  the  field  of  Pharmacy. 

Survey  Director  Elliott  traveled  40,000 
miles  in  the  two  and  one-half  years  during 
which  he  and  his  staff  gathered  material  for 
the  study.  He  visited  30  colleges  of  pharmacy, 
addressed  50  meetings  of  pharmacy  groups, 
and  went  behind  the  prescription  counters  of 
almost  300  drug  stores  scattered  through  20 
states.  During  the  current  year  he  will  super- 
vise the  implementation  of  the  various  phases 
of  the  Council’s  long-range  program  for  im- 
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proving  the  profession.  In  fact,  footnotes 
attached  to  various  sections  of  the  Survey 
findings  indicate  that  certain  steps  already 
have  been  taken  to  implement  parts  of  the 
recommendations. 

The  Number  One  objective  of  the  Survey 
recommendations  is  to  provide  the  nation 
with  an  adequate  supply  of  properly  trained 
professional  Pharmacists  to  man  the  nation's 
55,000  retail  drug  stores  and  the  increasing 
number  of  hospital  pharmacies.  The  Survey 
also  took  into  account  the  increasing  demand 
for  professional  Pharmacists  in  the  armed 
forces,  various  other  branches  of  the  govern- 
ment, and  in  the  drug  manufacturing  and 
wholesaling  fields. 

However,  the  Survey  findings  also  warn 
against  producing  an  oversupply  of  Phar- 
macists — 'a  condition  which  might  deprive 
some  trained  men  and  women  of  the  oppor- 
tunity for  reaping  adequate  economic  re- 
wards and  personal  satisfactions  from  the 
practice  of  their  profession.  The  Survey 
emphasizes  that  quality  is  more  important 
than  quantity. 

Specific  recommendations  include:  Raising 
the  standards  of  admission  to  the  nation’s  70 
colleges  of  Pharmacy;  more  careful  testing 
and  screening  of  students  during  the  early 
college  training;  and  efforts  on  the  part  of 
state  and  local  pharmaceutical  organizations 
to  encourage  young  high  school  men  and 
women  of  ability  and  personality  to  seek  a 
career  in  Pharmacy. 

Another  recommendation  proposed  a gen- 
eral overhauling  of  the  present  four-year 
college  Pharmacy  course,  with  greater  em- 
phasis on  the  basic  pharmaceutical  sciences 
and  increased  instruction  on  the  economic 
aspects  of  the  practice  of  Pharmacy.  In  ad- 
dition, the  Survey  urged  adequately  equipped 
and  staffed  Pharmacy  colleges  to  establish 
six-year  college  programs  leading  to  the  de- 
gree of  Doctor  of  Pharmacy. 

Other  Survey  recommendations  include: 
Creation  of  a Commission  on  Pharmaceutical 
Manpower  to  insure  adequate  records  for  the 
balancing  of  supply  against  demand  for 
trained  pharmacists  in  times  of  peace  as  well 
as  national  emergency;  more  effective  or- 
ganization and  operation  of  state  boards  of 
Pharmacy  and  the  modernization  of  their 
examination  systems  for  legal  licensure;  or- 


ganization of  a National  Convention  for 
Pharmaceutical  Legislation  to  formulate 
uniform  legal  controls  in  the  interest  of  public 
health;  more  financial  support  for  colleges 
from  commercial  and  industrial  interests;  the 
continued  upbuilding  of  the  teaching  staffs 
of  the  colleges  and  schools;  plans  for  the  in- 
service  training  of  practicing  pharmacists; 
the  appointment  of  a full-time  Executive 
Officer  for  the  American  Council  on  Pharma- 
ceutical Education,  the  agency  which  in- 
spects and  accredits  colleges  of  pharmacy.  A 
system  of  classifying  colleges  into  A,  B and 
C institutions  is  proposed. 

One  of  the  most  difficult  undertakings  of 
the  Survey  was  the  detailed  analysis  of  more 
than  13,000  prescriptions  assembled  from  220 
pharmacies,  located  in  186  cities,  towns  and 
villages  of  39  states.  The  results,  which 
furnish  a comprehensive  review  of  modern 
prescription  practice,  provide  important  data 
for  the  profession  of  medicine  as  well  as 
pharmacy.  These  results  reflect  the  far- 
reaching  changes  which  scientific  research 
and  the  mass  production  of  medicinals  have 
brought  about  in  providing  improved  med- 
ication which  doctors  can  prescribe  for  their 
patients. 

In  the  introduction  to  the  findings,  Dr. 
Elliott  took  cognizance  of  the  problems  which 
result  from  the  fact  that  the  vast  majority  of 
the  nation’s  Pharmacists  who  practice  in  the 
retail  drug  store  must  be  successful  business 
men  as  well  as  capable  professionals.  Despite 
good-natured  ribbing  of  the  retail  drug  store 
as  it  exists  today,  Dr.  Elliott  points  out  that 
it  has  developed  to  supply  the  neighborhood 
need  for  a great  variety  of  convenience  items, 
and  as  a social  center. 

In  addition,  Dr.  Elliott  indicates,  the  drug 
store  must  sell  related  items  in  order  to 
support  convenient  neighborhood  pharmaceu- 
tical service  for  those  who  need  a handy 
source  of  medicines  and  prescriptions  to  meet 
health  emergencies.  The  Survey  reports: 

“From  the  beginning  the  American  phar- 
macist had  engaged  in  the  merchandising  of 
a variety  of  related  commodities  and 
neighborhood-convenience  items.  Only  in 
rare  instances  was  the  commerce  in  med- 
icinals sufficient  for  the  successful  main- 
tenance of  a strictly  professional  establish- 
ment. 
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“In  consequence  the  ‘drug  store’  evolved 
under  the  conditions  of  a free  enterprise 
trade  economy.  Within  variable  limits  the 
range  of  its  commercial  undertakings  was 
greatly  extended.  In  the  language  of  the  day 
it  became  a ‘department  store’  which  also 
served  as  a sort  of  social  center  for  the  com- 
munity.” 

To  which  Dr.  Elliott  added  his  personal 
comment:  “During  the  Survey  I have  come 
to  a keen  realization  of  the  critically  im- 
portant place  in  American  life  occupied  by 
the  Pharmacists,  especially  the  Pharmacist  of 
the  well-known  corner  drug  store.  A new 
profession  of  Pharmacy  is  coming  to  be.  The 
character  and  standards  of  this  new  pro- 
fession are  of  interest  to  the  whole  of  our 
people. 

“The  records  show  that  this  year  close  to 
four  hundred  million  prescriptions  will  be 
filled  in  the  more  than  fifty  thousand  retail 
drug  stores  in  the  country.  The  American 
people  need  to  realize  that  every  time  a 
prescription  is  taken  to  one  of  these  establish- 
ments, not  only  health  but  oft-times  life,  is 
at  stake.  The  American  health  standards 
more  and  more  demand  competent  pro- 
fessional Pharmicists. 

“Pharmacy  is  very  much  alive.  Its  leaders 
are  energetically  proceeding  to  place  Phar- 
macy on  a higher  professional  level.  The 
Pharmacist  promises  to  be  more  important 
than  ever  before  in  providing  health  service 
for  the  American  people.” 


MODERN  THERAPEUTIC  AGENTS 
G.  C.  Gross,  Assoc.  Professor  Pharmacology 
South  Dakota  State  College 

Inhalation  of  Penicillin  Dust: 

A recent  study  by  Dr.  Krasno,  Karp  and 
Rhoads  (J.A.M.A.  138:344-348  (Oct.  2,  1948) 
concerns  the  use  of  penicillin  dust  inhalations 
in  the  treatment  of  infections  of  the  res- 
piratory tract.  The  study  involved  the  use  of 
specially  designed  inhalators  which  would 
permit  delivery  of  fine  penicillin  dust  to  the 
respiratory  tract.  In  one  model,  the  penicillin 
(crystalline  sodium  penicillin  G,  reduced  to  a 
particle  size  of  50  to  100  mesh)  was  contained 
in  a small  plastic  cartridge  which  was  in- 
serted into  the  device,  and  with  each  inspira- 
tion, a small,  uniform  amount  of  the  dust 
was  carried  into  the  respiratory  passages. 


Each  cartridge  contained  100,000  units  of 
penicillin.  Inhalations  were  continued  until 
all  of  the  penicillin  had  been  consumed  which 
usually  required  three  to  six  minutes.  The 
inhalator  was  designed  to  permit  inhalation 
of  penicillin  via  the  mouth  or  nose,  as  desired. 

A total  of  357  patients  with  infections  of 
the  respiratory  tract  was  treated  with  the  in- 
halation of  penicillin  dust,  one  to  three  times 
daily,  for  varying  periods  of  time.  Two  hun- 
dred and  thirty-nine  patients  had  infections 
of  the  upper  respiratory  tract  and  of  these 
169  had  symptoms  of  the  “common  cold.” 
One  hundred  and  ten  patients  had  infections 
of  the  lower  respiratory  tract  and  8 patients 
received  the  penicillin  as  prophylactic  meas- 
ures preoperatively  and  postoperatively.  In- 
cluded in  the  infections  treated  were  the 
“common  cold,”  nasopharyngitis,  sinusitis, 
bronchiectasis,  bronchitis,  pneumonia  and 
pulmonary  abscess.  Cultures  from  the  nose, 
throat  and  sputum  showed  that  there  was 
marked  reduction ' in  gram-positive  bacteria 
following  treatment,  and  in  many  instances 
there  was  a decrease  in  gram-negative  bac- 
teria also.  Satisfactory  improvement  was 
noted  in  73.5  percent  of  the  entire  group.  The 
incidence  of  allergic  reactions  was  3 to  6 per- 
cent and  the  reactions  observed  were  local  in 
character. 

At  the  present  time,  studies  are  being  con- 
ducted with  streptomycin  dust. 

Colbalt  Enhances  the  Effectiveness  of  Peni- 
cillin: 

A report  by  Strait,  Dufrenoy,  Pratt  and 
Lamb  in  the  J.A.Ph.A.  Sci.  Ed.  (37:133-135) 
(April  1948)  states  that  the  addition  of  cobalt 
chloride  (C0CI2.6H2O)  in  concentrations  of  0.1 
to  10  parts  per  million  to  the  test  agar  used  in 
assaying  penicillin  by  the  cylinder  plate 
technic  produces  an  increase  in  the  diameters 
of  the  zones  of  inhibition  on  plates  containing 
such  organisms  as  Staphylococcus  aureus, 
Escherichia  coli,  Proteus  vulgaris  and  Bacillus 
subtilis.  On  plates  seeded  with  S.  aureus,  the 
effectiveness  of  penicillin  was  increased  ap- 
proximately four  to  eightfold. 

Urea  Peroxide: 

Hydrogen  peroxide  Jiag  lung  .been  employed 
as  a rermici.de;  particularly,'  in/  the  form  of 
the  three  percent  aqueous  solution  (Hydro- 
gen 'Peroxide  Solution  U.S.P.)  The  ' germ- 
icidal, action  of.  hydrogen. peroxide  depends 
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upon  its  decomposition  into  water  and  ox- 
ygen, the  oxygen  being  the  effective  agent. 

' H2O2  = H2O  + V2  O2 

While  this  decomposition  is  essential  for 
the  effectiveness  of  the  agent,  the  fact  that 
it  proceeds  very  rapidly  in  the  presence  of 
organic  matter  (i.e.  pus,  blood,  etc.)  is  one  of 
its  inherent  disadvantages.  A slow  rate  of 
decomposition,  thus  prolonging  the  germici- 
dal action,  would  seem  to  be  more  desirable. 

Urea  peroxide  is  an  addition  product  of 
urea  and  hydrogen  peroxide,  which  if  pre- 
pared by  the  interaction  of  equi-molar  pro- 
portions of  urea  and  hydrogen  peroxide  con- 
tains about  35  percent  of  the  latter.  The  re- 
action is  illustrated  thus: 

OC(NHl>)2  + H2O2  = OC(NH2)2.H202 

The  product  is  a white  crystalline  solid, 
soluble  in  water  and  relatively  stable  if  pro- 
tected from  heat  and  moisture.  Solutions  of 
the  compound  in  ethylene  glycol,  glycerin  and 
isopropanol  are  also  quite  stable.  Solutions 
in  anhydrous  glycerin  are  more  stable  than 
solutions  in  the  U.S.P.  product.  Stability  is 
further  improved  by  the  addition  of  8-hydro- 
xyquinoline  (oxine).  In  use,  urea  peroxide 
breaks  down  into  urea  and  hydrogen  per- 
oxide: 

OC(NH2)2.H202  = OC  (NH2)2  + H2O2 

The  hydrogen  peroxide  in  the  presence  of 
a suitable  catalyst  decomposes  to  liberate 
oxygen. 

Urea  peroxide  in  stabilized  glycerin  solu- 
tions appears  to  have  a more  prolonged  action 
than  aqueous  hydrogen  peroxide  solutions. 
This  prolonged  action  is  accomplished 
through  a slowr  liberation  of  oxygen  and 
furthermore,  the  oxygen  is  maintained  in  the 
vicinity  of  the  reaction  over  a longer  period 
of  time  by  the  glycerin. 

A solution  of  urea  peroxide  in  glycerin  has 


the  following  formula: 

Urea  peroxide  4.0  Gm. 

8-Hydroxyquinoline  0.1  Gm. 


Anhydrous  glycerin,  to  make  100  cc. 


Cooperate  with. 
Your  Advertisers! 


TABLE  OF  METRIC  DOES  WITH 
APPROXIMATE  APOTHECARY 
EQUIVALENTS 

The  approximate  dose  equivalents  in  the 
following  table  represents  the  quantities 
which  would  be  prescribed,  under  identical 
conditions,  by  physicians  trained,  respectively 
in  the  metric  or  in  the  apothecary  system  of 
weights  and  measures. 

When  prepared  dosage  forms  such  as 
tablets,  capsules,  pills,  etc.,  are  prescribed 
in  the  metric  system,  the  pharmacist  may  dis- 
pense the  corresponding  approximate  equiva- 
lent in  the  apothecary  system,  and  vice  versa, 
as  indicated  in  the  following  table. 

Caution — For  the  conversion  of  specific 
quantities  in  a prescription  which  requires 
compounding,  or  in  converting  a pharmaceu- 
tical formula  from  one  system  of  weights  or 
measures  to  the  other,  exact  equivalents  must 
be  used. 


Liquid  Measure 
Approximate  Apothecary 
Metric  Equivalents 

Liquid  Measure 
Approximate  Apothecary 
Metric  Equivalents 

1000  cc. 

1 quart 

3 

CC. 

45  minims 

750  cc. 

IV2  pints 

2 

cc. 

30  minims 

500  cc. 

1 pint 

1 

cc. 

15  minims 

250  cc. 

8 fluidounces 

0.75 

cc. 

12  minims 

200  cc. 

7 fluidounces 

0.6 

cc. 

10  minims 

100  cc. 

3'/2  fluidounces 

0.5 

cc. 

8 minims 

50  cc. 

1%  fluidounces 

0.3 

cc. 

5 minims 

30  cc. 

1 fluidounce 

0.25 

cc. 

4 minims 

15  cc. 

4 fluidrachms 

0.2 

cc. 

3 minims 

10  cc. 

2V6  fluidrachms 

0.1 

cc. 

1 Vi  minims 

8 cc. 

2 fluidrachms 

o.oe 

cc. 

1 minim 

5 cc. 

l'A  fluidrachms 

0.05 

cc. 

3/4  minim 

4 cc. 

1 fluidrachm 

0.0: 

cc. 

1/2  minim 

Weight 

Weight 

Approximate  Apothecary 

Approximate  Apothecary 

Metric 

Equivalents 

Metric 

Equivalents 

30  Gm. 

1 ounce 

40 

mg. 

2/3  grain 

15  Gm. 

4 drachms 

30 

mg. 

1/2  grain 

10  Gm. 

2V2  drachms 

25 

mg. 

3/8  grain 

7.5  Gm. 

2 drachms 

20 

mg. 

1/3  grain 

6 Gm. 

90  grains 

15 

mg. 

1/4  grain 

5 Gm. 

75  grains 

12 

mg. 

1/5  grain 

4 Gm. 

60  grains 

10 

mg. 

1/6  grain 

(1  drachm) 

8 

mg. 

1/8  grain 

3 Gm. 

45  grains 

6 

mg. 

1/10  grain 

2 Gm. 

30  grains 

5 

mg. 

1/12  grain 

(V2  drachm) 

4 

mg. 

1/15  grain 

1.5  Gm. 

22  grains 

3 

mg. 

1/20  grain 

1 Gm. 

15  grains 

2 

mg. 

1/30  grain 

0.75  Gm. 

12  grains 

1.5 

mg. 

1/40  grain 

0.6  Gm. 

10  grains 

1.2 

mg. 

1/50  grain 

0.5  Gm. 

7 Vi  grains 

1 

mg. 

1/60  grain 

0.4  Gm. 

6 grains 

0.8 

mg. 

1/80  grain 

0.3  Gm. 

5 grains 

0.6 

mg. 

1/100  grain 

0.25  Gm. 

4 grains 

0.5 

mg. 

1/120  grain 

0.2  Gm. 

3 grains 

0.4 

mg. 

1/150  grain 

0.15  Gm. 

2 Vi  grains 

0.3 

mg. 

1/200  grain 

0.12  Gm. 

2 grains 

0.25 

mg. 

1/250  grain 

0.1  Gm. 

lVi  grains 

0.2 

mg. 

1/300  grain 

75  mg. 

IV4  grains 

0.15 

mg. 

1/400  grain 

60  mg. 

1 grain 

0.12 

mg. 

1/500  grain 

50  mg. 

3/4  grain 

0.1 

mg. 

1/600  grain 

Note — A cubic  centimeter  (cc.)  is  the  approx- 
imate equivalent  of  a milliliter  (ml.). 


The  above  approximate  dose  equivalents 
have  been  adopted  by  the  latest  Pharm- 
acopoeia, National  Formulary,  and  New  and 
Non-official  Remedies,  and  these  dose  equiva- 
lents have  the  approval  of  the  Federal  Food 
and  Drug  Administration. 
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HAVE  YOU  PRESCRIBED  CO-LU-GEL  "ULMER"  FOR  THE  RELIEF  OF  HYPERACIDITY 
Just  one  of  the  many  fine  specialties  of  the 

ULMER  PHARMACAL  COMPANY 

MINNEAPOLIS  MINNESOTA 
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THEY  ARE  IMPORTANT 
Keep  Them  Safely 
in  a 

HERRING  - HALL  - MARVIN  SAFE 

ALL  SIZES  AVAILABLE 

Call  or  Write 

MIDWEST  - BEACH  CO. 

222  South  Phillips  Sioux  Falls,  S.  D. 

Phone  6350 


We’re  Anxious  to  Serve 

You  with  . . . 

FRESH  GUT  FLOWERS  FOR 
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• ANNIVERSARIES 

• FUNERALS 
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0 CONVALESCENTS 
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COLEMAN,  THE  FLORIST 

Phone  1821 

Sioux  Falls  S.  Dak. 


ACME 


RECORD  SYSTEMS 


DOCTORS  . . 

Can  you  use  an  instant  ref- 
erence to  your  case  histories!3 

e 

HOSPITALS  . . 

How  much  time  will  the  effec- 
tive use  of  the  standard  Nomen- 
clature system  save  you!3 


Let  us  show  you  how  ACME 
Records  will  do  this. 
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KRE I SERS 

YOUR  SOUTH  DAKOTA 
SUPPLIERS  OF  ALL 
MEDICAL  - HOSPITAL  EQUIPMENT 
AND 

PHARMACEUTICALS 

KREISERS  KRE1SERS 

Sioux  Falls  9th  & Main 


★ $5,000.00  BOND  FOR  YOUR  PROTECTION  if  REPORTS  WITH  CHECK  10th  OF  EACH  MONTH 

if  PERSONAL  CALL  SERVICE  IN  ALL  S.  DAK.  if  9 YEARS  SERVING  CREDITORS 

if  NO-COLLECTION  — NO  CHARGE  if  STANDARDIZED  COLLECTION  METHODS 


BRADFELT  COLLECTION  SERVICE 
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WATERTOWN,  S.  D.  SIOUX  FALLS,  S.  D.  MADISON,  S.  D. 


SHOULD  VITAMIN  D BE 


GIVEN  ONLY  TO  INFANTS? 


ITAMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46*5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


*R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age,  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 
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MEAD’S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children 
because  it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of 
administration  favors  continued  year-round  use,  including  periods  of  illness. 

MEAD’S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc.  bottles.  83-mg.  capsules 
now  packed  in  bottles  of  50  and  250.  Ethically  marketed. 


MEAD  JOHNSON  & COMPANY,  Evansville  21,  Ind.,  U.  S.  A. 
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Reduced  to  the  simplest 
terms,  medical  science 
attempts  to  answer  only 
one  question:  What  is  best 
for  the  patient?  Competent 
medical  advice,  coupled 
with  prompt,  adequate 
treatment,  is  the  only 
solution.  Eli  Lilly  and 
Company  co-operates  with 
the  physician  and  protects 
the  patient  by  providing 
quality  pharmaceuticals 
and  biologicals  which  are 
advertised  and  distributed 
through  professional 
channels  exclusively. 
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Ampoules  THEELIN  in  Oil: 

0.1  mg.  1000  International  Units  Amp.  178 
0.2  mg.  2000  International  Units  Amp.  179 
0.5  mg.  5000  International  Units  Amp.  191 
1 mg.  10,000  International  Units  Amp.  182 

Ampoules  THEELIN  Aqueous  Suspension: 

1 mg.  10,000  International  Units  Amp.  312 

2 mg.  20,000  International  Units  Amp.  304 
5 mg.  50,000  International  Units  Amp.  313 
Boxes  of  6 and  25  Amp.  312  Boxes  6 and  50 

Steri-Vials®T h eel i N in  Oil,  10  cc.  (1  mg.  per  cc.) 


BECK-LEE  MODEL  E GETS  AUTOMATIC  CAMERA 


Here  is  the  new  Beck-Lee  Model  ERA  (Record  Automatic)  Electrocardiograph  with  the  new  automatic  de- 
veloping camera  in  action.  It  records  on  a moving  strip  of  photographic  paper  which  is  developed  within  the 
camera  and  delivers  a finished  graph  4 seconds  after  exposure.  The  automatic  camera  eliminates  the  need  for 
a darkroom  and  furnishes  a graph  for  immediate  diagnosis  if  necessary.  This  new  development  will  be  available 
soon.  Write  for  our  Beck-Lee  Electrocardiograph  Catalog  SD-1248  which  gives  full  details. 
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